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ABSTRACT

The focus of this study is the role of the Radmafldverapist (RTT) in the assessment of pain in
cancer patients. The study was carried out at éoRemlapy Department of a large Teaching
Hospital in Ghana and addressed the following reseguestions; 1) What is the role of the
RTT in the assessment of pain in cancer patiehd/l should the RTTs’ role be extended to
include pain assessment, 3) What are the challdogéise RTT when taking on the role of

pain assessment in radiation oncology and 4) Howpeén assessment become a routine role
for the RTT in a busy radiation oncology departr2esjt How would this extended role of the
RTT assist management of patient?

This study was conducted because many cancer {gasigffier pain and to many, it can be
more debilitating than the primary disease itSeife RTTs who are involved in the daily
management of cancer patients during their radidtiatment can find it stressful to witness
their patients going through such pain particularhen they do not have a role in the
management of pain. In Ghana, there are few radiatcologists (ROs) and therefore an
extended scope for RTTs, that includes pain ass¥sand a meaningful contribution to the
management of their patients’ pain, would be achgedus to all.

A mixed method research approach was adopted thegag quantitative and qualitative data.
This included data collection of; interview, obsargn and review of existing document. A
pain questionnaire SF-MPQ-2 by Melzack (2009) wiepéed as a tool for assessing pain in
the study participants. RTTs administered the gomsaire and experienced the role of pain
assessment being included in their daily routinieely patients were asked to complete the
guestionnaire after carefully and willingly condagtto participate in the study.

The findings of this study built knowledge on paircancer patients through research in a
radiotherapy department in Ghana. This includediggia deeper understanding of how
patients describe their pain and how location, asite other factors increase or decrease their
pain. Data analysis further revealed and confirthetl RTTs have a role in the assessment of
pain which will contribute to the management ot ih@n and that pain assessment can be
included in the RTTs role in a busy radiation oonggiunit. The extended role recommended
due to the findings of this study are that RTTs @minister a limited pain questionnaire, use
this for clinical assessment of patients with paéfier patients who need urgent medical
attention to the doctors, monitor the patientsydadpecially those on ‘watchful waiting’ and
those receiving chemotherapy alongside radiotheamyide meaningful suggestions to the
multidisciplinary team on the management of thepgive reassurance and support to patients
regarding their pain, offer careful monitoring @tignts undergoing radiotherapy, promote
planning as a routine practise in the departmehicate and counsel patients and their
relatives or care givers about pain, and provige@griate positioning during simulation and
treatment for patients suffering with pain.

It is evident that extending the RTTs' role is @tén the radiotherapy department in Ghana
and by so doing, the quality of care to patients e improved. Role extension will lead to
reduction of the workload of the few oncologistswadl as reduce patients’ waiting time. This
will further improve patient satisfaction and stifih satisfaction. The research suggests and
recommends ways of achieving this extended rolba asd¢he regularization of pain
assessment into the existing roles of the RTT djinahe appropriate professional body and
use of the new pain assessment tool that was qmetkhrough the study.
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CHAPTER ONE

INTRODUCTION: ROLE OF RADIATION THERAPIST IN PAIN
ASSESSMENT

1.1 Introduction

The scope of this research was to explore theofdRI Ts in Ghana in pain
assessment in cancer patients. The study was ceadincthe Radiotherapy
Department (RTD) of a Teaching Hospital in Gharfze $tudy employed a mixed
method design involving a pain questionnaire sua1ey a case study approach.
Through individual and focus group interviews, doeunt reviews and the
application of a patient survey, investigationseveonducted to build understanding
of pain assessment in radiotherapy. The study asiteenable the RTT in Ghana to
contribute to the management of pain in order tprove the quality of care of the

patients undergoing radiotherapy.

1.1.1 The Radiation Therapist

The RTT is a health care professional who prepamedsadministers high doses of
radiation mainly for the treatment of cancer. RT@seive formal education including
studies of physics, radiation safety, human anatghysiology, pathology and
patient care (Johnson, Roberts, Trotti & Greenb®9§8). The RTT, also sometimes
called a therapy radiographer or radiation thetaphnologist, is a key member of
the radiation oncology team who works closely viRf@s, medical physicists and
other members of the healthcare team to providgpative patient-centred service

(American Society of Radiologic Technologists, 2007

1.1.2 Qualities of the Radiation Therapist

Although the RTT works in a highly technical enviroent, they remain aware of
their role in providing patient care and take appiaie steps to ensure that they can
assist patients in feeling comfortable during thediation therapy (Cardiff
University, 2007).

According to the Cardiff University (2007), the RPpbssesses a high level of
competence and is confident in handling sophigtit&chnological devices such as

the Cobalt-60 machine, Computer Tomography Simukatd Linear Accelerator. In



addition to this, the RTT must enjoy working ineain, always work safely, quickly
and accurately and must always be willing to tasponsibility. The RTT is
someone who is able to make decisions, is caridgcampassionate in nature, has

good communication skills, and is physically fitof€, 2000).

1.1.3 Research focus

The RTT’s role is focused on the preparation ofguais and the delivery of external
beam radiotherapy. Within this highly technicakxdhere is the important extended
role of patient care. The RTT must at all time gcag being aware of the patients
need and since many patients in Ghana suffer diseasl/or treatment related pain,
patient care must include awareness of pain. Im&hthe role of pain assessment is
unstructured and without any protocol or tools faatlitate routine pain assessment.
This study therefore sought to investigate and tstded the role of the RTT in the
assessment of pain in order to improve the corttabwf the RTT as a member of
the multi-disciplinary team with regard to pain rmgement for the benefit of the
patients and the radiation oncology team. This e through a case study and by

testing RTT’s administration of a pain questionedd a patient sample.

1.1.4 Research questions

The research questions of the study were;

a. What is the role of the RTT in the assessmepaf in cancer patients? [Research
methods used to answer this question were prospeatita gathering through RTTs
actually administering a pain questionnaire as agljjeneration of text data through

observations and interviews with RO, a nurse an@idRT

b. Should the RTT’s role be extended to include paisessment? [This question was

answered through the case study including intersigith RO, nurse and RTTS].

c. What are the challenges for the RTT when takimghe extended role of pain
assessment in radiation oncology? [The researchadetsed was to obtain feedback

from the RTTs during the administration of the patiquestionnaire surveyy].



d. Can pain assessment become a routine roledd®Ti’s in a busy radiation
oncology department? [The research method usedstwea this question was a case

study comprising of interviews and observation].

e. How would this extended role of the RTT assiahagement of the patient? [The
research method used was a patient survey to™thalactual pain questionnaire by

the RTTs and integration of case study data].

1.1.5 Research objectives

a. To identify the role of the RTT in the assessnoéipain in radiation oncology.

b. To investigate whether there is a need foreatension for RTTs to include pain
assessment as a routine role.

c. To uncover the challenges faced by RTTs wheingabn pain assessment as a
role.

d. To develop a tool to guide pain assessmenttadnga with cancer by RTTs and

allow the RTT to incorporate pain assessment asitine function.

e. To describe a structure that will allow RTT<Ghana to take an active part in the

extended role of pain assessment in order to ingopatient management.

1.2 Rationale

Pain is a known problem associated with many capagents in Ghana and as in
other countries pain may undermine the qualityfefdf a patient and profoundly
burden the family and the carer (Wells, 2003).

Despite advances in the understanding of pain amdrpanagement, pain control
remains a significant problem for patients with@amn(National Cancer Institute,
2009; Wells, Dryden, Guild, Levack, Farrer, & Mowa001; Rogers & Todd, 2000).
Eighty eight percent of patients with advanced eahave pain and for these
patients, controlling the pain and managing thegpms are important goals of

treatment (Zech, Grond, Lynch, Hertel & LehmanrQ3)9 Cancer pain management



is essential and it depends on the ability of th# o conduct a comprehensive

assessment (Cleary, 2000).

RTTs in Ghana do not have an official role in thenagement of pain, yet they spend
most time with the patients during the period afiotherapy and are in the best
position to care for them. The waiting periodsgatients visiting the doctors for
review are long due to the small number of docitotee department. Patients were
aware of the long waiting time but still wantedste the doctor. It is therefore
heartbreaking to hear from some patients that lfeyhe hospital without being

attended to by a doctor in order to catch a bus.

A study conducted at the same department in 200&esth that patients were satisfied
with the care they received from the staff (KyeithAr, Vanderpuye & Antwi, 2008).
However, as the workload of the doctors continoaadrease in the department, it
has been observed that quality of care delivergutents has been affected. Pain
assessment has therefore become a recognisedlzeative RTTs can take on an
extended role which could have a positive impacthenteam and improve the quality
of care delivered to the patients during radiatreatment. Patients spend more time
with the RTT than any other healthcare practitianghe radiation oncology
department, hence extending the RTTs role to irchgbkessment of pain and its

management could further increase patient satisfact

The aim of this study was to identify the role loé RTT in the assessment pain. The
outcome of this study can be used to guide theidisitiplinary team towards
achieving the goal of good pain management in tadiaoncology to the benefit of

patients and staff.

1.3 Background to the study
This section presents a brief overview of paimartshistory of Ghana, radiotherapy

sciences in Ghana and the professional scope o§ RTGhana.



1.3.1 Pain

It is often assumed that the greatest problemadheer patient must deal with is
diagnosis, but for many patients, the pain assediaith their disease makes daily
life more difficult and unbearable than the caritsalf (Wells, 2003).

Studies of various populations suggest that 55%l@fancer patients experience pain
(Higginson & Edmonds, 2000). Studies, with simfiadings state that,
approximately 30% to 50% of people with cancer egmee pain while undergoing
radiation treatment, whereas 70% to 90% of peojile advanced cancer experience
pain (Pauline & Portenoy, 1999; Portenoy, Thalaxriblith, Leporefriedlander-

Klar & Coyle, 1994). The high incidence of pain védvanced disease is relevant
since the patient data of the study site showsthigamajority of patients treated
between the years 2005-2008 presented with advaraseztr.

According to Zechet al, (1995), two-thirds of cancer patients who experégesevere
pains have their pain effectively controlled wittdiotherapy. Effective management
of pain is dependent on a thorough assessmene giatient’s experience of pain,
including the type, duration, severity and the rfestation of the symptom (Faithfull
& Wells, 2003). Successful management of cancar igaherefore essential and can
allow more effective administration of radiothergpcQuay, Caroll & Moore,

1997).

In order to provide a patient-centred service tiifers a supportive environment for
our patients with pain, it is necessary that thd R@ntributes to pain management as

a member of the multidisciplinary healthcare team.

1.3.2 Ghana

Like any other country, Ghana is faced with varidiseases that pose a threat to the
health of the people living there. Diseases aregmaized into, 1) Food or waterborne
diseases such as bacterial and protozoa diarrhepatitis A, and typhoid fever; 2)
Vector borne diseases such as malaria; 3) Watéachdisease such as
schistosomiasis; 4) Respiratory disease such asdullosis and 5) Animal contact
disease such as rabies (The World Factbook, 2009).



In 1993, the World Health Organization (WHO) and thternational Atomic Energy
Agency (IAEA) estimated that Ghana had over temslhod cases of cancer. Over the
past fifteen years, the number of new cancer gas=senting at the Oncology Unit of
the nation’s biggest hospital increased from 70téyear 2000 to over 1800 in the
year 2008 according to patient data for the ontiyatherapy department in Accra,
Ghana.

Socio-economic problems in Ghana over the recemtsyevhich impact on the cancer
patients, includeijliteracy, poverty, ignorance about the diseaats teferrals, lack of
early detection programmes and lack of effectivecea control and education
programmes. Most of the treatments are therefdii@apae and according to patient

data in the department, pain affects a significamhber of the patients.

More than 250 languages and dialects are spok&hama (Ghana Home, 2009).
English is the country's official language and issity used in government and
business affairs. It is also the standard language for educational instruction
(Ghana-Wikipedia, 2009). Local Ghanaian languagesl&ided into two different
groups of family (The Commonwealth Youth Exchangeixil, 2009). Languages
belonging to the Kwa subfamily are found mostlyhe south of the Volta River,
while those belonging to the Gur subfamily are umainly to the north. The Kwa
group, which is spoken by about 75% of the cousfpgpulation, includes the Akan,
Ga-Dangme, and Ewe languages. The Gur group ir€lingeGurma, Grusi, and
Dagbani languages (LaVerle, 1995). According to ah@/ikipedia, (2009), nine
languages have the status of government-sponsamgddges: Akan (specifically
Ashanti Twi, Fanti, Akuapem Twi and Akyem), KwaliNgzema, Dagaare/Wale,
Dagbani, Dangme, Ewe, Ga, Gonja/Kasem. Thoughmoffecial language, Hausa is
the lingua-franca spoken among Ghana's Muslimsaanaprise about 16% of the

population (Hausa language, 2009).

1.3.3 Radiotherapy in Ghana
In October 1997, Radiotherapy began in Ghana, thigthelp of the International
Atomic Energy Agency (IAEA) and the Ghana Atomicelgy Commission (GAEC)

in collaboration with the Ministry of Ghana. Thesti department was in Korle-Bu



Teaching Hospital (KBTH) the nation’s biggest teaghhospital. The equipment was
a Cobalt-60 machine, an Orthovoltage machine, aigiior, a low dose-rate after
loading caesium brachytherapy unit and a mould rodme human resources were

three ROs, two RTTs and a medical physicist a9@02

According to the information received from the he&department, the human
resources increased from one RO in 1997 to thre@®® and one RTT in 1997 to
two in 2000. Also according to the head of depanimeferrals of patients were
initially from regional hospitals in the countrytdater there were referrals from the
neighbouring countries of Togo, Benin, Cote D’'h&iBurkina Faso, Liberia and
others.

Efforts were put in place to open a second centsetve the northern sector leaving
Korle-Bu Teaching Hospital to serve the southeaiaeIn 2004 a radiotherapy
centre was commissioned at the Komfo Anokye TearHiospital (KATH) in the
Ashanti Region. This is the nation’s second bighesipital. There was a delay in
commencement due to a lack of staff especially R@ERTTs. The Ministry of
Health decided that one of the three ROs shouldeni@KATH to solve the need for
RTTs, help was sought from the Sudanese Governtoealease two RTTs to start

the centre.

With the introduction of the training of RTTs in@®) Ghana can now boast many
RTTs as at 2009. This however is not the case th@&ROs since they are still the
same number that began in 2000. This has incrdgdingught pressure on the
doctors and has unavoidably affected the qualityaoé of patients undergoing

radiotherapy.

1.3.4 The Radiography profession in Ghana

In the 1980s the Ministry of Health in collaboratiavith the Ministry of Education in
Ghana and the Korle-Bu Teaching Hospital startedoayear programme to train
Diagnostic Radiographers. The qualified personrexevealled X-ray Technicians
and they were awarded a certificate. This trenchgbd in the 1990s with the
introduction of a 3-year Diploma programme at thevdrsity of Ghana which

subsequently transformed to a 4-year Degree prograhe year 2000. Graduate



radiographers undertake one year internship agleefuraining in order to become

fully competent in their new profession.

Due to the compounding problems encountered bgtheernment of Ghana as a
result of an inadequate number of RTTs to meendegls, the Ministry of Health, in
2002, through the School of Allied Health Scienckthe University of Ghana begun
a 4-year Degree programme in Therapy Radiographe.fifst group of students
graduated in 2006 and after completing their irglkeim were quickly absorbed by the
two hospitals. Just three years after the firstigasion, Ghana can boast a staff of
eleven RTTs in KBTH and four in KATH with fifteeriuglents in the programme at

the University.

Radiography is a growing profession in Ghana aheffdrts are still on going
towards the establishment of a Council for theedllHealth Professions. The
Association of Radiographers and RTTs in Ghanésis still struggling to gain roots

in the country as it lacks dedicated persons ahefiaed body to manage its affairs.

1.3.5 The scope of the radiation therapy profesgicBhana

The scope of the profession of radiation therapggsilated by the Ministry of Health
in Ghana since radiography has no professionalaburhe Ministry has defined
regulations for the profession to prevent unquedifpersons from illegally practicing
within the scope. RTTs can therefore not practigevoere in Ghana apart from the

two available radiotherapy centres.

The professional scope of the RTTs defined by ti@dity of Health consists of;
delivery of treatment, localization of tumouraisiation), preparation of cast and
moulding of customized blocks (mould room), cargatients, keeping of patient
records, performing quality assurance, and radigirotection. At the moment,
efforts are still ongoing to get an official scapfepractice through the Council of

Allied Health Professions which is on the vergestiablishment.

1.3.6 The taxonomy of radiation therapist
The taxonomy of RTTs varies from country to courfRaymond, O’Brien,
Laplander, & Harris, 2005). Previously the termio#tterapists was used to refer to

specialist doctors in radiation oncology; now deaigd RO. Radiotherapy



radiographer and therapy radiographer were thestérrase and are still often used.
In Ghana and across Africa, therapy radiograplagiiation therapy technologist and
radiation therapist (RTT) are commonly used wittlinical departments and the

profession.

The International Atomic Energy Agency (IAEA), whics extensively involved in
the training of RTTs and which supports radiothgrdgpartments through provision
of training and facilities in member countries,aetty adapted radiation therapy
technologist or radiation therapist (Coffey, Engils, EI-Gantiry, Benjaafar,
Wilkinson & Vikram, 2006).

In the UK, the term therapeutic radiographer issegmofor official use by the Health
Professions Council (2003). In Canada, the Canad&sociation of Medical
Radiation Technologists (CAMRT) uses the term madiadiation technologist
(MRT) in official documents (CAMRT, 2007). In theSA, however, the taxonomy is
used to differentiate separate job descriptionsl Réfers to radiographers involved
exclusively in the care and treatment of canceeptt whereas medical dosimetrists
are responsible for the planning of the treatmértacer patients. This is in contrast
to many countries such as; the UK, Canada, Souticgdand Ghana where therapy
radiographers receive qualifications to practicéhacare, planning and treatment of

the cancer patients.

For the purposes of this thesis, the term RTT éxlus describe a practicing therapy
radiographer. The terms radiographer and radiograpd used in this thesis when the

discussion covers all radiographers or the pradessf radiography.

1.4 Overview of thesis
A brief outline of each of the chapters of thissikds given below.

1.4.1 Chapter 2- Literature review: Radiographergldheir role

In the next chapter the literature on radiograghgutlined. This includes literature
on the discovery of X-rays, radiography categoaied the role of the RTT. It further
discusses role extension in both diagnostic radjalgy and radiation therapy and

barriers to role extension. This chapter ends lighature on the training and



education suggested in several studies to be hetpfale extension for

radiographers in Ghana.

1.4.2 Chapter 3- Literature review: Pain

Chapter three presents the reader with literatangain. It describes the nature of
pain and gives classifications and descriptionsadh. The management of pain
which includes assessment and treatment modaisied for pain such as medication,
radiotherapy, physical therapy, nerve blocks, pggohial, and other supportive
therapies are presented. The various methods mfggaessment are summarized in a

tabular form.

1.4.3 Chapter 4- Research Methodology

This chapter presents the research design fostihity. A mixed method design using
gualitative and quantitative data is discussed.mbthodology was a case study,
including individual and focus group interview, docents, observation and a pain
guestionnaire. Details such as selection criterjgadticipants, the site and research
assistants is described as well as data collentethods, data analysis and ethical

considerations.

1.4.4 Chapter 5- Findings: Pain assessment and ARIOIs
In chapter five, the individual and focus grougeintews, observations and text
information are presented. Findings from the pafian survey are also presented in

both graphical and tabular form.

1.4.5 Chapter 6- RTTs role in pain assessment

In the final chapter, the role of the RTTs in tlssessment of pain in cancer patients
is discussed including other relevant variablepatent’s pain. Several
recommendations from the findings are made andipesareas for further research
are outlined. The research questions are addrasskith conclusion, a simple tool for

assessing patient’s pain, developed through thy stipresented.

10



CHAPTER TWO
LITERATURE REVIEW: RADIOGRAPHERS AND THEIR ROLE
2.1 Introduction

It was not long after the discovery of X-rays, BOb, that X-rays were used for
diagnosis and treatment in medicine. This was #ugrining of the profession of
radiography. The enormous value of X-rays to medic&nce ensured their
continued use even though it preceded knowleddgigeoflangers of ionizing radiation
(Radiography-Wikipedia, 2009) and learning abodta&on safety came at a cost to

the practitioners.

Radiography has taken two distinct directions, desgs and treatment. Radiation
therapy is the category that deals with the useroting radiation for the treatment
of tumours. High technology equipment, including timear accelerator and cobalt-
60 external beam units, and brachytherapy machiresperated by well trained
professional RTTs. The role of these RTTs is tloeigoof this research.

2.2 The Role of the Radiation Therapist (RTT)

The RTT is an important member of the radiationadogy team (CoR, 2005a). They
develop a supportive relationship with the patiemd their families (Bureau of
Labour Statistics, 2007) and contribute to patreahagement through provision of
pre-treatment information, management of radioiyesade effects, assessment of
the patients' psychosocial and physical status\dureatment and referral of patients
to other care providers when necessary (LeaveiTanesa, 2000; CAMRT, 1998).

The RTT prepares the radiation therapy treatmeouthh simulation and planning, in
collaboration with the RO and medical physicistr@ University, 2007). They are
also responsible for the administration of thettresnt. As part of this responsibility;

they exercise judgment in several areas, sucldestifying and documenting any

error to the expected treatment outcome (LeavefTanesa, 2000).

RTTSs therefore require a unique combination of méxdd, clinical and interpersonal
skills (Bureau of Labour Statistics, 1998-99). They meskbowledgeable and

understand the history of the cancers they encosotthat they can communicate
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effectively and advise patients and their famibestheir diverse problems that
confront them (University of Liverpool, 2008).

2.3 Role extension in radiography

In order to enhance understanding of role extensitimn the context of this research
it is discussed by way of an introduction for diagtic radiography and then in more
detail as it applies to radiation therapy. For thecussion the term ‘radiographer’ is
used for the diagnostic radiographer and RTT ferrttdiographer in radiation

oncology.

2.3.1 Introduction

Development within health professions occurs asspanse to a diversity of external
and internal forces such as policy initiativeshtemlogical advancement, pressure to
reduce workloads on the staff and attempts to e @atient waiting times. Although
it can be argued that some developments are theahadvancement of a maturing
profession, the majority of them are as a resulhe$e forces (Cameron &
Masterson, 2000).

The term extend is defined as ‘to stretch or camtito add something in order to
make it bigger or longer’. The terms ‘extensiont@nmonly used to describe the
clinical practitioner role (Hardy & Snaith, 200@uch role extension in healthcare
practitioners implies supplementary skills and cesibilities that extend beyond the
statutory responsibilities and competencies aptiet of professional registration
(White & McKay, 2003; Dimond, 2002).

Role development, another term for role exteng®apout making a positive impact
on patient care. It involves increasing profesdignape so that the services are more
patient-centred. Through this health and well-beind clinical effectiveness is
improved (Lunday, 2005). Role development mustdboil what has already been
achieved in order to offer a better service toptielic and new opportunities to staff
at all levels of the workforce. It also furthere tbkills and knowledge of the

individual staff involved (Department of Health,(20).

The College of Radiographers’ publicatiBole Development in Radiography

(1996a) defined role development as representiagtifative and qualitative change
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in the way radiographers contribute to patient nganaent and health care services.
In the United Kingdom, the concept of role develemtnwas introduced into the
career structure for the Radiographers in the 266 with the Educational and
Professional Development Strategy (CoR, 2000). ¢breept supported ways of
improving Radiographers' service to patients. Sgisetly, radiographers have
responded to the continuous need of service anel égended their scope of practice

in recent years to meet the multiplicity and comjpieof health care (CoR, 2003a).

Generally role extension in radiography is theusmn of new activities which were
not part of the usual role of radiographers (anthges used to be done by other
professionals such as radiologists, oncologisghgsicists) (CoR, 2003a). Paterson
(1995) concluded therefore that some activities ity have been considered role
development in the past, and which had become nauoies for radiographers,

would not then be considered as role developments.

In the UK, the Society and College of Radiograptsensports radiographers who
wish to undertake role development (CoR, 2003b)amnd result, new roles have now
emerged that involve the radiographers workingidattheir field and beyond

normal professional boundaries (Colyer, 2000). inetica, the American Society of
Radiologic Technologists (ASRT) has begun discussigith other organizations to
develop advanced clinical roles for registeredagdiphers which will support role
development (May, Martino & McElveny, 2008). In Gala, The Canadian
Association of Medical Radiation Technologists (CRW) has adopted the degree
programme as the entry qualification to developdvanced practice role in order to

encourage role development among radiographerse{fsan, 2007).

In Australia, little progress has been made towé#rdsievelopment of advanced
practice for radiographers (Australian InstituteRafdiography, 2005a). Many
radiographers in Australia however argue that theeeclements of advanced practice
hidden in their clinical roles (Smith, Yielder, Ajilu & Caruana, 2008). In a survey
of members of the Australian Institute of RadiodgmapAIR) (2005a), 54% of the

1186 diagnostic radiographer respondents saidliesitunofficially interpret trauma
images for doctors. Meanwhile, 40% of the 169 Ré&3pondents said that a senior or

chief RTT approves the final treatment plan inthigpartment, rather than a RO
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(Australian Institute of Radiography, 2005b). Aatiog to the radiographers, such
duties are inherent roles that have not yet beateroficial hence the report of little
progress by the AIR.

Role development for radiographers in New Zealaad also informal, until in 2005,
the New Zealand Institute of Medical Radiation Tealbgy (NZIMRT) established a
national approach towards role development, whatelso far received support and
input from the Government and other major stakedrsldn the country (Smitlet

al., 2008).

A survey carried out in 2004 by the Internationati®ty of Radiographers and
Radiological Technologists (ISRRT) on the “Condisdor the Education of
Radiographers in Africa” has provided insight itiie level of education in Africa
towards role advancement (International SocietRadiographers and Radiological
Technologists, 2005). For example, there are diffees such that there is a 6-month
in-service training programme in the Democratic iR#je of Congo and 3- to 4-year
University programmes in South Africa, Kenya, Ghaxigeria and Uganda. These
countries are amongst the leaders in Africa indiéeelopment of advanced roles for

radiography (Cowling, 2008).

In South Africa, the Professional Board for Radagry and Clinical technology of
the Health Professions Council of South Africa (M2} has endorsed two important
role extension activities within the scope of raglaphers; pattern recognition and
reporting by a sonographer on ultrasound investigatif a radiologist is not
available (Government of South Africa, 1999). diths (2006) commented in her
article that evidence has established the benfefile extension to the patient, and
that South Africa should be able to benefit byaktension of radiographers’ role.

In Uganda, the Allied Health professional Couneith support from the Ministry of
Health have endorsed a Pattern Recognition Cuamncwbith a one-year postgraduate
diploma programme that allows radiographers to idean opinion on plain chest,
skeletal and abdominal radiography (Bule, 2007ksEthey believe have been
embraced by many Radiographers in the country amd bontributed to role

development in the profession.
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In Kenya, an RTT commented on the situation in &frihat; “for radiography to be
at par in all regions of the world and relative aelgvant to other health professions,
concerted and deliberate effort and provision basetmade through strategies such
as peer review mechanisms, partnerships, integrdtioman capacity and
technological development, to provide a seamlesscgethroughout the world”
(Barare, 2008).

In Ghana not much has been seen in role developmesdiography. This study
seeks to set a foundation for role extension ircthentry. Evidence from studies in
UK show that doctors and even some patients atiapother health professionals
can, with appropriate training gain the necesskitiyte undertake new roles without

compromising the quality of care provided (Spen2663; Saxton, 1992).

2.3.2 Diagnostic radiography

Role extension in diagnostic Radiography has seanth since its introduction,
especially in the United Kingdom, to the extent thiae Royal College of

Radiologists (RCR) in the UK have acknowledged smahe tasks could be delegated
to competent Radiographers (The Royal College diidtagist, 1996). As a result of
this recognition by the RCR, The College of Radipirers continues to encourage its
members to seize these opportunities since it woeigefit patients care (CoR,
2003a).

A survey in diagnostic radiography by Paterson §)3&me to a conclusion that role
development would be unstoppable looking at thedie growth. In 1996, the
revised Code of Professional Conduct in UK encoedlae diagnostic radiographers
to continue in the development of their professioake and that they should initiate
and participate in role development activities (C&B96b). The College of
radiographers has since supported the idea ofgziofeal development in the role of
radiographers. According to them, it would bentf# patients, the profession and
even encourage other radiographers to seize atirappties for role development
presented to them (CoR, 1996a).

In 1997,Reporting by Radiographers: Vision PagéoR, 1997) further encouraged
diagnostic radiographers to advance their rolékerprofession. The paper also

stated that reporting by radiographers was notpiom for the future, but a
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requirement. Four years lat@rescribing by Radiographersnotheision Paper
(CoR, 2001) followed a similar format to inform ragraphers of the imminent
opportunities in the prescribing, supply and adstration of medicines. Other
radiography journals such Badiography Synerggnd magazines such 8gnergy
Newshave several articles and news items on role dpugtat, demonstrating the
developing nature of the work of radiographers. &@mple, December 2002
Synergycontained articles on role development for radipgeas working in
Accident and Emergency asynergy Newsontained news of the introduction of a
system to reward radiographers for their many amdicuing role extensions
(Stelmach, 2002).

2.3.3 Specific areas of role extension and spextibn in diagnostic radiography
Areas such as ultra-sonography, administratiomtavenous injection, prescribing,
gastro-intestinal radiography, reporting, urolo@geular and nuclear medicine have

become role extension in diagnostic radiographyRiC903a).

Ultrasound is a branch in radiography where radipgers have worked
independently for a number of years issuing diagoosport with recommendations
for treatment and referral (CoR, 2003a). Obsteirenning, including independent
reporting was one of the first recognized radiogeaped services which unlocked

several current roles in radiography (CoR, 2003a).

Another area that has provided role developmenoppities for radiographers is
the administration of injections especially to the@gorking in gastro-intestinal,
urological and nuclear medicine departments. Thée@® of Radiographers’
Certificate of Competence in Administering Intrawas Injections was introduced in
1996 (CoR, 1996b).

In 1997, the Gastro Intestinal Radiographers Spédierest Group (GIRSIG) was set
up in UK to provide a forum for radiographers irsga-intestinal radiography (CoR,
2002). Role development in this speciality howdsegan in 1998 with radiographers
conducting barium enemas, upper gastro-intestinatdscopy and other
examinations (CoR, 2002). These examinations haweb®ecome a recognised role
for radiographers in the UK with minimal input frasiectors (CoR 2003a).
According to The College of Radiographers (2008&jiographers in some
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developed countries like the UK and the USA, nowartake paediatric micturating
cystograms (including catheterisation), adult cgsams and nephrostograms in
urology. Similarly, Venography has also become H established area for
radiographers in the developed countries and tsear involvement of radiographers
in all aspects of vascular interventional work witthe health care team (CoR,
2002).

According to Hogg & Holmes, (2000), an increasingnier of trained radiographers
other than the Nuclear Medicine Physicians/radistsgare increasingly interpreting

nuclear medicine studies.

Reporting by radiographers in the developed coemtriegun with plain film, chest
radiography, skeletal appendicular and axial répgrccording to CoR, (2002).
Radiographers now report in a wide range of aneasding ultrasound,
mammography, magnetic resonance imaging, computevgraphy, nuclear
medicine, gastro-intestinal, and all general argident and emergency radiography
(CoR, 2002).

2.3.4 Radiation therapy

The Board of faculty of Clinical Oncology (2002)time UK reported and
recommended some roles for its department and svgmeorted by the College of
Radiographers (2003a). This report suggested #udit department of radiation

oncology must:

e develop new roles crossing traditional profesdiboandaries and widen

opportunities for professional development (CoR)30)
e extend the role of staff to improve communicatiornth patients (CoR, 2003a),

e develop new roles that cross existing boundainesjding the provision of care
(CoR, 2003a),

e encourage extension of roles in radiotherapy prayrdelivery, ‘on treatment’

review and follow-up (CoR, 2003a).
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In a survey by Treeby (2008) on patient satisfagtipwas reported that many
radiographers were now working beyond their tradai boundaries and as a result
have absorbed wider responsibilities. Richards)T2@ommented that extending the
role of RTTs in cancer departments will, improvevgge and contribute to quality
patient care whilst enabling both personal andaradtevelopment for those involved.
Cameron (2004) highlighted also that with this ptite for role development, RTTs

may increase their job satisfaction and aid futecguitment.

Recently in the United Kingdom, the Department eftth (2007) reported that
approximately 80% of the cancers to be treatecalliotherapy could be managed by
RTTs whereas the remaining 20% of complex casesneag direct input from the
RO.

In recent times, there has been expansion of ‘m@wxtended RTT roles such as
running of review clinics (University of Liverpod2008; Cameron, 2004), giving
clinical advice to patients and formal counselloigpatients (Cameron and
Masterson, 2002).

2.3.5 Specific areas of role extension and spetitin in radiation therapy

Dosimetry (planning)

Dosimetry or planning is an example of a long d&thbed role development for the
RTTs which have now become a recognised role inyrdaneloped countries (CoR,
2002). In Ghana, ROs and medical physicists argrbssionals involved in
planning and this role has not yet been formallyeatito the scope of the RTTs. Itis
therefore considered as role development for RiiKShana and other countries with

a similar situation.

Treatment review and assessment clinics

Reports from the CoR, (2002), confirms that RTTsaidiation oncology in many
developed countries are involved in leading treatmeviews, assessment clinics and
even prescribe medication for treatment relatedlitimms, for example, skin

reactions and nausea. According to their repdresservice is well liked by patients

and helps provide a beneficial approach to patarg (CoR, 2002).
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Site specialization

Another new role that has been introduced is RTpesating autonomously as site
specialists. A site specialist leads a care teasraamongst other roles also organizes
and plans palliative care for their own patienteRC2002). A specialist in palliative
care focuses on the management of pain and itedetgmptoms (Faithfull and
Wells, 2003). Examples are Gynaecology, Neurolagy Breast site specialists
(Hornsby & Fletcher, 2008)

Counselling
In recent years, RTTs have developed an importaatin counselling of their

patients undergoing treatment (CoR, 2002). This hals progressed very fast in the
profession through education such that it is ngéorseen as role development in
many countries but as a normal part of the RTTls (6oR, 2003a). For a country
like Ghana, counselling is seen as role extengioRT Ts since officially counselling

is done by doctors.

Research and trial co-ordinators

Research RTTs are engaged as independent profaissocmmmitted entirely to
research in radiation oncology (CoR, 2003a). Ttety includes developing a
research design and publication of project workclhinclude clinical trials and

research of work where they serve as coordina@o®fR( 2002).

Conformal radiotherapy

The introduction of 3-Dimensional conformal radetapy, has led to RTTs being
involved in the operation of highly sophisticatepligpment within the radiation

oncology team (CoR, 2002).

Palliative care

Another area where RTTs have extended their rate palliative care. The role of
the RTTs in this area is to perform pre-treatmeortkylike simulation for field
placements and prescribing of radiation dosesdtpol which were previously roles
of the ROs (CoR, 2002).
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Dedicated liaison

Liaison RTTs are dedicated to the role of takingrbsponsibility for supporting
patients throughout treatment, organising appointmand coordinating across
different departments. They are also involved stdssions with the patients at the
start, during and at completion of treatment amy pin important role in their review
clinics (CoR, 2002).

Quality assurance

Quality assurance has become an important arealiation oncology due to the
nature of technology advancement and the quesicfaurate delivery of treatment
(CoR, 2003a). The move to formal quality accreditabf services in the UK, has
allowed many hospitals to employ a quality asswrargzordinator or manager, a role
now normally taken by RTTs (CoR, 2002).

2.4 Barriers to role extension in radiography

2.4.1 Introduction

Barriers to role extension differ from one depanirte the other. In some
departments there is resistance to a specificanesdiography activity but there can
also be more a generalised and hostile environmenther places. A study
conducted in UK in 2008 on the scope of radiograjhactise revealed some barriers
to introducing extended roles such as; lack of suppy radiologists, limited funding,
restricted training opportunities, unenthusiastidiographers and poor staffing levels
(Society and College of Radiographers, 2008). énslame study, the barriers were
categorized into those within the profession ofagrhphy itself, inter-professional
barriers, management and government level issukbamiers within training and
education (Society and College of Radiographe@820n this section these barriers

will be discussed.

2.4.2 Specialist doctors as a barrier

A major barrier identified by many radiographershbim the UK and in the US is
specialist doctors such as the radiologist (Pridee&8asurier, 2007; Price, High, &
Miller 1997).
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In the study, it was reported that some of thealadists disapproved reported films
by radiographers, showed no interest in oversagidggraphers and demonstrated
resistance to radiographers training in reportaspecially to CT reporting. For
example, some radiologists noted that new rolegwet required for radiographers
and others gave excuses that they were occupite itmaining of junior doctors and
had no time to help in the training of radiograph@ociety and College of
Radiographers, 2008).

2.4.3 Funding

Another barrier noted by the Society and CollegRadliographer (2008) in the study
was the reluctance of management to support sttfffunds for studies or activities
towards role extension. In one instance they repdtiere was lack of flexibility in

releasing funds from the management (Society arie@@soof Radiographers, 2008).

2.4.4 Staffing
The study also reported a shortage of radiographessme departments as hindering

the progress towards extended roles (Society alddeoof Radiographers, 2008).

2.4.5 Attitudes

The attitudes of some radiographers such as lapksgion and interest for the
profession, lack of motivation, lack of vision aresistance to change have been
identified as barriers towards role developmernh&profession (Society and College
of Radiographers, 2008). For example, it was reqloly the Society and College of
Radiographers, (2008) that the attitudes of somiiotuals in the profession did not
readily encourage role development. A typical argnhraised by one respondent
was that there is a difference in attitude betwaeliographers and nurses and that if
you were to offer staff development for an advanmexttitioner role to a nurse they
would jump at the opportunity, but a radiographeuld first consider the benefits
and disadvantages and give excuses for not takdrigeuopportunity (Society and
College of Radiographers, 2008).

Another respondent stated that he had to advextisiions externally since it did not
appeal to any of the internal staff. Some respotsd&iso described how the nature of
the radiation therapy department could result dividuals being isolated resulting in

less peer support thereby restricting researctshiidlevelopment and impeding the
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individual from having drive towards role expans{@wociety and College of
Radiographers, 2008).

2.4.6 Management and government level barriers

Several barriers identified through the study eglab the management and the
government. These included lack of resources angbent, pressure on staff
(Society and College of Radiographers, 2008) aadeémoteness of some radiation
oncology and cancer centres which hindered intedestaff from taking advantage
(Price & Le Masurier, 2007).

2.4.7 Training and educationahrriers

The final area identified as barriers to role depetent in radiography was within
training and education. Training and educationaliées comprises of the lack of
resources, lack of effective leadership and lack pfofessional research base (Kelly,
Piper & Nightingale, 2008).

Lack of resources

Studies show that radiography professionals asddentaged compared to other
professionals when it comes to the provision oftmous Professional
Development (CPD) (Read, Jones, Doyal & Vaugha@12Blenwood & Benwell,
1998). Resources such as journals, books and htesaarces which are key
requirements that facilitate role development wattiie clinical environment limit
role development (Kelly, Piper & Nightingale, 200Badiographers attempting to
advance their role indicated the need to raise tven funds for this (Williams,
2003; Kelly & Hogg, 2005).

Lack of effective leadership

Much of the literature pertaining to role extenssbresses the importance of the need
for trainers to demonstrate effective clinical gmdfessional leadership in order to
motivate and inspire others (Society and CollegRadiographers, 2005; Snaith &
Hardy, 2007; Nightingale & Hogg, 2003). Trainers arostly clinical experts but

their role may also include management as welkasarch and education (CoR,
2003c).
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Leadership training, in preparation for their relgension, has not been a priority for
radiographers though evidence shows that adeceedenship is necessary for role

advancement (Kelly, Piper & Nightingale, 2008).

Lack of a professional research base

Studies have shown that although research hasdbessed as important to a
profession, and radiographers have been encoutagetjage in research activities,
the radiography profession has still not developstiong research base (Adams &
Smith, 2003; Williams, 2002). Kellgt al (2008) stated that had radiography been
built on a strong research base, the radiographeuntd have been better placed to
gain the respect of the medical profession andrazb/eole development more
effectively.

Hence, research deficits in radiography may reastdceer progression and the chance
to improve patient services (Snaith & Hardy, 20@8veral efforts have been made
by The Society and College of Radiographers togerithis gap including the
establishment of a research group to actively suppsearch amongst its members
(CoR, 2005c). Also, in the UK, it is mandatory asoasultant radiographer to

contribute to research (Department of Health, 2001)

2.5 Training and Education for role development

The introduction of extended roles in radiographg balled for the attainment of
advanced clinical skills and competencies in tlidgasion (Ruchmer & Pallis, 2002).
In an article on the Role Extension for the Radapdper in the New Millennium held
in Uganda, three R’s were identified as steps ile Bxtension for Radiographers
(Kawooya, 2008).

The first ‘R’ represents Research or Re-evaludte. dim of this re-evaluation is to
identify whether patient’s needs are being metatramd if they are being met, how
efficiently. This will involve researching the dkiland knowledge base of staff and

building on them to provide better services forfitere.

The second ‘R’ represents Re-structuring of exgspolicies and Re-organization of
standards in the profession. According to Kawo@2a08) re-structuring will result
in the definition of new evidence-based roles e tadiographer in the new

millennium.
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The final ‘R’ is Re-training of radiographers iretprofession. By continuous
education and training, radiographers would be tbtake up new roles that are
identified for them. According to CoR, (2005b),training may be achieved by

supporting the radiographic workforce in skills dmpment.

A survey was conducted in Canada among 102 RTTé$eauls Assessment towards
the development of new roles through educationtemning (Cancer Care Nova

Scotia, 2004). This has been summarized in tafile 2.

Table 2.1 Topics considered by RTTs for continuousducation and training
(n=77) (Cancer Care Nova Scotia, 2004).

Topic % RTTs who rated it “very
important”
Radiation techniques (new/standard/current)  99%
Management of treatment side effect 79%
Pain management 69%
Supportive and palliative care 64%
Chemotherapy 60%
Clinical trials and research 49%
Medication (knowledge, administration, 47%
counselling)
Diet and cancer 47%
Multi-disciplinary team 47%
Hormone therapy 45%
Supportive therapies 24%
Patho-physiology of cancer 23%
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2.6 Supporting role development
The researcher could identify methods that areidersd helpful in supporting role
development in radiography (CoR, 2004; Orhling &llblerg, 2001). These are

preceptorship, clinical supervision and continuprefessional development.

2.6.1 Preceptorship

The term preceptor was derived from a Latin npraeceptorwhich means ‘teacher
or instructor’ (Klein 1971). A preceptor is an erpaced and competent role model
with good communication skills, knowledge in thig#d of expertise and who is able
to facilitate the process of learning (Knight, 2R0A preceptor has the ability to
teach and offer learning opportunities as wellsseas individual's practice and give
them feedback on their performance (Nisbet, 2008\B&Yonge, 2004).

The College of Radiography (2004), defined preaegpip as a short-term process of
support and guidance offered to an individual dythre first months of a new or
significantly different role. Other authors in dated journal defined preceptorship as
the linking of theory and practice in order to bomsnfidence in an individual
(Orhling & Hallberg, 2001).

Similarly, Kaviani & Stillwell (2000) stated thatgceptorship will enable newly
gualified practitioners to merge their knowledge aeflect on their practice, thus
promoting independence and clinical proficiencye lurpose of preceptorship
according to Kaviani & Stillwell (2000) is to inteage, support and assist the
development of professional competence among iddals. Preceptorship can be
usefully applied to support staff throughout tregireer framework (Department of
Health, 2003).

2.6.2 Clinical supervision

Clinical supervision refers to a formal and struetlprocess of professional support
which aims to assist individuals to understandicdihpractice in order to gain new
insights in the development of their new knowledgéd skills (ClinicalSupervision
Guidelines, 2005). Through clinical supervisiordiiduals can benefit from peer
support, review and guidance directed towards ramiimg and developing the

individual's excellence and independence in a paldr role (CoR, 2003c).
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2.6.3 Continuing professional development (CPD)

CPD can be defined as the conscious updating éégsmnal knowledge and the
improvement of professional competence throughgseraon's working life
(Department of Health, 2000). CPD can also be ddfems a lifelong process of
continuous learning arising from structured reflacion current practice (CoR,
2003c). According to the College of Radiograph@0@c), there is a professional
requirement for all radiographers to maintain cotepee to practice. A study to
investigate the importance of CPD in twelve co@stin Europe revealed that CPD
was important to most radiographers, although nanger qualified radiographers
found CPD to be less necessary (Marshall, Punygi&s§ 2008).

2.7 Potential beneficiary of role development
Patients

1. Role development in radiography will enhance thaliguof care to patients
whenever they need it (National Health Service 6300

2. It will bring reduction to patients waiting timeascrease faster diagnosis and
delivery of treatment for patients (National Hegl#rvice, 2006)

3. Role extension will further increase acknowledgtra#rthe importance of
patient and public involvement in the future prammsof healthcare (National
Health Service, 2006)

4. Communication will be improved with role extensiational Health
Service, 2006)

Staff (Radiographer)

1. Role extension gives recognition of the role ofi@gdaphers and their career
development (National Health Service, 2006).

2. With role development future recruitment and ratamof radiographers can
be achieved (National Health Service, 2006).

3. Itincreases motivation for radiographers due tmgaition and support of the
need for their future education and career pathWidgsional Health Service,
2006).

4. It can further reduce vacancies and staff turn-¢Mational Health Service,
2006).
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5. Finally it raises awareness, understanding of #reebts and implications of

the career progression framework staff (NationadlHeService, 2006).

2.8 Conclusion

The consideration of role development among RTaddeo the next chapter on pain.
Pain is a symptom experienced by many cancer patiegardless of disease stage
and patients may benefit if RTTs acquire the nengsskills and conduct the

assessment of pain as a role extension activity.
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CHAPTER THREE
LITERATURE REVIEW: PAIN

3.1 Introduction

This chapter looks at pain in general and its spmgtwhich affect a significant
number of patients with advanced cancer yet mayladsgenerated as a side effect of
radiotherapy. There is a focus on cancer pain Bndanagement with methods of
treatment of cancer pain through thorough asseddoitowed by a description of
various tools used for the assessment of painchipter concludes with a discussion

of barriers encountered in the management of pain.

3.2 Definition of pain

Aristotle (Aristotle-Wikipedia, 2009), believed thaain was an emotion. Evidence
suggests that people still believe that pain isyarily an emotional reaction that can
be conquered by will power (Funk, Tornguist, Chagrma Copp & Wiese, 1994). In
the Middle Ages, pain was viewed as possessiorebyotis, punishment for sins, the
will of God and even as moral weakness (Kilweir3)9Pain is universal, complex

in nature and usually accompanied by defensive ar@sims which signal a response,

such as removing a finger from a hot stove (DoftioPain, 2008).

The International Association of the Study of P@&SP) defines pain as "an
unpleasant sensory and emotional experience assbeiih actual or potential tissue
damage, or described in terms of such damage (g&iBogduk, 1994). Other

definitions of pain include;

* Any sensation, physical and emotional, that huktadrican Cancer Society,
2007).
* What the experiencing person says it is, existingnmever he says it does
(Cancer-Pain, 2002).
Pain is a subjective phenomenon and not simplyyaipal experience but the
physical experience and the patient’s interpretadiothat experience, taking into
account personality, mood, understanding, pastreqmes and social relations
(Sugden, 2001).
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3.3 The Nature of Pain

Pain affects all aspects of quality of life andtancer patients pain becomes more
persistent as the disease progresses, affectirggtB8% of patients with advanced
disease. For these patients, controlling the paghnraanaging the symptoms are
important goals of treatment (Zedt,al.,1995). The causes of pain can be from the
disease itself, as a result of the treatment atichas is unrelated to the disease
(Alexander & Payne, 2007).

Albert Schweitzer, the great humanitarian and phigsiin the 1980s, elegantly
described in two sentences, the nature of painftendbligation and the privilege, of
the doctor to relieve it, when he said: "We muktlad; but that | can save him from
days of torture, that is what | feel is my greagremew privilege” (Doctor for Pain,
2008). Pain is seen by many people as a moreleodndition than even death itself
(Baker, Doralina, Anghelescu & Kane, 2008).

Opinions of some researchers indicate differentéisd experience of pain among
men and women (McCaffery & Ferrell, 1992; Bendel@893). Several studies
suggest that females are more vulnerable to pamitnen (Hamzat, 2007;
GiveUpAlready, 2004; Berkley, 1997). Reasons fahsdiscrepancies are given as;
1) The menstrual phase and reproductive statu®ofem making them more
susceptible to pain (Procacci, 1993),

2) Women have less tolerance for intense stimufigared to men (Fillingim &
Maixner, 1995) and

3) The presence of some disease conditions begighin women as against men
(Giamberardino, Berkley, lezzi, deBigontina, & Vait, 1995).

Pain is described as either acute or chronic (Gbr@ain Support Group, 2009) and
is probably the most frequent cause of sufferindy disability in people throughout
the world (Back Pain Symptoms, 2009). Studies ssigipat in the United States,
between 15 and 20% of the population have acutegrad between 25 and 30% have

chronic pain annually (Doctor for Pain, 2008).

3.3.1 Acute pain

Acute pain refers to pain that has a short duraimhusually disappears when the

injury heals (National Comprehensive Cancer Netw@@05). The cause of acute
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pain is usually known and can be something su@nasctivity causing pain
(National Comprehensive Cancer Network, 20@&ute pain generally has a sud-
den onset, usually responds to treatment with asaglrug therapy and
treatment of the cause of the pain (Leaver, 200&).body is usually able to

restore and repair itself after acute pain (We)3).

3.3.2 Chronic pain

Chronic pain refers to pain ranging from mild tees® and lasting for a longer
period even after three months with a less deforext(Leaver, 2002)Common
causes of chronic pain may be damage to nervesfibalisease such as herpes
zoster; trauma such as injury, surgery, or evenuaation (Doctor for Pain, 2008). It

can however occur without a known disease or infugaver, 200p

American Cancer Society (2007) describes chroriit ipawo categories; persistent
pain and breakthrough pain. Persistent pain isiddfas pain which is continuous
and last for a long time (American Cancer Soci2f7). Breakthrough pain is a
brief flare-up of severe pain that comes on rapatigh sometimes occurs while the
patient is taking pain medication (American Carfgeciety, 2007). Breakthrough
pain frequently occurs unexpectedly for a few masub an hour, without a
preceding incident or clear cause (Cancer Pair@200is usually treated with
strong, short-acting pain medication (National Cozhensive Cancer Network,
2005).

3.4 Types of pain
Pain can be classified as visceral, somatic, andopathic (American Cancer
Society, 2007).

3.4.1 Visceral pain

Viscera are internal organs contained in a cavith®e body, like the thorax,
abdomen and pelvis. Visceral pain is therefore felirin internal organs caused by
tissue damage or activation of pain receptorsrasut of an infiltration of tumour
putting pressure on one or more of the organs (cessfon), a stretching of the
viscera, or a general invasion of cancer (Faye@92Bealth Communities, 2007).

Common causes of visceral pain in patients withgnaht disease include those with
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pancreatic cancer and metastases in the abdomaogiCrain, 2009). It can be

described as gnawing, cramping, aching, or shaeal(H Communities, 2007).

3.4.2 Somatic pain

Somatic pain is pain felt in a specific area esgcon the skin and muscle, or in the
bone. It is caused by the activation of pain remepin either the cutaneous or deep
tissues (National Comprehensive Cancer Network5p0Qhen it occurs in the
musculoskeletal tissues, it is called deep sonpaiiic (Cancer Pain, 2009). A
common cause of deep somatic pain is pain from bugtastases (Health
Communities, 2007). Somatic pain can be descriseddabbing, aching, throbbing, or

pressure (Swierzewski, 2007).

3.4.3 Neuropathic pain

Neuropathic pain as referred to as nerve injugaissed by injury to, or compression
of, the structures of the peripheral or central/oes system (Swierzewski, 2007). It
is often described as sharp, tingling, burningstaroting (Kazanowski & Laccetti,
2002).

3.5 Cancer Pain

According to World Health Organization (WHO), (20Q&in experience must be
viewed as physical, social, psychological and smtiand it is vital that the
assessment and management of pain in patientsgoidgradiotherapy incorporate
all the factors. Cancer pain can therefore be lned¢rstood when described as
multidimensional, with affective, cognitive, behanral and physiological-sensory
dimensions (Funket al.,1994).

Studies show that the prevalence of pain in capagents ranges from 52-80%
(Millar, Carroll, Grimshaw & Watt, 1998; Addingtomdall & McCarthy, 1995;
Hockley, Dunlop & Davies, 1988). A recent publicatisuggests that there is a
prevalence of pain in 64% of patients with advancaacer and in 33% of patients
undergoing curative treatment (Van den Beuken-waardingen, de Rijke, Kessels,
Schouten, van Kleef, & Patij2007).
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The nature of cancer pain calls for input and manant from a multi-professional
team to best meet the neadgatients with cancer pain (Scottish Intercolegi
Guidelines Network, 2000).

3.6 Types of cancer pain
One classification separates cancer pain into neaire bone pain, soft tissue pain

and phantom pain (Cancer Research UK, 2007).

3.6.1 Nerve pain

Nerve pain is an example Nieuropathic pairand is caused by pressure on nerves or
the spinal cord, or by damage to nerves (HealthH2p69). Nerve pain is often felt

in a particular place or along the path of a neme is not usually widespread

(Fayed, 2009). This pain is often described asibgror as a feeling of something

crawling under the skin (Cancer Research UK, 2007).

3.6.2 Bone pain
Bone pain is an example 8bmatic pairand can affect one specific area or several
areas, depending on how much the cancer has sfitaader Research UK, 2007).

Bone pain is very common in patients with brepebstateor lungcancer. The cancer

spreads to the bone, and it is the growth of tme@awithin the bone that damages
the bone tissue and causes the pain (National Gdrapsive Cancer Network, 2005).
It is often described as aching, dull or throbbj@gncer Research UK, 2007).

3.6.3 Soft tissue pain
Soft tissue pain is a type wvisceral painwhich results from a body organ or muscle
usually described as sharp, aching or throbbingi¢€aResearch UK, 2007).

3.6.4 Phantom pain

Phantom pain may be felt by patients who have Hadlmamputated due to a
sarcoma (Kooijman, Dijkstra, Geertzen, Elzinga & der Schans, 2000). This type
of cancer pain can be severe and patients sometiesesibe it as unbearable.
Researchers are still trying to understand why fgmarpain happens. One theory
states that the 'thinking part' of the human bkaiows that part of the body has been
removed but the 'feeling part' of the brain canmaterstand this (Halligan, 2002).
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There is even a thought that phantom pain cantrigsuh surgery done by an

inexperienced surgeon (Cancer Research UK, 2007).

Between 60 - 70% of people who have had an armagordmoved feel phantom pain
and about one third of women who have had mastgctonbreast cancer feel
phantom breast pain (Cancer Research UK, 20073iestimuli for phantom pain
are changes in the air pressure or temperatuessstpoor posture and other illnesses

such as flu and infections (Cancer Research UK7200

3.7 Cancer Pain Syndromes

Researchers have defined several cancer painsaaecchlled them syndromes based
on the causes of cancer pain which include paim framour, pain related to the
treatment (radiation therapy and chemotherapy)pana that has nothing to do with
the disease (McCoy, 2008). These syndromes in@bdeminal pain, mucositis and

bone metastases.

3.7.1 Abdominal Pain
Abdominal pain in cancer patients occurs as a resabmour of the small or large
intestine which are frequently characterized by phat is colicky, worse after eating,

and associated with nausea (Marks & Lee, 2009).

3.7.2 Mucositis

Mucositis can occur in any patient receiving cyxata@hemotherapy or radiation to
the head and neck (Sutherland & Browman, 2001)idRad of the oropharyngeal
and oesophageal mucosa results in inflammatorgtsffasually appearing at the end
of the second week of treatment, increasing dutiegourth week of radiation, and
sometimes persisting for 2 to 3 weeks after theptetion of treatment (Faithfull &
Wells, 2003). In both chemotherapy and radiatiaduged mucositis the intensity of
the pain is related to the extent of tissue danaagethe amount of inflammation
(Wells, 2003). The patient often describes it &siming sensation, often

accompanied by erythema (Wells, 2003).

3.7.3 Bone Metastases
Tumour involvement of bone is the most common cafigancer pain (Bajwa &

Warfield, 2009) and the presence of pain due teebuoatastases has an important
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negative impact on quality of life (Rustoen, MouPadilla, Paul & Miaskowski,
2005). Multiple myeloma and cancers of the brgaststate, and lung account for the
large majority of bone metastases (Portenoy, 198%.most common sites of bone
metastases are the vertebrae, pelvis, femur, anld(BIC Advisor, 2007) while distal
extremity metastases are uncommBajyva & Warfield, 2009)Pain is usually
described as dull and aching, localized to the afeaetastases and is increased by

movement (Payne, 1989).

3.8 Pain as a consequence of radiation therapy

Patients undergoing radiation therapy do not alwapsrt pain associated with
treatment (Wells, 2003). When they have pain aasediwith acute effects of
radiation, it tends to be worse towards the enmeaftment and resolves within a few
weeks after treatment, whereas when pain arisasads effect, it occurs sometimes

months or even years after treatment (Wells, 1995).

3.8.1 Radiation therapy to head and neck

Radiotherapy to the head and neck is known to ceesere side effects such as
mucositis and dysphasia as acute pain and seviereyuzh as pain from
osteoradionecrosis as a late effect (Whale, Lyrigaganikolaou, 2001). Epstein &
Stewart (1993) used a detailed pain questionnaiassess pain in 34 patients with
oropharyngeal cancer undergoing radiation theraplydiscovered that; 82% of
patients experienced pain prior to the beginninggegtment and by the middle of
treatment, 100% of the patients were experiencaig, phat some described as
“horrible” and “distressing”. The authors found tifae medications used did not
eliminate the pain completely. In addition, theghiighted the fact that the evidence
of pain in the head and neck is magnified due ¢drfpact it has on psychosocial
interaction. A similar study concluded that radiatinduced mucositis is not the only
cause of pain during radiation therapy and thaepts also experience

musculoskeletal and neuralgic pain (Khoo, 2003).

3.8.2Radiation therapy to the thorax

Radiation therapy to thorax (lung, breast or oeagpk) can cause eosophagitis and
difficulty in swallowing (Wells, 1998), breast swaty and even brachial plexus
(Pierce, Recht & Lingos, 1992). Munro & Potter (698onducted a study of

34



symptom distress in 110 radiotherapy patients aodd that breast patients
experienced a reduction in arm numbness durin@tiadi therapy but an increase in
breast pain and heaviness of the breast over Titvey also identified that patients
with lung cancer experienced an improvement iriékel of their pain after

radiotherapy.

A similar study of the experience of breast capagients having radiation treatment
confirmed that 20% of patients began treatment pétim but that this increased to
49% at the end of treatment, with 8% having sepair (Wengstrom, Haggmark,
Strander & Forsber@000). Pain such as radiation pneumonitis, fibrasid pleural
pain from radiation-induced changes to pleura ngloancer patients are late effects
of radiation therapy (Khoo, 2003).

3.8.3 Radiation therapy to the abdomen
Radiation therapy to the abdomen can generategoaimliscomfort such as
abdominal cramps, nausea and vomiting (Faithf@03). Pelvis irradiation can also

cause pain from abdominal cramps, diarrhoea aritisy&Vhite, 2002).

3.8.4 Radiation therapy to any other sites

Radiation therapy can lead to pain in any site niplas are pain from erythema,
desquamation, itching and burning due to radiatibects (Campbell & Illingworth,
1992).

3.9 Management of cancer pain

The management of cancer pain requires a multglisary approach to give the
optimum outcome for the patient (Scottish Interegihte Guidelines Network, 2000).
Health professionals involved may include ROs, RTaraesthetists, surgeons,
physiotherapists, occupational therapists, nuggesmacists, clinical psychologists
and palliative care specialists. A study of theetiiveness of a pain management
intervention for patients with cancer pain demaatsil that giving cancer patients an
active role in their pain management had a berafedfect on patients' pain

experience (De Wit, van Dam, Zandbeln Buuren, van der Heijdeeat al, 1997).

The nature of cancer pain requires repeated assas®@cause cancer pain can

emerge rapidly as the disease progresses (Clda09).2Patients with cancer pain
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experience multiple concurrent symptoms; hencecgvie pain management depends
on the ability to assess the characteristics optie and the causes, whether it is
related to the progression of disease, a new czysan, or the cancer treatment
(National Cancer Institute, 2009). An accurate amdmplete assessment of pain are
essential to determine the best method of treatfewiptimal quality of life
(AboutKidsHealth, 2009).

3.10 Assessment of cancer pain

3.10.1 Introduction

Effective pain assessment serves two importantgaapto the radiation oncology
team; first, because pain can be a symptom of slisgrin assessment may be used
to identify changes in the progression of canaar¢kample to signal metastasis or
complications). Secondly, because pain can beedsitrg and can have a profound
impact on functioning; pain assessment can be tastdck possible changes in the
quality of life (Chapman & Gavrin, 1999). Pain ass®ent needs to occur at regular

intervals throughout treatment and with any nevorepf pain (Wells, 2003).

Complete assessment of pain, requires consideratitire following domains;
Physical effects and manifestations of pain (Twgsrddarcourt & Bergl, 1996) and
functional effects such as interference with atiigiof daily living (Serlin, Mendoza,
Nakamura, Edwards & Cleeland, 1995). An accuratedstailed history of the pain
must be taken during assessment, including an atodall factors that worsen or
lessen the pain as well as its duration, timingesty and type (Scottish
Intercollegiate Guidelines Network, 2000). Patiestisuld be given the opportunity
to express in any language and terms problemscetattheir pain (Scottish
Intercollegiate Guidelines Network, 2000). Assesshod patient’s beliefs, anxiety,
mood, culture and reaction to the pain must alstaken into consideration during
this process (Wells, 2003).

Simple visual or Likert scales are very useful $dok assessment of pain, however
tools selected for assessment of cancer pain sinoedgdure the intensity of pain,
relief of pain and psychological distress assodiatih pain (Scottish Intercollegiate
Guidelines Network, 2000).
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3.10.2 Methods for assessment of pain

Complete assessment of pain is achieved by coirsidelements comprising of the
history of the pain, physical examination and inigegion of the pain with the use of
a standardized assessment tools (Grond, Zech,rb&¢d, Radbruch & Lehmann,
1996).

History: Full history taking is vital to comprehensive @ssment. The person doing
the assessment must listen carefully to the patieditdetermine the number of site of
pain, severity of pain, radiation of pain, duratafrpain, factors that increase or
decrease pain, aetiology of patype of pain and any previous treatment (Gragid,
al., 1996).

Physical examinatiarPhysical examination of cancer pain should be edrout

which aims at reaching a conclusion on the exatseaf pain and establishing best
effective treatment (Gronef al, 1996).

Investigations Evaluation of cancer pain should be restricted hatis likely to
impact on patient management. Unnecessary distoebafrpatients near to the end of
life must be avoided and only relevant investigatithat will significantly influence

the management should be performed (Grend] 1996).

In the next two pages a summary of literature dn pasessment questionnaires and
their applications, previously used by other aughare discussed. Please refer to
Tables 3.1 and 3.2.
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Table 3.1 Pain assessment questionnaires and thapplications

Memorial Pain Assessment
Card (Fishman, Pasternak,
Wallenstein, Houde, Holland
& Foley, 1987)

A simple, rapidly completed questionnaire which
measures intensity, relief of pain, and psycholalgic

distress.

Wisconsin Brief Pain
Inventory (Cleeland, Gonin,
Hatfield, Edmonson, Blunet
al., 1994).

Measures intensity and relief of pain, psychololgica
distress, and functional impairment. A valid and

reliably tested tool used in research studies.

&

McGill Pain Questionnaire
(MPQ) (Melzack, 1993) and
Short-Form McGill Pain
Questionnaire (SF-MPQ-2)
(Melzack, 2009)

One of the first pain assessment tools, which

revolutionized assessment. It allows quantificatbn
distinct components of the subjective pain expege
(Melzack, 1993). A shortened version and a simpl

version now used in research (Melzack, 2009).

The Dallas Pain
Questionnaire (DPQ) (Lawlis
Cuencas, Selby & McCoy,
1989)

D

A 16-item questionnaire used for the purpose of
evaluating subject’s cognition aspects in patievits

low back pain.
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Table 3.2 Simpler tools for assessment of paand their applications

Numerical Rating Scale The patient rates pain on a scale from 0 to 10 (Man

(NRS) Kimber, Diggins, Jenkins, Vandenburg & Currie,
1984).

Visual Analogue Score The patient indicates intensity of pain on a 10lio®

(VAS) marked from "no pain" at one end to "severe pain’| a

the other end (Collins, Moore & McQuay, 1997).

Verbal Rating Scale (VRS) The patient rates the perbally (Jensen, Karoly &
Harris, 1991).

_ _ Patients rate the severity of their pain in termthe
Behaviour Rating Scale o ) )
(BRS) degree to which it interferes with concentratiod an
the performance of everyday tasks (Jensenl),

1991).

) The Picture Scale employs eight line drawings that
Picture Scale _ _ .
illustrate facial expressions of persons supposedly
experiencing different levels of pain intensity
(Jensenet al, 1991). Patients indicate which one of
the eight expressions best represents their pain

experience.

_ _ _ A self-report measure of pain intensity (Gracely &
Descriptor Differential Scale _ _ o o
(DDS) Kwilosz, 1988). Consists of 12 adjectives descgbif

=

different levels of pain intensity and patientsertte
intensity of their pain as either more or less thach
word given them (Jenseet al, 1991).
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3.11 Who should assess pain?

According to Ferrier (2006), healthcare profesdi®ad over the world have been
very committed to the management of acute and ehpain. Increasingly,

healthcare professionals are not simply focusingrofonging a patient’s life but

also improving the quality of life for each pati€hets talk pain, 2008).

As radiographers have increased their contributigpatient care, assessment of pain
in patients may impact how treatment is delivefedss, 2000). Currently,
radiographers are providing initial comments oriagdhphs and treatment plans of
patients as previously discussed in chapter tsgessment of patients’ pain as an

extension of their role may further support patimainagement (Ross, 2000).

In order establish whether pain assessment isaofdRTTs elsewhere, a literature
search was conducted. EBSCO HOST, Science DirexiQRBest, Medline and

Cinahl were searched using the following keywopdsn assessment, RTT, role and
role extension. There was insufficient evidencdreaw any conclusions regarding
pain assessment by the RTTs and no publications feend. However, some
information gathered on the duties of RTTs in ti&dhd a training course for
student RTTs in the UK indicated that pain assessiar@d management was a role of
RTTs.

At the Radiation Oncology Unit of the Louisianat8tbniversity Health Science
Centre (LSUHSC) in the US, assessment of patigaiis on initial consultation prior
to radiotherapy is done by a nurse and findinggawearded to a physician for
appropriate management. Weekly and daily assessheatient’s pain and any
other side effects during the course of treatmenparformed by the RTTs and
results are documented in the patient’s folder teefeferring patients to a physician

(Louisiana State University Health Science Cerf§4).

Also, at the Robert Gordon University in the UKgistered RTT students are
expected to undergo training on the physiology tlednanagement of pain as part of
the University’s approved module for the trainirfgRI Ts (Robert Gordon

University, 2010).

Health professionals have been shown to underestitha level of pain a patient is

experiencing, and this discrepancy between estimsitividens as the pain increases
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in severity (Grossman, Sheidler, Swedeen, MuceBsRiantadosi, 1991; Field,
1996). On the other hand, family members and dlesgives of the patients tend to
overestimate pain in their relatives (Elliott, Btti Murray,Braun & Johnson, 1996).
The patient, if competent and able to communidat#he most reliable assessor of
pain and should, where possible, be the prime sgse$ his or her own pain
(Cleelandget al, 1994).

Involving the patient closely in the assessmenitevitourage the development of
trust and enhance the probability of succegsdin control. In patients with
communication difficulties, such as those suffefirggn dysphasia, careful
consideration should be given to assessment bgdegivers such as family relatives
(Scottish Intercollegiate Guidelines Network, 2000)

Assessment of pain in patients is therefore a diattiplinary approach and should
consequently include all disciplines involved ie thanagement of the patient
including the patients themselves as well as radativhen necessary. Clear
assessment and documentation is critical to maingigood patient-professional

communication (Lets talk pain, 2008).

3.12 Methods for treatment of Pain

Several methods are used for the treatment of pathis study, methods relating to
the treatment of cancer pain have been descrilieselare medications, radiation
therapy, surgery, physical therapy, psychosocidlaher supportive therapies like

pastoral and traditional medicine.

3.12.1 Medication
The World Health Organization (WHO) has developé¢krae-step strategy to guide
clinicians in the management of cancer pain (WH@36).
= Step 1 (Mild) - use non-opioid agent (24-hour cagerwith acetaminophen,
aspirin or other non-steroidal anti-inflammatorygi(NSAID), with or

without adjuvant.

= Step 2 (Mild to moderate) — use weak opioid (faareple, codeine,

oxycodone) plus non-opioid agent, with or withodjuaant
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= Step 3 (Moderate to severe) Strong opioid (e.grptriae, hydromorphone,
fentanyl), with or without non-opioid agent or acunt.

A study on the effectiveness of the commonly usegislby WHO shows that
acetaminophen and non-steroidal Anti-Inflammatarygd (NSAIDs) relieve pain
caused by muscle aches and stiffness, but only NSAte beneficial in treating
acute pain and can also reduce inflammation (swgeind irritation) (Hartmann,
Zahasky & Grendahl, 2000). NSAIDs relieve pain églucing the production of
prostaglandins, which are hormone-like substarftascause pain. Acetaminophen
works on the part of the brain that receives tharfpnessages” (Hartmaret, al,
2000).

Opioids are often used for acute pain, such ad-sfn pain after surgery. They are
effective for severe pain and it is rare for pedpleecome addicted to these drugs if
they are used to treat pain for a short periodhod { Ambrosio, Paoletti, Savoia,
Amantea, Arcuri & Avogaro, 2003). Side effects piads may include: drowsiness,
nausea, constipation, itching and breathing probléweb MD, 2009).

In the next paragraph the most common drugs ust#ttimanagement of pain are

presented. Please refer to Table 3.3
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Table 3.3 Most commonly used drugs in the managemeaf pain (Doctor for

Pain, 2008)

GROUP

DRUGS

Acetaminophen

Acetaminophen (Tylenol)

Non-Steroidal
Anti-

Diclofenac (Cataflam, Voltaren), Etodolac (Lodine)
Ibuprofen (Advil, Motrin, Nuprin), Indomethacin @ocin),
Naproxen (Anaprox, Naprosyn), Piroxicam (Feldei@e)metin

Combinations

Inflammatory (Tolectin)

Drugs
Aspirin, Salsalate (Disalcid, Mono-Gesic, Salfl&algesic,

Salicylates Salsitab)

Narcotic Codeine Fentanyl Topical (Duragesic), Meperidiner{irol)

Analgesics Morphine (Kadian, MS Contin, Oramorph, Roxanol)
Oxycodone (OxyContin, Oxyir, Percolone, Roxicodone)
Propoxyphene (Darvon), Tramadol (Ultram)

Narcotic Acetaminophen and Codeine (Tylenol with Codeine)

Acetaminophen and Hydrocodone (Lorcet, Lortab, Hprc
Vicodin, Zydone)

Acetaminophen and Oxycodone (Endocet, PercoceicBnx
Tylox)

Acetaminophen and Propoxyphene (Darvocet, Wygesic)
Acetaminophen and Tramadol (Ultracet), Acetaminophe
Butalbital / Caffeine (Fioricet), Aspirin and Codei(Empirin
with Codeine)

Aspirin and Hydrocodone (Panasal), Aspirin and @xlgne
(Endodan, Percodan, Roxiprin), Aspirin / Butalbit@laffeine
(Fiorinal)
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Tricyclic
Antidepressants

Amitriptyline (Elavil, Endep, Vanatrip), Amoxapir{@&sendin),
Clomipramine (Anafranil), Desipramine (NorpramibBpxepin
(Adapin, Sinequan), Imipramine (Tofranil), Nortgphe
(Aventyl)

Antihistamines

Hydroxyzine (Atarax, Rezine, Viskari

Anticonvulsants

Carbamazepine (Carbatrol, Epitegrétol), Clonazepam
(Klonopin), Neurontin (Gabapentin), Phenytoin (Diia),
Valproic Acid (Depakene)

Muscle Relaxants

Baclofen (Lioresal), Carisoprd@ima, Vanadom),
Chlorzoxazone (Paraflex, Relaxazone, Remular),
Cyclobenzaprine (Flexeril), Methocarbamol (Robaxin)
Orphenadrine (Norflex

Corticosteroids

Dexamethasone, Prednisone

Neuroleptics

Fluphenazine (Permitil, Prolixin), blaéridol (Haldol)

Local
Anaesthetics

Mexiletine (Mexitil)

3.12.2 Radiation therapy

Radiation therapy is very useful for relieving paspecially bone pain and this has

been well established with techniques which inclsidgle-field administration,

hemibody irradiation or radioisotopes (Wells, 200B)o main mechanisms are cited

to describe how radiotherapy relieves pain (Merngelal997):

1. The cytotoxic effect of radiotherapy on normal sglfevents the release of

chemical mediators of pain such as prostaglandims. effect explains the
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fact that some patients get rapid pain relief,roftéthin 24hour of their

treatment.

2. The cytotoxic effect of radiotherapy on tumour sgltevents the release of
any further bone destruction and reduces the $iteedumour. This effect

explains the pain relief obtained between 2-8 wedles radiotherapy.

Radiotherapy techniques

Wells, (2003) review of 13 published trials of raitierapy for bone pain showed that
42% of patients can expect 50% or more pain réiaeh radiotherapy. Several
techniques are used in radiotherapy suchsasghe fraction multiple fractionsgiven

in different fractions schedules aodntinuous hyperfractionated accelerated
radiotherapy(CHART) where patients with pain receive more thasingle fraction a

day within an interval of 6 hours (Wells, 2003).

A study conducted by the Bone Pain Trial WorkingtyPeevealed that a single
fraction of 8 Gy is as safe and effective as nmaltifionation for bone pain (Yarnold,
1999). Another study by Hoskin, Yarnold, Roos & Bem, (2001) supports this
practice. Not only do single fractions appear tsafe and effective, but this
technique also reduces distress and inconveniessoeiated with repeated visits to
the hospital (Wells, 2003). On the other handafgeli, Giovinazzo, Saracino
D’Angello, Giannarelliet al (1998) suggest from their study that patient witipood
prognosis and performance status may achieve greaiterelief from doses

delivered over long treatment period.

One advantage of using CHART is the reduction & taorbidity, however acute

reactions are more severe (Dische & Saunders, 189&)dy by Bailey, Parmer &
Stephens, (1998) indicated that pain was a sigmfiproblem in CHART patients
and suggested that CHART should not be used iemtativith a history of pain

before radiotherapy.
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3.12.3 Other methods

Surger
Removal of a tumour or even part of a tumour hasrg@l to reduce pain, relieve

pressure on a nerve and improve prognosis, eveaasitig long-term survival of the

patient (National Cancer Institute, 2009).

Neurosurgery
Neurosurgery on nerves that cause pain may belusatlieve the pain. Nerve
block is useful in pain management when pain madi@ injected directly around a

nerve or into the spine to block the pain (Eisegh&arr & Chalmers, 1995).

Psychosocial intervention

The focus here is on perception, thought and covgniéchniques to relieve pain.
These methods are designed to influence how oampiets events and bodily
sensations, providing information to patients algaih and its management and
helping them to think differently about their p&Byrjala, Donaldson, Davi&ippes
& Carr, 1995).

Behavioural techniques are used for helping patidatelop skills to cope with pain
and to modify their reactions to pain. Includeadagnitive-behavioural therapies are
relaxation and imagery, distraction and reframmgnosis, psychotherapy, and
structured support (Cleary, 2000). Psychosocialrugntions also include education;
in the form of information about pain, communicat&nd the treatment process and
provision of adequate psychological support to asjftk pain (Doctor for Pain,
2008).

Physical therapy

Physical therapy has a long history of use in negicactice particularly for pain.
Physical modalities, if appropriately used, careffective in reducing acute or sub-
acute pain and can be very beneficial for chroaia gPauline & Portenoy, 1999). A

list of physical therapies includes:

= Thermotherapy: Deep heat including; ultrasoundrtsiiave diathermy, and
microwave.

= Hydrotherapy: warm or hot whirlpool baths.
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= Cryotherapy: application of cold to local areasdumes some therapeutic
effects, including reduction of temperature, regucof neuromuscular
transmission, analgesia, and an anti-inflammattigce

= Electrotherapy: direct or alternating current asediin the treatment of
various pain syndromes.

= Mechanotherapy: the physiologic effect of massagde increase or regulate
muscle tone (Doctor for Pain, 2008). The therapistinds stimulate the
transmission of impulses to the brain which produsensation of pleasure
and well being.

= Therapeutic exercise: this is used for the treatroEhoth acute and chronic
pain. Body movement improves musculoskeletal fumcéind helps to

maintain a state of well-being (Doctor for PainQ&p

Supportive Therapies

Pastoral and spiritual support may be amazing fadétocancer pain management and
may have a dramatic affect on the pain experie@teafy, 2000). Having cancer and
pain frequently raises issues of spirituality atrdreye beliefs for patients and their
families, who may be helped by pastoral counseliingaditional medicine (Cleary,
2000).

3.13 Batrriers to pain management and assessment

Barriers to good cancer pain management may bedsla health practitioners, to
patients, or to the health care system (ClearyDR@roblems related to health care
professionals consist of inadequate knowledge iof p@nagement, poor assessment
of pain, fear of patient addiction to drugs anda@yn about side effects of analgesics
(National Cancer Institute, 2009). In a study caredd by Von Roenn, Cleeland,
Gonin, Hatfield & Pandya (1993), physicians ackrexged that they were not
properly trained in pain assessment and hence tadaoess the issue of pain unless

it is raised by the patient.

Patients are sometimes reluctant to report pain thi view of not distracting

physicians from the treatment of underlying disess@ may even fear that pain
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means their disease is worse (National Cancetuisti2009; Ward, Goldberg,
Miller-McCauley, Mueller, Nolanet al, 1993).

Problems related to the health care system indlwderiority given to cancer pain
treatment, inadequate funding for appropriate tneats and problems of availability
or accessibility of treatment (Cleary, 2000).

Good pain assessment is an essential step in aiagament; hence health
professionals must be aware of the barriers anditfieulties of pain assessment.

Barriers to pain assessment include:

1. The multidimensional, subjective nature of pain @ioan Cancer Society,
2007; Foley, 1998)

2. Lack of a clearly defined description for pain (VBoenngt al, 1993) thus
patients sometimes cannot find any word to defiegr tpain.

3. Anxiety or depression of the patients being asse@Gessmaret al, 1991).
4. Poor communication between patient and healthparfessional (Morgan,
Lindley & Berry, 1994). This includes over-estinmatiof pain by patient
(Mitchell, Donovan, Miaskowski, Warat al, 1995), under-assessment of

pain by health professionals or care givers anguage barriefGreenwald,
1991).

3.14 Conclusion

Pain is a symptom experienced by many cancer patiegardless of disease or stage
(American Cancer Society, 2007). To ensure proparagement of cancer pain,
health professionals must possess the necess#sytskdentify the area of pain, the
cause and the required treatment by proper assessfitee pain (National Cancer
Institute, 2009). Health professionals must alsogaize the components that affect
pain relief, including the barriers to the treatineincancer pain (Cleary, 2000). The
management of pain in cancer patients should pdoaté frequent reassessment of

side effects of radiotherapy to ensure optimal eapain relief (Wells, 2003).

The next chapter discusses the research methodfoggsessment of pain by the
RTT.

48



CHAPTER FOUR

RESEARCH METHODOLOGY

4.0 Introduction

This chapter will explain the research design,ip@dnt selection criteria, data
collection and data analysis methods used. Thednmixethod research design using
gualitative and quantitative data is discussed.ddta collection methodology was a
concurrent triangulation involving a case study anmhin survey. The case study that
included individual and focus group interviews, tegponse to patients’ needs,
relevant documents, and observations is discu3$edpatient pain questionnaire was
piloted and the significance of the pilot studyliscussed. Other items which have
been highlighted are the data collection procedsreell as the processes adopted by
the researcher for data analysis. The chapterwitldsliscussion of issues relating to

the ethical considerations for the study.

4.1 Research Aim

This study focused on investigating and understanttie role of the RTT in the
assessment of pain in order to improve the corntdbwf the RTT as a member of
the multi-disciplinary team with regard to pain ragement for the benefit of the

patients and the radiation oncology team in Ghana.

4.2 Research Questions
The research questions for the study are;

1. What is the role of the RTT in the assessmepgaf in cancer patients?
2. Should the RTTs’ role be extended to include paisessment?

3. What are the challenges for the RTT when takimghe role of pain assessment in
radiation oncology?

4. Can pain assessment become a routine roledd®TH in a busy radiation

oncology department?

5. How would this extended role of the RTT assiahagement of the patient?
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4.3 Research design

The research design for the study followed theclaigiequence of the data to be
collected and the conclusions to be drawn answehi@gnitial questions of the study
(Becker, Dawson, Devine, Hannum, Hél al, 2005). Therefore the research design
dealt with four areas: the research questiongelesant data, which data to collect

and how to analyse the data.

4.3.1 Overview

In this study, a mixed method approach was usedltect and produce the data to
answer the research questions. A concurrent trlatign design, which is mixed
method research, was used with equal priority éodita sets. This is an approach
discussed by both Good & Heppner (1995) and HarGmswell, Clark, Petska &
Creswell (2005)Qualitative data for the study was obtained throteyth generated
from the researcher and the co-researcher’s figidsnas well as reflections following
observation of the patients and work environmeuttter qualitative data was
collected from semi-structured individual intervi@and a focus group interview with
RTTs, RO and the nurse participants. Quantitathveegualitative data was collected
from a survey of patients’ perceptions of theimpasing a questionnaire. In line with
a mixed method research approach, the data setsingkvidually analysed in
appropriate ways and then integrated during trerpnétation and discussion of the

findings.

A schematic summary of the research design is shiowre flow chart of figure 4.1.
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Reports
by
research
assistants

Staff responses:
Reasons for patients’
referrals.

Patients’ further
comments

Descriptive, explorative

Analysed statistically and interpretative analysis
using SPSS of textual data generated

Figure 4.1Schematic representation of the mixed method resed@sign for this

study
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4.3.2 The nature of mixed method research

The idea of mixing different research methods pobpariginated with Campbell &
Fiske (1959) who used multiple methods to studwiglity of psychological traits.
This encouraged other researchers and soon resgapobaches included methods
such as observation and interviews combined withets (Sieber, 1973). Over time,
mixed methods research has gradually made progrneshas become a feasible
alternative research method in social sciencess(@k, 2003; Tashakkori & Teddlie,
2003; Greene, Caracelli, & Graham, 1989). Mixedhuds research has become
increasingly popular and is widely considered adg¢itimate, stand-alone research
design’ (Hansoret al, 2005).

Mixed method research can be defined as the cigieot analysis of both
quantitative and qualitative data in a single st(ldignsonget al, 2005). It involves
the combination of data collected either at theesime or sequentially in the
research process, giving equal priority to all d@meswell, Plano, Clark, Gutmann &
Hanson, 2003).

Tashakkori & Teddlie, (1998) as stated in Hansbal, (2005) that when both
guantitative and qualitative data are integratea study, the researcher enriches his
or her findings as against when one form of datmtbered. Hansaet al, (2005)

also stated that using a mixed method researcirdean allow the researcher to
simplify results from two sets of data collecteonfra study population. Greene &
Caracelli, (1997) in Hansoest al, 2005 also stated that using both qualitative and
quantitative data can allow the researcher to ifBEreht methods in generating data

that can be adjusted based on the responses stiidhe participants.

Despite the advantages of using mixed method relseiaiposes several challenges to
the researcher. These include the need for moemgixe data collection, the time-
intensive nature of analyzing both types of dathamnequirement for the researcher

to be familiar with qualitative and quantitativarits of research (Creswell, 2003).

There are six types of mixed method designs: theggiential (explanatory,
exploratory, and transformative) and three concurgiangulation, nested, and

transformative) (Hansomrt al.,2005; Creswellet al, 2003). In this study, a
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concurrent triangulation design which is the mashmonly used design in mixed
method research according to Hansoal.,(2005) and Luzzo, (1995) was used. In
the study by Hansoet al, (2005), 22 mixed method studies in counsellingewe
published between 1986 and 2000. According to tleemcurrent triangulation
design was the most common type of mixed methashrel among the six types

identified by their study.

Concurrent triangulation design

Concurrent triangulation design can be definedhasbmbination and comparison of
multiple data, collected independently and analysetie same time (Hansenal.,
2005). Equal priority is given to all the data ectied but the data is analysed
separately. Integration of the data occurs dunmgrpretation of the findings which
involves discussing the degree to which the dataexges to enable the researcher to

answer the research question (Hansbal, 2005).

4.2.3 Survey
The survey tool used in the study was a modified gaestionnaire by the pain
management centre (PMC). The survey was used teeaitise research questions

one, three and five (see bullet 4.2).

Pain questionnaire

The pain assessment tool selected for this studytheaPain Questionnaire (PQ) by
Pain Management Centre (PMC). This questionnaisenmdified version of the
McGuire Pain assessment tool by McGuire (1981)%imatt-Form McGill Pain
Questionnaire (SF-MPQ-2) by Melzack (2009) whickéen as an improvement over
the Gate Control Theory of Pain put forward Melzackl Wall (1965).

SF-MPQ-2 is a tool used to quantify the sensorygtemnal and the evaluative
components of the pain experienced by the patfieista widely accepted method for
describing and quantifying pain (Melzack, 2009)-MFQ-2 has demonstrated
reliability for assessing pain from a variety o&ginoses, including cancer (Fuek,

al., 1994). The Pain Questionnaire (PQ) by PMC wasemas the most appropriate
tool because it is relatively easy for the patiertomplete. It places no burden on

weak patients, requires less time to explain amdimidter, and can be easily repeated
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if needed. The PQ was specially designed to catlata on the variables that

influence the perception of pain intensity (Fuekal, 1994)

All the Pain Questionnaire (PQ) subscales haveatepé demonstrated sensitivity to
the treatments that are believed to decrease PagPQ has been identified as the
appropriate tool for assessing patients with malngrpain because it measures the
functional ability and activity of the patient (Huat al, 1994).

The questionnaire has four sections. Section ‘Al ‘&1 provide the general
biographical information of the participants sushpatient’s identification number,
age, sex, marital status and employment informaeaaction C, primarily
concentrates on pain and consists of eight questiowering the location of the pain,
duration of the pain, factors that relieve or irg®e pain and how and when the pain
started. The final section ‘D’ of the questionndweused on the coping information

from the patient on the treatment they have reckioenelp with their condition.

Pilot study of the pain questionnaire

A pilot study was conducted before the questiornaims administered to the study
participants in order to check the validity of thgestionnaire and to improve the
clarity and understanding of the questions. A patieho was in pain at that time
willingly volunteered to participate in the pildusly. It was further tested by a RO,
chief RTT and a senior nursing officer who was agalying pain in patients at the

time.

A pilot study is usually carried out with membefgite relevant population but not
with those who will form part of the study sampkrhuse it may influence the later
behaviour of research subjects if they have alrdedy involved in the research
(Haralambos & Holborn, 2000).

The initial questionnaire (Appendix A2) and thetiadiletter of information

developed by the researcher were given to the Rffutty and to give comments and
suggestions. The questionnaire was also giveretprincipal nursing officer in the
department for comments. Finally it was given t® thief RTT who also gave his
comments. Results from the pilot study addressaghaber of issues relating to the

guestionnaire. It was revealed that the questioansed (Appendix A2) had to be
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modified before the study. Through the pilot stutlyvas observed that some of the
scientific words had to be simplified to give ckeraunderstanding to the participants
(Appendix A2, Question C2-1l). For example wordslsas “excruciating and
horrible” for pain description was simplified totexme and severe respectively. The
referral doctor’'s name in this pilot study was reewb from the main survey study

because confidentiality needed to be maintaineetucal reasons.

In the description of pain under “Pain informati@®veral other questions were
modified (Appendix A2, Question C2-11). The patisndescription of pain during the
past 24 hours which originally had six items (napanild, discomforting,

distressing, horrible and excruciating) was sinmadifto four items (no pain, mild,
discomforting and extreme). Another example is @stjon on the extent that the pain
interfered with the patient’s activities which hkhtlitems (from ‘not at all’ to ‘never
free from extreme pain and interference’ Append Question C8) that was
simplified to only 4 items (from ‘not at all’ to évere pain with constant interference’
Appendix Al, Question C8). The final section on pw Information” which

consisted of two questions was reduced to one (AgigeA2, Question D).

Another observation through this pilot study waes lgngth of time spent by the
participant to complete the questions as almoshi2Qites was taken by the pilot
participant. Considering the number of participahtg were going to be recruited,
their educational background, their condition, lenegth of time for the data

collection and the fact that the daily work routatehe hospital should not be unduly
interrupted during the study, it was decided byrdsearcher to reduce the number of
guestions but maintain the key areas of inter@groéng information needed for
proper assessment of pain. The pilot pain questioanvas finally amended through

the various contributions to the questionnaire wsatishown in Appendix Al.

4.3.4 Case Study

A casestudy is an in-depth investigation of a single wndlial, group, incident, or
community (Jon & Greene, 2003). It can also inclagperiments (Jon & Greene,
2003) and survey¥in, 2009). The case study is suited to mixedhodtresearch in
social sciences (Flyvbjerg, 2006; Stake, 1995} povides a systematic way of

looking at events, collecting data, analyzing infation, and reporting the results
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(Flyvbjerg, 2006). Through a case study the re$eargains understanding and
identifies areas for future research (Flyvbjerd@0 In this study, the case study
approach was very useful in addressing the reseprestions two and four (see
bullets 4.2).

When doing a case study, it is important to userinition-learning sampling, thus
seeking information from subjects which can afteetresearch design because it
reveals more information (Flyvbjerg, 2006). In thiady, the approach was adopted
whereby data was collected not only from the padiby means of a survey but also
from the RTTs, a RO (doctor) and a nurse. This da®e by means of participant
observation of the work environment, interviewshnstaff participants and the
written reflections of the participant researcfidre observations and interviews were

recorded in writing thus generating textual data.

Observations

Researchers say that observation is the fundamesntéd of all research methods
because no matter which method one uses in aratisituone would always make
further observations to gather more evidence (Mifladh Gates, 1995). Observation
in this study involved careful watching and listemto the RTTs and some staff in
the radiotherapy department (RTD) for data thatld/@ontribute towards answering
the research questions. This was done with theohipathering data from the work
environment which was considered as relevant infbion. The researcher’s role in
observation was as a participant and non-partitiphserver (Sim and Wright,
2000). The latter involved the researcher keepidgtnce from the participants in
the study; an approach which is normally refermeds tomplete observer’
(Minichiello, Sullivan & Greenward, 1999). The gaipant observation on the other
hand engaged the researcher and participants immahaictivities and communication
processes during the study; an approach normd#yreel to asobserver as

participant’ (Minichiello, Sullivan & Greenward, 1999).

Interviews

Interview is the most widely used method of prodgailata in qualitative health

research (Green & Thorogood, 2009). A semi-strectand a group interview or
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focus group was used in this study. A semi- stmectunterview is defined as an
interaction where the interviewer uses his or lem skills in social interaction to get
others to disclose particular information and augrinterview is an interaction where
by the researcher simultaneously gathers datafinone than one participant (Green
& Thorogood, 2009). Conversations in the formabpén-ended questions were held
with the respondents (2 RTTs, one RO and a onehurgil a mutual understanding

was reached as suggested by Burns & Grove (2003).

The focus group interview was advantageous ingtudy because it encouraged the
participants to express of themselves better andged different opinions. It also
provided a supportive forum for the expressioniefws by participants who were
motivated by the group (Sim and Wright, 2000). Agdine focus group interview did
not rely only on the ideas of the researcher asidgle participant but also on the
guestions and answers produced by members of tlug ghemselves (Morgan,
1997).

The semi-structured interview enabled the reseatohestablish a relationship with
participants with few questions and gain their petation (Leedy & Ormrod, 2001).
This type of interview produced the highest respaiase, allowed the researcher to
clarify indefinite answers and gave room for folloyy information and questions
where it was necessary (Leedy & Ormrod, 2001). Reféppendices A3, A4 and
A5.

Field notes

Field notes comprised of generated text data friaff sponses, patients’
comments, and verbal narrative obtained duringthdy. Supplementary data which
was both formal and informal (Macdonald & Tipto®9B) were also generated from
other sources such as reports by research assjstaniments from the RO and the
researchers’ reflections. Sim, (1998) in his agt®lipported and recommended the

use of textual and written data in health research.

4.4 Selection Criteria

This research comprised of a series of events wigighired the selection of co-
investigators, sites, and participants.
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4.4.1 Selection of co-investigators

Two qualified RTTs were selected as research asssstor the collection of data
from the patient participants. They were purposigdlected based on their
competence to understand, speak, write and exipldire local languages and
because of their interest and contribution to #search during the preparatory
stages. Out of the nine languages approved byawergment to be officially used in
the country (Akan Kwahu, Nzema; Dagaare/Wale, RaglbDangme, Ewe, Ga,
Gonja/Kasem), the principal investigator could $pakan and Ga and the co-
investigators could speak the three (Ewe, Dangrdekavahu). However because
English is the official language used for educatlanstruction, the questionnaire was
printed in English hence verbal translation wasimegl for participants who could

not read or write English.

The co-investigators were trained by the researab@ssistants in the study. The
research objectives, the rationale of the studyaagds of importance in the
assessment of patients’ pain were discussed weth.tfter several explanations
they consented to become research assistantsntmes were printed in the ‘letter
of information’ (Appendix B) which was developedftother explain the entire
process to the patient participants in its simdlesh and they were supported in the

process of completing the pain questionnaire wathigpants.

4.4.2 Site selection

The study was conducted at the National Centr&®é&afiotherapy and Nuclear
Medicine, Korle-Bu Teaching Hospital (KBTH), Accit@hana between the months
of March and May 2009. Korle-Bu Teaching Hospitaépned by Sir Gordon
Guggisberg in October 1923 is the nation’s largestpital and the major referral
centre in Ghana. It is an 1800 bed hospital thaesethe entire nation and its
neighbours. It is the teaching hospital for thel€y# of Health Sciences (which
includes the School of Allied Health Sciences, Matichool, Dental School,
School of Nursing, School of Public Health and NelguMemorial Institute for

Research) under the umbrella of the University b&a@, Legon.
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Ghana has only two radiotherapy departments, otteeigapital city, Accra with
more infrastructures in terms of equipment and stadl the other in Kumasi. The
radiotherapy department (RTD) in Accra is the nalaeferral centre for the
treatment cancer. This site was selected as teandssite because according to the
hospital data more than 70% of the total cancezsasen in the country are

processed through this centre.

The Department has six units that take care oépttineed; treatment unit (with
cobalt-60 machine, simulator and a mould roomgtiment planning (a three-
dimensional treatment planning system), chemotlyenaft, brachytherapy unit,
clinic and nuclear medicine centre (which has @l8ifPositron Electron Computer

Tomography (SPECT) and a gamma camera.

4.4.3 Selection of Participants

Participants comprised of 7 professionals and %i@mis. The professionals were

involved in the case study and the patients wegag@ed in the survey.

Patient participants

A sample size of 90 patients was recruited. Thégiaants were patients referred to
the Radiotherapy department for the treatment nbua malignant diseases and who

met the inclusion criteria.

Inclusion criteria

Patients were selected who:
* Reported having pain to staff of the RTD,
* Were diagnosed with cancer
* Were mentally competent,

* Were able to understand English and /or one olfaited languages, and who

were

» Willing to sign consent to participate in the study

Exclusion criteria
The following patients were excluded from partit¢ipg in the study;

e Children,
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» Clients with mental disorders.

* Blind patients and

* Those who for whatever reason were not willingigm £onsent.
Participants were recruited from three differemtisms in the department, namely
treatment floor, simulation room and the clinicti®ats on the treatment floor had
begun their treatment already; those in simulatvere about to start their treatment
and those in the clinic were either attending featment review from the treatment
floor or chemotherapy unit or patients who had heenly referred to the RTD.
Patients on simulation and treatment were seldntdtie co-investigators based on
the inclusion criteria for the study. Those in dtiaic were suggested to the principal
investigator by the RO who had already contributath to the case study.
Patients were coded from 1-90 in order to aid ésearcher in following the patient
treatment after the pain assessment. Also eacknpatas aware of his or her
number. This was because their names were nobdetlto anybody during the
survey for the sake of their confidentiality andvés only through their code that the

researcher could identify each patient.

Sample size determination for patient participants

The formula that was used for the sample size tlon was; n=[Z?p (1-p)]/E?
where n=minimum sample size needed for the studyopulation proportion of the
cancer patients that were available at the tingwaty, Z=level of confidence which

was defined as 95%, E=the maximum allowable e&%)((Antwi-Bosiako, 2007).

On the average, according to the patient datehioonly radiotherapy centre in
Accra, Ghana 35 new patients undergo radiatiortriretat every month at the
Radiotherapy department. This gives a total of @&ents in 3 months on average. A
sample size of 90 patients was recruited to reptede0% of the total number of
patients undergoing treatment for the 3 month gefidarch 2009 to May 2009). n=
[0.95°%0.66 (1-0.66)]/.05 n= 81where p=105/160, 160 being the population of
clients visiting radiotherapy within three monthafch=52, April=49 and May=59,
Records RTD, 2009) and 105 representing thoseathia undergoing radiation
therapy within the period of study. Hence the mummnumber of patients needed

was 81 out of a population proportion of 160 pdtdhat attended the clinic between
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March 2009 and May 2009. Ultimately 90 patientsewveligible and entered into the
study.

Professional participants

Participants were purposively selected to meettlteria set by the researcher. The
criteria defined by the researcher were any mermbstaff;

* Involved in the management of the cancer patients,

*  Working at the RTD

* Qualified to make meaningful contributions to tiedy and who

» Consented to participate in the study.

In the selection of participants for case studyckee, et al, (2005), suggests that the
number of participants should be relatively smaltigat the researcher can gather
rich data and analyse information critically. Theters suggested further that the
number can range from 1 to 8. The professionalsided were five RTTs (two of

which were research assistants for the study) Ribend a nurse.

Table 4.1Professional participants selected

Professional Code Experience (years)
Professional 1 Pri1 3
Professional 2 Pr2 6
Professional 3 Pr3/R3 2
Professional 4 Pr4 /R4 2
Professional 5 Pr5 >9
Professional 6 Pr6 >12
Professional 7 Pr7 3

Professional 3 and 4 were involved in generating dvfferent data sets. First, as
professional participants in the focus group inethey were coded as Pr 3 and Pr

4 respectively and second as co-investigatorsarstiady as R3 and R4 respectively.

The researcher’s reflections in the study were etsted in order to record data

generated from the investigator’s involvement.
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4.5 Data Collection

Data was obtained through observation, interviemgsfeeld notes from generated
text, patient's comments and the researcher’satdies. Survey data was collected
by the researcher (principal investigators) andcthénvestigators from patient

participants who responded to questionnaires.

4.5.1 Survey
Ninety patients were asked to complete the questioa (Appendix Al) in the

waiting room of the department after carefully iegdhe letter of information
(Appendix B) that explained the concept and obyestiof the study in English that
facilitated easy understanding. Patients, who didumderstand English or who could
not read, were assisted by translators proficietitié local languages. After
consenting to participate in the study, particisamére asked to either sign or
thumbprint on the pain questionnaire to show thay twillingly wanted to

participate. Since the questionnaire was easyrgptete and included diagrams
(Appendix Al), that simplified the description ddip, patients who could not
understand English were still able to participatd express themselves very well to

the investigators.

Where necessary the participants were assisteltetnesearch assistants to insert
their verbal information onto the questionnairee Tiegree of assistance required was
dependent on each patient participant. Patienicgeants included those who were
being simulated at the time of study (n=39), paserho were on treatment (n=45)
and those referred to the investigators by the @ tclinic (n=6).

Patients completed sections A and B by answeriagjtiestions on the questionnaire
except for information on weight and height in sattA’ which was obtained from
the patient’s folder at the department. At the sditérapy department in Accra,
Ghana, patients’ weight and height are taken offitsteday of treatment as a regular
protocol, and subsequently on a weekly basis wiagiemts attend review; hence it
was easy for the investigators to obtain this imfation from their folders. Other
factors relating to age, marital status, and empkyt status were also crosschecked

from individual folders to see if patients were sistent with their information.
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In section “C’ patients were asked to describertpain and its location with the help
of a diagram. Items regarding how pain interferéh their life were also captured in
this section. There were both closed and open eqdestions. The latter allowed for
a description of their pain and feelings by theguds in their own language. For
example the question ‘how did the pain start’ wasroso that patients described this

in their own words

In section ‘D’ participants were asked to descthmetreatment they had had to help

them cope with the pain during the time of the gtud

4.5.2 Case study

Data was gathered from respondents through obsemyatterviews and researcher’s
field notes. All notes gathered were either in isigbr otherwise translated into
English and then interpreted.

Observation

Researchers suggest that the most effective methaoderstanding the nature of
people is by observing them (Rosenbaum, 2002; MeD&nGates, 1995). By direct
or complete observation, the researcher studigdrtdlow in the department and the
care given to them by the staff especially the R@id the doctors. The researcher
noted and recorded the ordinary and the remarKahteres of everyday life of the
patients undergoing radiation treatment, a sin@fgroach recommended by Green
& Thorogood (2009). Through participant observatithre researcher listened to
patients’ complaints to RTTs at the treatment and carefully watched RTTs
responses to them. The duration spent by the petieming their radiation treatment,

simulations and clinical reviews were noted.

Interviews

According to the British Educational Research Agstmn (2009), interviews are the
best way of seeking other people’s views. In thislg interviews were in the form of
a communication where professional participantsvilevolved in several
conversations regarding their views about the mamemt and the care of patients
undergoing radiation treatment. Respondents wereuzaged by the researcher to

freely express their views on issues concerninddpie of discussion.
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Through semi-structured interviews, the views ef RO and the nurse were explored
regarding the effective management of cancer pateemd the role the RTTs could
play in pain management. The nurse who was stugyatignts with pain was asked
questions about her study and this led to a digsmuss the management of pain by

means of a multidisciplinary approach.

A focus- group interview was useful in this reséarthe RTT participants were
involved in a conversation on ways that patientsiting time could be reduced and
how care of patients could be improved. Severaitgs@nd ideas were generated

from the discussion and these were captured asléatby the researcher.

Field notes

Verbal and narrative data of participants, commenhfsatients and reflections of the
researcher formed the field notes. The two resesssistants reported on daily basis
on the administration of the survey questionnairthé patient. Their responses were

noted and text data were generated from thesetiegp@essions.

Supplementary notes were generated from completeredtion and other verbal

narratives of patients’ comments and complaintinduhe study.

As the researcher took notice of the flow of paten the department and
interviewed the respondents, several ideas andjttteuwvere developed in the mind
of the researcher. With the aim of improving thalgy of care given to patients
receiving radiation treatment, several reflectionese generated by the researcher
regarding the management of pain. Some of the igussthat the researcher reflected
on were: what RTTs could do to help patients im@aid what RTTs could do to
improve on the care of patients receiving radiatreatment. Responses to these

reflections were documented.

During the generation of the field notes, the reseer also applied the 3Rs (Re-
evaluate, Re-structure and Re-training) by Kawo¢8@08) which has been
identified as steps for helping radiographers @irtuest to achieve role

development.
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Responses to patients’ need

Data was generated by the researcher through gamsponses to the needs of the
patient participants during the study. The researotferred patients who needed
urgent attention to the doctors and noted key médron about their pain and other

concerns. A few of the patients were also refetoelRTTs for counselling.

4.6 Data Analysis and presentation

Data from the professional inputs and questionnaére analysed separately.

4.6.1 Analysis and presentation of the survey

Data from patient participants obtained from thedB@ributed questionnaires was
entered into a database and analysed statisticsithg SPSS version 16 (Statistical
Package for the Social Sciences) which was releag®tie and Hull (Levesque,
2007). The 18 version released in 2008 had features for desezigtatistics such as
cross tabulation and frequencies among otherswasdherefore chosen for this

study.

Response frequencies for the survey questions @etezmined and displayed in
tabular and graphical formats. Graphical represiems of collected data were pie
chart and bar charts. These present data in amamageable and appealing way to

the reader and simplify data for clarification.

4.6.2 Analysis of the case study

Data from observation, interview and field notesevanalysed using a descriptive
method of analyses described by Burns & Grove (RODds involved three stages,

namely; explanatory, interactive and interpretasisge.

In the explanatory stage, the researcher readsctips collected during the study
several times with the view of becoming familiatiwihe data and also finding out
whether the data collected was self explanatorgpgmoach recommended by
Schwandt (1997). During this stage, the researattempted recalling observations

made until he became engrossed with the data.

In the second stage which is also referred to@asathective stage (Burns & Grove,
2003); a dynamic interaction occurs between theareher and the data. Holloway,

(1997) stated that ‘researchers are reflexive wwhen refer back and critically
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examine their own assumptions and actions throegigtself conscious and self
aware about the research process. The researgiierazkpersonal feelings on the

data that may influence the study and integratedihderstanding into the study.

The analysis and interpretation included linking tfata from the survey to the
findings of the case study. Connections were madeuaderstanding gained through
a process of theme identification and a searchlfgnment or contradiction between
the identified themes and the original propositigaserated from the interviews,
observations and field notes. Analysis of the dathuded examining, categorizing
and coding into identified or emerging themes itheorto address the research
guestions (Yin, 2003).

4.7 Ethical Review

Mostly, research that involves human beings eidirexctly or indirectly gives rise to
ethical issues (Sim & Wright, 2000). In consider@tpics for this study, it was
necessary to consider the following basic principléssues; respect for
autonomy/persons, respect for privacy and confidity; the need not to

deceive/exploit the participants and the need ticker risk of harm.

4.7.1 Respect for autonomy/persons

The researcher was required to protect the autoradrpgrticipants involved in the
study by obtaining informed consent from the stpdsticipants. Informed consent is
the voluntary agreement of the individual participt willingly participate in the
research based on understanding the purpose atidatigns of the research (Sim &
Wright, 2000). According to Sim & Wright, (2000)gaod informed consent should

factor four key elements, namely;

» Disclosure: this is adequate information aboutstiuely provided by the

researcher to the participants.

» Comprehension: the level of understanding of pisiats, also known as

intelligibility,

» Competency: participants’ ability to reach an aotapus decision and
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* Voluntary: the absence of pressure, influence eraon.
Patient survey
A written informed consent (Appendix B) was a costene of ethics for the survey.
Participants were made to know that their partibgpawas voluntary and that they
could opt out of the study at any time even afigmiag the consent form. The patient
participants were assured that there would be neamuence should they decided to

withdraw their participation.

Professional participants

Informed consent was considered important to erthar@rofessional participants
understood the purpose of the study and partiapas@intarily. They were informed
that they could withdraw from the study at any twithout prejudice. The process of
consent for the interviews was verbal consent leestarrting. In the case of the RTTs
that prepared reports, consent was accepted a3 gieen when they handed in their

reports.

4.7.2 Respect for privacy and confidentiality

Privacy deals with access or information aboutipi@ents where as confidentiality
relates to the way the researcher treats informatimut participants in the study.
According to Sim (1996) we breach a person’s psMag gaining direct entry to their
personal issues and information without their apgkrand knowledge; however we
breach confidentiality when information obtained¢aveyed to others without the

participants’ permission.

In this study, participant privacy and confidentialvere a priority to the

investigators. Participants were assured thatmmédion obtained would be kept
confidential. Patient participants were informedittthe information would be kept in
their individual file and would be available ontythe researcher and RO in charge of

their management.

4.7.3 The need not to deceive/exploit participants

In this study, the researcher ensured that theohitime study was clearly stated and
explained to the participants (Appendix ‘B’) in erdo rule out any form of deceits

and exploitations of participants. When particigaate not told about the aim and
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objectives of a study, such that they have to niag@rrect assumptions about it, it is
described adeceptionSim & Wright, 2000). Likewise when participanteaised

for the purpose of the research in that their dygand welfare are disregard, it is
termed agxploitation(Sim & Wright, 2000).

4.7.4 The need to consider risk of harm

Risk is defined as any potential harm to participamvolved in the study which
involves psychological and physical harm such asijary, distress or loss of self
esteem (Minichielloet al, 1999). Participants were assured that therenmbgoing

to be any physical harm or discomfort associatet thie procedure. They were also
informed that they had a choice not to answer a®stion that made them

uncomfortable or any question that they did nottwaranswer.

This study was reviewed and approved by the HealthWellness Sciences-
Research Ethics Committee on thd' Zxctober 2008 (Appendix C). The ethics
approval was supported by written permission (AgipeD®) for the study from the

study site in Ghana.

In the next chapter, the results of the study beéllpresented. The findings have been
summarized in the form of tables and graphs witirtséxplanatory notes as

appropriate.
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CHAPTER FIVE
FINDINGS: PAIN ASSESSMENT AND RTTs ROLE

5.1 Introduction

This chapter presents the findings of this researcpain assessment by the RTT and
the possibility of involving the RTT in the managemh of pain. Firstly the findings

are based on the results from the patient paintipnesire (Appendix Al) survey
presented in tables and graphs. The nature oltiveys meant that some data resulted
in findings not directly relevant to this study.ig s either not presented or described
briefly. The further findings are based on datdexbéd through the case study; using
observation, interview and field notes.

5.2 Patient survey

The pain assessment tool was administered to @npsand all the questionnaires
were returned. However not all 90 participants ared all the questions. The total
number of participants (n) therefore varies for eayunestions and is indicated

accordingly.

The patient population comprised of 74.44% (67f@@)ale and 25.56% (23/90) male
respondents. Sixty seven point eight percent (§8i8the participants were married,
28.89% (26/90) were single and 3.33 % of the pasits were divorced. The mean
age of the patient group was 51.7 years and théamege was 53years (Refer to
figures 5.1, 5.2 and 5.3 in the text please). Tifferént cancer sites are also

summarized in the table 5.1.

Table 5.1 Different cancer sites

Site of cancer Frequency Percent
Head/Neck 26 28.9
Thorax 18 20
Abdomen 29 32.2

Any other sites 17 18.9
Total 90 100
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Wmale

Otemale
Figure 5.1 Gender of participants (n=90)
O13-29
[J30- 50
W51 --70
W71 -95

Figure 5.2 Age distribution of participants (n=90)
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] single
Cmarried
® divorced

R

Figure 5.3 Marital Status of participants (n=90)

The employment status of patients undergoing treatiwas not affected much

except for 9% of patients who were in extreme [fRigure 5.4).
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Employment status

Figure 5.4 Distribution of Employment status (n=78)

Thirteen percent (12/90) of the participants ditlareswer this particular question.
Out of the 78 patient who responded, more thanwaté employed either full or part

time.
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Table 5.2 Occupation of participants (n=90)

Occupation Frequency Percent
Administrative 9 10
Academic 6 6.7
Business Worker (Private) 7 7.8
Farmer 7 7.8
House keeper 3 3.3
Medical Profession 2 2.2
Unemployed 22 24.4
Police Service 5 5.6
Trader 29 32.2
Total 90 100

The study group represents a spread of occupdtiarthe largest sub-group is that of
traders (29/90) followed by those who were unemgdbgt the time of the study.

Table 5.3 Reason for coming to the RTD (n=88)

Reasons Frequency Percent
Referred 67 76.1
Treatment 12 13.6

To relieve pain 9 10.3
Total 88 100

This was an open question analysed through emecgitegories. Each patient

participant’s answer was allocated to the clospglieable category only.

67/88 (76%) of the participants who answered thestjan gave the reason for

coming to the department as being that they wdegresl and 9/88 participants

(10.3%) stated that were seeking pain relief.
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Figure 5.5 Number of sites of pain (n=90)

Eighty percent (72/90) of the participants had paione site whereas only 1

participant had pain in more than 3 sites.
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Figure 5.6 Location of Pain (n=87)

14/87 (16%) indicated their pain was superficidtigated whereas 82.76% (72/87)
had deep pain.
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Table 5.4 Experience of pain (n=79)

Participants’ responses Frequency Percent
Constant and (either aching, burning or shooting 13 16.5
Intermittent and (either aching, burning or shagin 64 81.0
Aches only 2 2.5
Total 79 100.0

64/79 (81%) participants had experienced painnmtéently as aching, burning or

shooting.

In this particular question (Appendix Al QuestioR)C14/90 (15.56%) of the

patients described their experience of pain inrtien way. Of these, 3/14 (21.4%)
gave their own description in addition to provideag answer according to the

options provided.

Three stated that they experienced pain wheneegrliled; two indicated that they
had itches; three stated that their pain was oogakitwo indicated that they had

pain when they ate; one stated that it was patofalt down and three specified their

area of pain without describing the sensation af.pa
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Figure 5.7 Intensity of pain on the number of site$n=87)

In all, 68/87 (78.2%) had pain in one site, 13/84.9%) had pain in more than one
site and 6/87 (6.9%) had pain in more than twassBé7 (9.2%) had mild pain,
65/87 (74.7%) had discomforting pain and 14/871%®. had extreme pain.
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Figure 5.8 Length of time for pain (n=81)
Of the 81 participants who answered this quesiiOfp stated that they had had pain

for more than a month and almost 30% indicatedaxie&ks duration of pain.
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Figure 5.9 Precipitating event for pain (n=90)
Most participants (64/90) had no precipitating évfentheir pain.

Other factors stated by 24/90 (26.67%) participaagart from positions described in
5.9 and 5.10, which makes their pain better weniekohg water, applying ointment,
prayer, stretching of arms and bending. Twentyelafeninety also stated other
factors that worsen their pain which include; algsof eyes, lifting, hot environment,
coughing, arm movement, during menstruation, pgssin urine, eating spicy food

and working (sweeping, washing).

Table 5.5 How pain started (n=83)

Responses from participants Frequency Percent

Gradually /slowly 51 61.3
Suddenly 8 9.7
As a result of treatment 12 14.5
Other 12 14.5
Total 83 100.0

Categories emerged from this open gquestion. Eaditipant was allocated to only

one category.

Of the 83/90 (92.2%) who answered this questiorin8icated that their pain started
gradually, 12 stated that it they had pain as alre$treatment. 12/83 (14.45%)
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stated specifically how it started and these wereliined into the category; ‘other’.
Among those categorized under ‘other’, participatgscribed the onset of pain as

manifestations of boils, sore, lump, growth, fex®eeding, itches and a swelling.
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Figure 5.10 Effect of positions on pain (n=90)

Lying down and sitting increased 54/90 (60%) antd@&31.1%) participant’ pain
respectively and standing and sitting had no efied$4/90 (71.1%) and 48/90
(53.3%) respectively.
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Figure 5.11 Effect of walking and exercise on paitn=90)
63/90 (70%) stated that exercise had no effechein pain, but 40/90 indicated that
walking increased their pain.
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Figure 5.12 Effect of medication on pain (n=90)

61/90 (67.78%) of the participants indicated fheih medication decreased their

pain.
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Figure 5.13 Frequency of pain (n=90)

14/90 (15.6%) of participants suffered constanhpahereas 42.2% (38/90) had pain

for <5 hours per day
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Figure 5.14 Interference of pain with work (n=90)
63/90 (70%) of the participants had pain interfgnvith work activities.
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Figure 5.15 Interference of pain with mood (n=90)
The majority of the participants (67%) stated thair pain did not interfere with
their mood.
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Figure 5.16 Interference of pain with ability to wadk (n=90)
Almost 49% stated that their pain interfered withit ability to walk.
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Figure 5.17 Interference of pain with daily activiies (n=90)
60/90 (66.7%) indicated that their pain did noerfgre or hardly interfered with their

normal daily activities.
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Figure 5.18 Interference of pain with sleep (n=90)
52/90 (57.8%) stated that their pain interferechwliteir sleep.
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Figure 5.19 Interference of pain with Enjoyment oflife (n=90)
The majority of patients enjoyed life irrespectofgpain as 34.4% stated ‘not at all’

and 33.3% stated ‘not noticeable’ to this question.
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Table 5.6 Treatment received by participants (n=90)

Treatment Frequency Percent
Radiotherapy 39 43.3
Drugs 23 25.6
Other 4 4.4

No treatment 24 26.7
Total 90 100.0

39/90 (43.3%) of participants received radiotherapgt 23/90 (25.6%) received drug
therapy to help them cope with their pain. 24/9%.72) stated that they had had no

treatment.

5.3 The case study

Data was gathered through a case study that inglirsefollowing data collection
activities; 1) interviews with a RO, a nurse anel R Ts, 2) field notes recorded by
the researcher documenting verbal narratives aritipant comments and 3)
reflective writing by the researcher following peiggant observation in the work
environment. Thematic data analysis of the texa gabduced emerging themes and

sub-themes that are presented as findings frorguhktative data analysis process.

5.3.1 Process and Workflow

Patient Presentation

Pain is frequently the reason why patients contbadospital rather than that they
are referred due to early diagnosis of their dise@se patient expressed it in this

way;

...l was walking from home to work anerning when | felt a sharp pain in
between my thighs...I became worried at that mombat because it stopped during
the day, | didn’t take it so serious until two weelfter when | started feeling the
pains again. This time it was all over my body esgs my thighs, abdomen and my
shoulders...I became very afraid and thought | geasg to die so | quickly phoned
my daughter who came for me to the hospital... (R3205/09).
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Another patient communicated it in this way;

...Personally | hate visiting the haoalpso though | had been experiencing
pain couple of times | ignored them...but this tinoeuldn’t help it anymore...In fact
it was so severe that | stayed away from work sé\days...and you know we
military men have strict rules and nobody dareisoloey the commander’s roster...
but | couldn’t help it...After staying at home fovo weeks my legs got swollen and
the pain increased so | was rushed to the hodpitady wife... (P83, 21/04/09).

Many of the patients presented to the radiothedgpartment because they had pain
and not because they had knowledge of their medaradition. Of the patients that
were referred, most referrals were by medical dsdtoregional hospitals but there
were also referrals from neighbouring countrie&bana. Amongst the patients who
self-referred and those referred through the healte system many came not

knowing that they had cancer.

Department workflow

Patients undergoing radiotherapy were seen to aalaly routine whenever they
came to the department. They always entered thEnggaoom with their hospital
appointment cards. Patients for radiation treatimneno had been in the department a
couple of times, knew their way to the treatmeodiland reported directly to the

RTTs before returning to the waiting room untiviis their turn for treatment.

It was noted that most of the patients with an agpwent for simulation did not
receive adequate information on the first day efrthisit to the clinic and therefore
were mostly seen at the reception desk making eaquiOne of the patients

commented;

...the ... didn’t tell me where | shogid. ...just told me to come on Monday
at 10.00 am for simulation...I thought | was comiagee ... for the simulation so |
went to the records but | was told my file had biden to the treatment unit... (P12,
11/06/09).

The workload of the two ROs makes it difficult thiem to give all the information:
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...You guys are aware of my worklogou don’t expect me to remember
everything about patient...sometimes | expecttti@trecord keeper will give this
basic information... (Pr 5, 24/04/09).

It was also noted that patients visiting the clifmbowed three referral patterns; 1)
scheduled review from treatment floor (radiatieatment unit and chemotherapy)
with referral by the RTTs according to a reviewestule, 2) new patient processed
via nurses or record clerk and 3) emergency rdfgomn the treatment floor for

patients requiring urgent medical attention.

Waiting times

The waiting times of patients for simulation, reviand treatment were monitored
during the study. The radiotherapy department (RA&¥ one waiting room that
accommodates all patients in all stages of thenreat process. This is different from
many other centres where there are separate wattorgs for new patients, clinic

visits, simulation and treatment.

It was noted that there is no protocol to checKliwe of work in the clinic except for
emergencies. Patients were said to be seen arstaciime first served’ basis except
for those who had a personal appointment with tieat or had an urgent need. The
departmental assistants (DA) manage the ordert@rpdolders and call the patients
to the consulting rooms for review. It became appathat all non-emergency
patients waited for long periods and some even taimgd that the DA’s were not
following the protocol. This was further complicdtiley patients reporting to the
hospital very early whether they had an appointroemiot with the hope of avoiding

a long waiting time:

...l was told to come for treatment at0Dlam, but | was here by 6.30 am
because | wanted to see the doctor before thartesst..| have to get my file to the
doctors early so that | can be served first ane my treatment at 11.00 am...l don’t
want to wait...(P1, 6/05/09).

One explanation of the long waiting time for patgeis that there is an inadequate
number of doctors in the department (Pr 7, 19/05/08e two ROs have several

responsibilities besides the clinic reviews.
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...RO’s help RTTs during simulation, drae@atment volumes for patients
that were planned, prescribe radiation doses éatitnent, are involved in clinical
mark-ups for patients ... They are part-time lez$un the University of Ghana ... (Pr
7, 19/05/09).

This affects workflow and impacts on the qualitysefvice provided for the patients:

...the doctor forgot that | was waiting don’'t know where the doctor
went...the doctor received a phone call and excoszdnd for 40 minutes, | was still

waiting...l am sure it was not intentional but | weasy upset ... (P 46, 23/04/09).

Patients on radiation treatment monitored by th&®fad a scheduled time for
treatment. Yet this did not always go as plannezltdithe time taken for some of the
patients to return to the treatment machine aéfarral to the clinic. Evidence shows
that when patients are delayed during their revibe flow of work on the treatment

unit is affected.
One of the RTTs (R3) commented:

...why can’t we take care of our owtigras ...l think that if we did, it will
help solve all these problems... they spend tochntinee during review... and when
they come back they want to have their treatmemnianiately because they think
they reported early... (R3, 15/05/09).

It was noted that though RTTs were in charge akp#d’ appointment for simulation,
their waiting times were partially controlled byetROs, hence the waiting times for
simulation was longer than at other places in #utotherapy process. In the focus

group a comment by an RTT at the simulator was:

...| prepared the patient an hour agocatied the doctor three times but the
doctor never showed up till | went to (the) consigiroom... (Pr 1, 15/05/09).

...The patient was lying on the bed flon@st 45 minutes and the doctor was
not coming...As | decided to get him from the bee, doctor showed up and

apologised...Apparently the doctor was called theobrachytherapy room and forgot
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that | had called....All | needed from the doct@swo check the field so that | could
take my films ... (Pr 2, 15/05/09).

It was observed that some patients were reportirige department very early to
avoid long waiting times. Again, it was noted ttteg patients’ appointment system
was not working as planned by the RTTs becausestlevery patient interviewed
wanted to come early. They were reporting veryyefan fear that if they don't they

might end up missing their bus home.

Treatment review

The department procedure is that reviews are pagdrby the ROs from Monday to
Thursday and that Friday is reserved for emergsrauiel clinical review meetings.
Yet the evidence from this study is that the dact@ork on most Fridays like on any

other day because of patient referrals by the Raifsat times the nurses.

One of the research assistants (R3) reported datanfirm that a patient was referred

on one of the Fridays during the study;

...I had to refer a patient (P72, 1200% to the doctor immediately because |
saw that she was in severe pain and she couldiktpraperly...I was anticipating
that it was fracture and needed confirmation fromdoctors...and the patient also
told me she had difficulty in sleeping at nightR3, 20/06/09).

As the principal investigator, it became very neeeg to refer a patient for review on
Friday even though | knew it was not a day foreewibut | could not help it because
the patient (P6, 10/06/09) had severe pain andoessling through the nose. Some
of the patients scheduled for an afternoon treatrnad complaints and had to see the

doctor before treatment.

5.3.2 Pain and cancer

Many cancer patients suffer from pain due to tbeease. Almost all the patient
participants assessed during the study had pasmwind ‘severe’ was commonly
used in describing pain by the patients espediatige with advanced disease. One

patient described his pain like this;
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...The repeated pain in my abdomereryg gevere...It sometimes extends to
my stomach... (P23, 22/04/09).

Others described it as mild which suggested thaag not serious; some also chose

words like sharp and burn. One of the patient’'€dpsons of pain was;

...and it often comes in the afternoosia aharp pain around my armpit...but

it's mild and not very serious...l think | can managfr now... (P17, 9/06/09).

Cancer also generates emotional pain for patiénts. patient described it in this

way;

...my husband left with my childreneaft was diagnosed of cancer...I have
not seen my family for the past six months...| feehsuch pain when I think about
them (P11, 5/06/09).

Pain also entered the conversations with the R®,(P#/04/09) when it was
suggested that patients have pain as a resulewnfridiation treatment. The RO
commented that planning of patient’s treatment@umlity checks on their treatment
set-up will help to target the radiation more aeateiy and thereby reduce the high
dose areas and the intensity of the pain fromrtreat. The doctor commented in this

way;

...All over the world cancer patientsfeufrom pain but sometimes they
react to radiation treatment which also generaite paut | believe we can help them
as we improve our work by double checking our gt-and techniques...We must be
planning most of our treatment if not all so th& @an reduce these reactions and
lessen their pain (Pr 5, 24/04/09).

Pain from treatment

This study showed that for this population pain wagneral problem facing most

cancer patients:

... must confess that most of ourguas are going through severe pains, and

| believe they need our help more than ever. .fMbst unfortunate thing about some
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of the patients was that they felt they were a d&otb us if they complained to us...
Others also have pain but could not describe it wasll... (Pr 6, 22/05/09)

The cause of patients’ pain can be the diseasaiorcan arise due to the treatment he
or she is receiving. At times the reason for agpd$ pain is unknown. In one of the

interview, the nurse pointed out some causes.

...I think for most patients, their@se was causing their pain...some also
were the results of the chemotherapy drugs we tigara, others | don’t know... (Pr
6, 22/05/09).

Observation made on patient participants duringstbdy indicated that patients had
severe reactions from radiation treatment in a fofma line cutting across the end of
their treatment fields (Pr 7, 19/05/09). It waseed that patients with cancer of the
head and neck with three treatment fields (two spmplaterals fields and an anterior
neck field) were reacting severely on the edgéefmatching area (Pr 7, 19/05/09).
Similarly, patients with breast cancer who werengereated with three fields (two

tangential fields and a supraclavicular field) laagimilar skin reaction.

According to one of the patients, this particukaation caused him much pain (P 81,
30/03/09):

...whenever | lie on my back, | feeingaaround my neck and the area you are
treating. | can’t even touch the area it's so pdinf(P90, 4/05/09).

Patients with pelvic cancers were not exempt ases@ported having pain from
severe reaction to their treatment (P 25, 11/06/08gse patients had severe
diarrhoea and wet desquamation in skin folds wkmine reported as causing them
severe pain (P8, 10/06/09). For all these patiguaiis, was a very common complaint

given to the RTTs.

For most patients, even though they had pain, idb#sgrit to the assessor was a
problem. One of the professional participants adamdgd this when she was asked

(Appendix A4) ‘what was the most outstanding obagon in your findings’
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...Others also have pain but they coulddasicribe it very well... (Pr6,
22/05/09).

A comment from R4 also indicated that patient’digbio describe their pain was a

problem.

...some of the patient | met couldn’t @any appropriate word to describe
their pain, some used some jargons which | undedsbait | couldn’t translate them
into English, or even in the local language....Oniepasaid | fell like ‘brrrr’, and
another said ‘ashhh’, and ‘hooo’... (R4, 1/06/09).

Pain affects behaviour and lifestyle

Pain affects the behaviour and lifestyle of pasemidergoing radiation treatment. In
one instance the researcher observed that sonemsapireferred standing and
walking around to sitting in the waiting room, ewviaough there were empty chairs

available for them to sit. Reasons given by sontieiis for that were:

... but | feel pains when | sit...besawf that | prefer to stand rather than
sitting but | also don’t want people to know s@irgetimes walk around the
department...My son will come and call me when lcaited... (P32, 11/05/09).

It was also noted that some patients had paintaftgtheir:

Mood: ... I'm going through so much pain that hitaven smile at people when |
even have to do so... sometimes ‘they’ misundedsta@ but | know what I'm going
through... (P17, 9/06/09).

Work: ...l have to trade and pay my bills, pay myldtgn’s school fees and feed my
family...I wish the treatment was free...l would hatepped trading...sometimes |
don’t go to work because of pain... (P90, 4/05/09)

and even their sleep:

...I struggle to sleep at night...and | d&now why my pain becomes very
serious during the night... (P82, 21/04/09).
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5.3.3 RTTs role
During this study the duties of the RTTs in theesgsh site were noted during a focus
group interview with RTTs and through participabservation. One RTT described

their role in the radiation oncology departmenthis way;

...Our duty is to position patient 8dmulation and treatment...\We observe
patient undergoing treatment and report any clirdoanplication to the RO (Pr 2,
15/5/09).

Another RTT confirmed the role of the RTT in Ghasabeing focussed on treatment

and patient care;

...We administer prescribed treatmasiedto patients accurately... we give
emotional support and advice to our patients...Weige that radiation protection
measures at the treatment area are adhered tbdtgfabnd patients... (Pr 3,
15/5/09).

RTTs in Ghana are conscious of their role in the cd the patient and during a focus

group interview, one of them commented:

...1 think we are doing our best, butwe®m do better for them (the patient)... |
believe we must always put on a good facial appearavhen chatting with them

irrespective of our own personal feelings... (P1205/09).

Several roles of the RTT during the study were alsted from the researcher’s
observation of the work environment. These inclsidgporting and careful
positioning of the patient in pain, counsellingpatients and answering patients’
questions (Pr 7, 16/06/09).

From observation, patients with head and neck camd¢® had either a tracheastomy
tube or had reacted to treatment with wet desquamatad difficulty in lying down
with their head on the head support. The RTTs stipgdhe patients in such
conditions by holding their head or their neck dgrpositioning until they were
comfortably lying down (Pr 7, 24/04/09).
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RTT's role in pain management

Reflecting on the study, the principal investigatoted that RTTs helped in the
management of patients on treatment to reduce thkload of the doctors (Pr 7,
24/04/09).

RTTs assessed patient’s pain and the outcome iofatsgessment brought much
attention to the quality of service delivered ttiguats in the department. In a focus

group interview one of the RTTs asked a question;
...should pain assessment end afteisthdy... (Pr 2, 15/05/09).
This generated into a discussion on role extension.

5.3.4 Role extension

Role extension is considered by RTTs in Ghana aedveew is that routine quality
control which is done by the medical physicist¢hi@ department should be the duty
of the RTTs. The RTTs described it in this way;

...Itis our duty to ensure routine lifyaassurance on the treatment machine
and the simulator... (Pr 4, 15/5/09).

Role extension was a recurring theme particuladynfdata gathered from the RO
and the RTTs:

...We have to help in the treatmentpiag so that we can insist on patient’s
plan before treatment... (Pr 4, 15/05/09).

...Much depends on you [RTTs], evepeifient’s treatment is planned, the
interpretation and reproducibility of the plan dgitreatment lies on you... (Pr 5,
24/04/09).

...l also think that the prime concefroor treatment should be to deliver the
best care to our patients... (Pr 3, 15/05/09).

...I think we can encourage and rea&stwm to continue the treatment

because stopping the treatment wouldn’t help eith@r 1, 15/05/09).
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Data from an RO interview (Appendix A3) revealedttsome of the load on doctors
could be shared with RTTs when the RO said:

...YOou can sometimes use you discratiomhich patient sees a doctor and
when...I believe we are all professionals and sonest we can help each other. You
don’t need to send all patients to us... (Pr 502409).

In trying to answer the question on whether pageasment should be part of the
RTTs role even after the study, the concept of estension was revisited by the
RTTs in their conversation and the conclusion draas that pain assessment could
possibly be an extended role for the RTTs at thB RiTGhana and that this could
help reduce the workload of the doctors and funthduce patient waiting time as

well as improve the quality of care offered to eats (Pr 7, 19/06/09).

The role of the RTT in pain assessment and managenss discussed further in
terms of what the RTT could do to help a patienhy&in and that improved

treatment planning would help to reduce radiatibeces and the resultant pain.

...Personally it is a concern to me, htidnk that the earlier we do something
about it the better...I believe that we can comfieetit so that they don't feel
depressed...however, we should begin insisting aemta plan before treatment

now that we have the three dimensional treatmemtrphg system... (Pr 1, 15/05/09).
Another suggested how RTTs can manage patientpaithin this manner;

...I think we can reassure and encoutlgm to continue the treatment

because stopping the treatment wouldn’t help eith@r 4, 15/05/09).

Except for patients needing emergency treatmeatR{ATs see their patient for the
first time during simulation. From then they see gatient for each radiation
treatment. This study again emphasised that the &fiTmake a major contribution

to holistic patient care and the RO stated that:

...Well you guys are doing well even tgbuhere is more room for
improvement. The only problem | have with you iattiiou keep referring patients to

us and sometimes even on Fridays... (Pr 5, 24/p4/09

92



Although the majority of the RTTs were of the vidvat pain assessment and
management could be a role extension for the Rt Tahiana, a research assistant
reported that one RTT thought otherwise:

....0ne of the RTTs was of the viewt thanagement of pain was not his
responsibility and felt reluctant to help a pati@?t0) assigned to him by R4 during
the study (Pr 7, 30/04/09).

5.3.5 The need for a pain assessment tool and guvee

Data from the research assistants, patient comrmaedtthe researcher’s field notes
showed the need for the development of a pain siseed tool to be used in the
research site. Reports from research assistantatad that there should be a
protocol to define which patients must be refetmethe doctors. The research
assistants (R3 and R4) gave data to indicate tperiance of the tool when it is

developed:

...I simulated a patient (P31) withrpaa three different sites but never
identified any until the patient participated ire tstudy. | wouldn’t have noticed that
it was very serious until | conducted the pain assent tool...and surprisingly the
patient didn’t complain... (R4, 11/05/09).

...Through pain assessment, patients afgle to express themselves better to
RTTs... | think that developing a similar tool fase in the centre will help in the

continuous care of pain in cancer patients... (R3)6/09).

Likewise, the researcher indentified through pgréint observation that the
development of a pain assessment tool will enalflésRo define which patients
should be managed by them. Some comments genéramethe focus group
interview gave some points on the need for paiasssrent tools. From the
discussion with the RTTs, it was further noted s@he of the patients should be
referred to the doctor while others can be easdypaged by the RTTs. One of the

RTTs described his view in this way:

... feel very uncomfortable when settthgm up, because of the pain they
are going through...I think that we have to send thethe doctor rather than trying
to do anything for them ... (Pr 2, 15/05/09).
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One of them also expressed his view in this way:

...We can decide on which patient wi s&ind to the doctor and when...I
think some of them we can stop their treatmentrafet them when we see their pain
is very severe... (Pr 1, 15/05/09).

In an interview with Pr 6, the researcher was etitban how nurses manage patients
with pain. A response from the nurse pointed oat they use medication and
sometimes they counsel the patients but mostly &y patients in pain to the

doctors especially those with severe pain (Pr £)3209).

The content of the tool

The content of the pain assessment tool were geaetiarough various comments of
the patient participants and the data producedighréhe reports from the research
assistants. First of all, comments and reports fpanicipants pointed towards the

exclusion of certain questions in the demographia.d

...I think in the first place we shoultihave included the question on their
educational level, since it was a problem to manye patients. In fact some of the
patients | interviewed either didn’t know or feductant to disclose the educational
level... (R4, 1/06/09).

...I feel that the question ‘are you emtty working’ and ‘current occupation’
were confusing to the patients. | believe they weage or less the same question. |

couldn’t even translate them properly to the pasi¢mterviewed... (R3, 1/06/09).

The researcher in his reflections on the respadinsespatients noted that the
guestion on the patient’s date of birth was notweamed by many of the patient

participants.

... For a moment | thought about ighgicance to the study and | felt that it

was not needed in the pain questionnaire... (R9/06/09).

While other patients felt some questions wereexraht and should be excluded,
some suggested the inclusion of other questioasyrfuture tool for pain

assessment. The co-investigators captured comrrentgatients in their reports.
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...While I interviewed the patients, daeturer who was a patient participant
(P87) drew my attention to the question ‘why ara geeking treatment at
RTD’ he said and | quote “You guys know why we hege, aren’t you? Why
do you want me to tell you again” ...as | pondeyedhis | felt very
embarrassed because of the way he said it and wexhtieat all along we
didn’t see, even through the pilot study, but anywa noted and thanked
him... (R3, 1/06/09).

...Most of the head and neck patientsdi@tishade/mark the location of their
pain because the area was very small for them.nkthéxt time we have to
give them a separate diagram of the head and nedaby description and
location of their pain... (R3, 1/06/09).

...I realized from the questionnaire thatients with pain for weeks and days
were not catered for because the question on idaraf pain’ was in months
and years, | found a way to include this in my sgjoent interviews when |
noticed... by asking them to instead of allowingnthto choose between the
months and years...I'm sure that patients who dignSwer this question were
justified...Of course if nobody asked them the daraand were suppose to
complete it by themselves ... then they would skightn they find out their
duration were not covered... (R4, 1/06/09).

5.3.6 Data generated from responses to the patiegfesral needs
Some of the patients were referred for treatmentagiately during the study. A
selected number of their responses, treatmentvestetomments and reasons for

referral are shown in Table 5.7.

95



Table 5.7 Reasons for patient’s referral

(@]

)

Patient | ProfessionalReason Treatment Comments

received

P6 Medical Bled through the | Radiotherapy | Assessed by

doctor nose and had and medication | Researcher on
severe pain at night 10/06/09. Seen on
the same day.

P10 RTT Had occasional Counselling and| Assessed by R4 on
pain but psychosocial 30/03/09. RTT
complained that he therapy reluctant to help
had no treatment patient. Patient re-
even though was assigned to another
receiving radiation RTT
treatment

P19 RTT Patient stated Supportive Assessed by R3 on
factors that made | therapy and 14/05/09. Patient
pain either better or counselling specially monitored
worse and supported durin

treatment

P31 RO Patient with pain | Medication Assessed by R3 on
(constant aches) in 11/05/09. Patient no
three different sites seen on the same

day, RO not pre-
informed

P50 RTT Patient with pain | Counselling Assessed by
from treatment and researcher on
had already 10/06/09. Patient
previously seen the reassured by RTT
doctor

P48 RO Patient complained Medication Assessed by R4 on
of constant 5/6/09. Patient seen
shooting pain on the same day, R(

stopped patient
treatment and asked
patient to see her on
8/06/09.

P71 Medical Patient could not | Medication Assessed by R3

doctor walk and sleep on12/06/09. Patient

because of pain

encouraged to
continue treatment
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In the next chapter the results from the surveyaas# study presented in this chapter
will be discussed. The focus of the discussion bélito develop the recommendation

of pain assessment as a suitable area for rolasatefor the RTT in Ghana.
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CHAPTER SIX
RTT'S ROLE IN PAIN ASSESSMENT

6.1 Introduction

By means of a mixed method study data was collgti@digh observation,
interviews, field notes, responses from patienégd) administration of a pain
guestionnaire to 90 patient participants and pafigther comments. Analysis of
data was focussed on exploring the RTTs role in pasessment. Recommendations
and suggestions are made regarding the role ®Tieand how the quality of care to
patients can be improved. The research questionedas a guide to the discussion.
The final contribution of this thesis is the presgion of a new tool for pain
assessment designed to be used by the RTTs in Gdramssessing pain in cancer
patients. The chapter concludes the thesis by sk&tg pain assessment as a role

extension for the RTT.

6.2 The Role of the RTT in pain assessment
Through the study, several roles of the RTT inabgessment of cancer pain were
identified. Through careful analysis of the resmafsom the survey and the case

study, three patient groups were determined:

» Patients needing urgent attention, and requiringeatiate referral to the
doctor.
» Patients who can wait for their scheduled reviete da

» Patients with pain that can be managed by the RTTSs.

6.2.1 Category One: patients referred to the dostor
Through a process of reflection on the data obthirem the case study and careful
consideration of the results of the pain questioenghe following patients were

considered as those that needed urgent attentontfre doctors;

» Patients with no effect on their pain after takingdication (Figure 5.12),
» Patients having interferences with daily activisesh as sleep, work, and
mood (Figure 5.14-15, 5.17-18),

» Patients with constant pain (Figure 5.13)
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» Patients with extreme pain (Figure 5.7) and

« Patients with constant aching, burning and shodffiadple 5.4)

Pain and Medication (Figure 5.12)

Medication was seen to improve patients’ pain lojuogng it as was stated by almost
68% of the participants (Figure 5.12). The WHO @9§uidelines for the
management of pain defined medication as a mabiriaeducing pain. However in
this study, 31% of the patient had no effect oiir fhain with their medication. When
the RTT finds this | believe it is very importantrefer these patients back to the

doctor with a suggestion to review the drugs pibedrfor the patient.

On the other hand, the patient may not have complith the prescription and it is
recommended that this should be checked first 8YRIRT before referring the patient

to the doctor.

Effect of pain with daily activities (Figure 5.14%hnd 5.17-18)

Pain has a major impact on people's lives; it cagteplessness, depression and

interferes with normal physical and social funcingnof individuals (Pain
management services- England, 2009). Pain affeetguality of life of patients
especially in cancer patients (Burton, FanciulleaBley, & Fisch, 2007; Siddall &
Cousins, 2004; National Institutes of Health Stat¢he-Science Statement, 2002)
and becomes more persistent as the disease preg(@eshet al, 1995). Patients
with constant pain had interference on their dadtivities such as their sleep; work
and mood. For such patients, the researcher recadsnegent referral for medical

care because of the complex nature of their problem

The quality of life which is normally referred ts the well-being of a patient
(Leplege & Hunt, 1997) includes the patient's mathe, ability of the patient to have
good rest and work without interference. When raiwever interferes with these
activities, it affects the general well being o thatient and sometimes leads to an
interruption in the treatment schedule of the pasieSometimes patients have to stop
their radiation treatment and seek treatment feir {pain; especially when the pain is
unbearable as for (P48) when the RO stopped tharient and gave the patient
medication (Table 5.5).
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The results show that 12% of respondents had seamenith constant interference
in their work (Figure 5.14). In Ghana only a srmalmber of the patients in the study
population own a private business (patient datan fROI'D, 2008) and as confirmed in
this study only 8% of the patient participants kizelr own private firm or business
(Table 5.2), and could leave their work for treattre@nytime they wanted. The
majority of patients have to combine their workhwiteatment and have a greater

chance of their pain interfering with work:

..."I have to work and pay my treatmeitisbchildren school fees ...l wish it
treatment was free...” (P90, 4/5/09).

The National Health Insurance Scheme (NHIS) in Ghahich was introduced in
2005 does not yet cover the costs of radiothenagatrnent though efforts are still on
going to change this. If the cost of treatment e@gered by the NHIS or was free,
the majority of the patients would not have theitholoial worry of working to get
money to pay their medical bills. This would potelly reduce the pain of many in
this category since work generates fatigue anduataffects the quality of life of
patients (Smets, Visser, Willems-Groot, GarssehuSeer-Uitterhoeve & de Haes,
1998).

Another important finding about pain interferingthwvivork was the 9% (7/78) of the
patient participants who stated that, they werenpieyed because of pain (Figure
5.4). This will generate much pressure and psydjicéd trauma on these affected
patients since their working or trading was theurrse of income generation (P90,
4/5/09). For most patients, the thought of losimgjrtjob was a burden to them
especially knowing that their life depended orsiame of them were therefore
prepared to work irrespective of their pain andnetderated severe and constant

pain but kept working. For these patients, refertimeem to the ROs could help them.

The sleep of 58% of the patients was affected by fhain (Figure 5.18). Sleep is an
important aspect of every living being and is nelol everybody. According to the
National Sleep Foundation (NSF), sleep is essefiotiad person’s health and
wellbeing, (American Psychology Association, 20study conducted by the
American Academy of Sleep Medicine (2009) suggtstssleep problems lead to
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increased pain and fatigue in cancer patients.rrasults indicated that any
treatment aimed at helping the patient to sleejddo& expected to improve both

pain and fatigue in this patient population.

When a patient’s ability to sleep is impeded bynpdibecomes an unpleasant
situation both to the patient and the care-givesnithe results, almost 39% of the
patients had severe pain which affected their slReferring them to the doctor for
review and possibly for medication to help religheir pain and to prevent escalation
of their pain is important. The outcome will ales$en the burden on their care-

givers and help them to have enough rest whilg#tient is asleep.

From the results, 5.6% of the patients statedttieat mood was affected by the
severity of their pain (Figure 5.15). These pasemith pain interfering with their
mood had extreme pain and needed urgent atteftivas an important learning for
the researcher that patients could be moody beadukeir pain. Through this study
the RTTs and the entire staff were informed thag¢rvpatients are in severe pain it
can affect their mood and their behaviour towahgsrt irrespective of how nice they

are to them.

Patient with constant pain

Patients with pain all the time were seen as {jttimo two categories. Firstly, pain all
the time could imply chronic pain which never gaggy. Chronic pain can be
classified into either persistent pain or breaktigtopain (American Cancer Society,
2007). Persistent pain can range from mild to seaed it is patients in the latter
category that are considered to require urgentlmacause they might have been with
the pain for a long time, even before they wererrefl for treatment. Also it

indicates that any previous treatment for theingeid failed. Secondly, pain all the
time was the answer of some patients when theyhadfrom the duration of their

treatment until the onset of the pain assessment.

Patients with constant pain are considered to Itleempatient group who need
immediate medical attention. This is because isdlgatients the pain dominates
their life rather than the disease or the ilinésd tauses the pain (Pain management
services-England, 2009, Doctor for Pain, 2008¥ therefore the duty of the RTT to
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ensure that such patients have access to thetmigitinent as early as possible in

order to relieve them of their pain if at all pdssi

Patients with constant aching, burning and shoqiaig were considered to require
urgent care because their condition is seen tefeus. Pain may distress the patient
and lead to an interruption in their radiation tne@nt if they are not referred in time.
Nerve pain caused by damage to a nerve or presaueerve is often described as
burning or shooting (HealthHype, 2009). Patientihwbnstant burning and shooting
pain were considered as those with nerve paineByriing a patient to the doctor,
RTTs will help prevent any further damage to otlneaffected nerves and by so
doing prevent any future continual pain. Bone psioften described as aching
(Cancer Research UK, 2007) when the cancer sptedlds bone and the growth of
the cancer within the bone damages the bone tesdieauses the pain (National
Comprehensive Cancer Network, 2005). Patients edgtistant aches were considered

to have possible bone pain that required immediegdical attention.

The RTT'’s role in category one (6.2.1) was ideimifypatients’ problems and
referring them immediately to a doctor. It is pbssithat the RO may not know the
condition of their patients given that they seerttence a week or less. On the other
hand, RTTs have established a patient-RTT reldtiprend spend time on a daily
basis with patients during their treatment. Throaghtinual assessment of patients,
RTTs would know more about their patients and thesblems and be in the best
position to identify any change (whether negativeasitive) and to refer them when

needed. This improved patient care would improeestrvice to our patients.

Patient with extreme/severe pain

Thirteen percent of the patients had extreme aiatéd in only one site, and of the
19 patients who had pain in more than one sit@ddxtreme pain (Figure 5.7).
Acute pain is pain that is short lived but can beadibed as severe (National
Comprehensive Cancer Network, 2005). If it is fribra radiation treatment then pain
generally begins a few weeks after the start otrtbetment and peaks towards the
end of treatment (Wells 1995). By referring theaggmts to a doctor, they could
receive care that to some extent would reduce gaeir if not eradicating it

completely and it would also help to prevent thm fidom becoming aggressive and
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persistent. This is because early intervention prayent pain from becoming

persistent (Pain management services-England, 2009)

6.2.2 Category Two: patients on “watchful waiting”
Careful analysis identified the following patietdsbe those who could wait till their
scheduled review date to see the doctor but wehrtblusion of a note in their folder

about their condition and pain assessment:

« Patients who described their pain as moderate (&ig1i4-5.19) and

* Those who described their pain as discomfortingufé 5.7).

In order to reduce workload on the few doctordmdepartment and reduce patients
waiting time the investigator identified a categoajlled ‘Watchful Waiting”.The
RTT role for this group is daily monitoring to takete of any changes in the

patient’s pain and give reassurance to the patient.

Following the suggestion in the focus group intewyi RTTs decided to take
responsibility for this role on a trial basis dwitinis study. They were therefore
assigned to these patients and their duty wasrédutly observe them for any
possible change in their pain, and to report tar gtedy team (made up 4 RTTS).

This section was the ‘watching’ aspect of the pssce

The ‘waiting’ aspect was the responsibility of fhatients to patiently wait till their
review date was due. Patients were informed tortépdhe RTTs on duty if the
noticed any change in their condition. Patientipgi@nts were assured by the RTTs
and were given explanations as to why they haddit Explanations given included
the fact that the number of doctors did not allowthem to see everyone and that
even if they attempted reviewing everyone with @jpem; it was not going to be

possible.

They were also told that doctors wanted to havditguane with each patient and be
able to listen to everyone, hence if they rushebtsaw everyone this would
compromise on the quality of care. They were abé that their waiting time would
be long if doctors attempted to see everyone aaidsttiection of who goes to see the
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doctor was based on the severity of pain beginwiitiy patient with extreme pain and

ending with those with mild pain.

Another explanation given was that the RTTs in ghaof their treatment were
capable of managing their pain for that period.yTWere also told that RTTs were
ever ready to listen to them and help them ungiirtacheduled time was due. Those
who insisted on seeing the doctor were howevernede These categories were
selected by the RTT because moderate and discongfqdin were not as serious as

extreme and constant pain.

6.2.3 Category Three: patients to be managed by RTT
The final category is the group which the researcbasidered that RTTs could

manage until any change in their pain occurred.

» Patients with mild (Figure 5.7) and occasional pain
» Patients with pain from radiation treatment,
» Patients who state factors that help them cope tvéh pain and

« Patients who indicate that position affects thainFigure 5.10).

Patient with mild and occasional pain

In this study patients with mild pain were managgdhe RTTs. This decision came
up during the focus group interview with the RTFFeom the data gathered from the
comments of the patients who described their psimiéd in Figure 5.7, it was
identified that the majority of them were sufferiingm chronic pain and had lived
with it for a minimum of several weeks before tmset of the radiation treatment.
According to Leaver (2002), chronic pain referp#in ranging from mild to severe

and lasting for a long time.

Patients with mild pain were reassured continuouldhey were introduced to the
RTTs in charge of their treatment whose duty wasdly monitoring whenever the
patient came for treatment. They were also educatedt their pain and given
psychosocial interventions such as provision adnmiation that was intended to
make them think differently about their pain andstant communication about their

pain (Syrjalaget al, 1995). From the focus group interview, a conolusvas drawn
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that indicated that it was not likely that mild paiould affect the patients’ treatment
regimen. One of them stated it this way:

... Patient with mild pain will not cauagroblem to us, after all, they can do
everything by themselves unlike the others whotoawen climb the stairs unto the
bed ...I believe we can just assure and observe #ivgre it's not so serious... (Pr 2,
15/05/09).

Likewise, patients with occasional pain were selés part of the patient
participants that were cared for by the RTTs stheg were seen to be healthier and
physically stronger than those with severe andueatpain. These patients, through
the pain assessment, were interviewed by the RThbsget to know more about their
condition and also at what time in the day they paic. The interview with the RO

also revealed some level of confidence in the RibTeanage some of the patients:

...Itis not every patient that you haweefer to us; | believe some of them
you can find out about their problem and use yadgment on who sees the doctor
and when... (Pr 5, 24/04/09).

Patients with pain from radiation treatment

Patients with pain from radiation treatment wespahanaged by the RTTs. Of the
50% of the patient participants recruited from tifeatment section, 70% were
observed to have pain as a consequence of theioadieeatment.

During the case study, an interview with the RCeseded that doctors were aware that
a lot of patients had severe reactions to the tiadi&reatment and that this was
causing excessive pain to them (Pr 5, 24/04/0%.R0O attributed the severe
reactions to the fact that the majority of the tireants are not planned (Pr 5,
24/04/09). In a focus group discussion with the BTa similar conclusion was

drawn. The suggestion by the RTTs is that RTTs nmss$t on patient plans before
performing any treatment so as to minimize the sitect of treatment (Pr 1,
15/05/09).

Education and counselling in the form of advice andgestions were given to the

patients by RTTs regarding how they could cope withr pain. Patients who were in
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the final week of their radiation treatment werassured and encouraged to complete

their treatment.

During the pain assessment, a comment from a pai#ticipants (P11, 5/06/09)
revealed that some patients do not really undedstasm explanations given to them
by the doctors during the signing of consent piaoireatment. They confused the
side effect of the radiation with pain. For instafil1 had diarrhoea as a side effect

of her radiation treatment to her stomach but dtttat she had pain in the stomach.

This issue was further discussed by the RTTs iridbes group and the conclusion

was that RTTs should repeat the information topéugents during treatment in order
to be sure that patients understand everythingtaheir treatment and the expected
possible effects of the treatment. By so doingpairents would be thoroughly aware

of their condition and cope better with any paitess very severe.

Patients undergoing concurrent chemo-radiatiorirtreat who also fall under this
category will be given special attention of morittgrbecause chemotherapy can

generate its own pain response.

Presence of factors that either increase or dezEsEs

Some of the patients stated factors that made plagireither better or worse. For
example, some patients stated that drinking wafglying ointment, cushioning the
abdomen with cloths, prayer, using hot towels, bandnd lifting of hands made
their pain better. These factors listed by thegmatparticipants are also normal daily
advice that RTTs, as part of their duties, reconureard suggest to patients
undergoing radiation treatment. RTTs could theretake the responsibility of going
through the list with patients again. If that isavimakes their pain better, repeating
them by the RTTs will serve as a therapy to them.

For instance, patients with head and neck canceralaays encouraged by the RTTs
to drink more water to avoid dry mouth during theatment. Those receiving
radiation treatment to their lower and upper abdoaned with a huge mass in the
area of the disease are encouraged to use a cwgh@mnlying down or sitting. Those
receiving treatment on their thorax are adviseddar loose clothing in order to

reduce skin contact with the area being treatedadlod free-flow of air. Others who
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have spiritual beliefs about their disease and pegrconstantly encouraged to pray
with faith for their healing and have confidencdhe treatment. They are also

advised not to stop treatment but are counsellednaplete their treatment.

Factors that participants listed that made theim parse were stress, working, eating
of spicy foods, tiredness, passing out urine angjbimg. Similarly, these are
amongst the items that RTTs normally encourageptsito avoid during treatment.
For example RTTs advise patients on treatmentve baough rest and not to be
involved in much work which could stress them dgrihe day. They also counsel
patients with cancer of the stomach to avoid eatigy food, since it will affect

them and cause pain as stated by P86 (24/06/09).

In all, RTTs will use the information from the paassessment to deal with individual
problems through advice and suggestions to themtatand their family members.
Family members and relatives will be educated om twocare for their relatives at

home and how to help them cope with their pain.

Effect of patients’ position on their pain

The position of the patient participants includetgp and treatment positions,
posture during sitting and standing as well ag thleility to walk. As was observed
by the researcher during the case study, patigthiswge masses of tumour in the
area being simulated and treated had problemsswitie positions which increased

their pain.

Patients who stated that standing, sitting, lyiog/d and walking either decreased or
increased their pain were considered by the inya&ir through the focus group
interview as those RTTs can manage. Lying downseas to increase the pain in
54/90 of patients. Similarly, 28/90 and 18/90 stateat sitting and standing

respectively increase their pain (Figure 5.10).

The study site treats lots of patients with advdreancer and these mostly presents
with huge tumour masses at the site of the dis@et@ents data from RTD); hence
positioning them for simulation prior to treatmemid during treatment is a challenge

for the RTTs until the mass disappears completehgduces in size.
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RTTs major concern for patient is that they remaithe same position throughout
the treatment in order to achieve accuracy in diedigery to the target area. Patients
receiving radiotherapy for various cancers mos#lysupine or prone, and although
patients may suffer from pain from the side-effexftthe radiation treatment of from
their disease (Wells, 2003), the radiotherapyfiisaiot painful (Cox & Davison,
2005). A comfortable treatment position in radiogpy may therefore promote
patient stability and contribute to the best pdsgiatient experience (Cox &
Davison, 2005). There is the likelihood that paseanay move if they do not feel
comfortable, thereby reducing the precision ofttremant. A comfortable position
would therefore be useful when selecting a treatrpesition for patients especially

those in pain.

Through this study, RTTs got to know various posis that were most appropriate
for their patients during the period of radiothegrap

Patients who had problems with lying and sittingvdavere seen to be standing

while there were empty seat in the waiting roomteA&ssessing these patients, it was
noticed that most of them were ignorantly applyangtments and concoctions to

their tumour and the affected area before theyepites to the hospital in a worse

state.

From observation, most of the patients with presgatd cervical cancer had
difficulties in lying down because of their pairerite they preferred other positions

than lying down when they are not on the treatrbexqit

Likewise, patients with head and neck cancers, mdtbeither a tracheaostomy tube
or had reacted to treatment with wet desquamaiad difficulty in lying down with
their head on the head support. Patients in thasgittons were seen to be holding
their head or their neck during RTTs positioningumattempt to lie down (P13,
9/06/09). For these patients with difficulty indg down, the onus lies on the RTTs

to understand their conditions and give them thet S@pport possible.

Breast cancer patients on the other hand, mostfgped lying down to other
positions especially those with intact breast. Ohine patients indicated that they

are able to hold their breast upwards and allowes flow of air around the area
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when they lie down, thereby preventing pain (PG306/09). To further explain this,
patients with intact breast react under their lrdiETs constantly advise breast
patients not to use brassieres during the perioddbtherapy, so as to prevent heat

around the affected breast and further prevertidriand increased pain.

RTTs will support patients in such conditions witle best position during simulation

and treatment which will further reduce patientsnpand make them comfortable.

In figure 5.11, 40/90 and 17/90 indicated that wajkand exercise respectively
increased their pain. In Ghana, patients who dt@gedo the hospital normally walk
from their homes to the department for treatmette€ that travel by bus are

dropped at the bus station and have to walk foutbd km to the department.

The radiotherapy department is an outpatient deyeant and has no admission beds
for patients unless in an emergency. Hence it $sipte that though a patient has pain
during walking, they have no other option. One rhaytempted to think that pain
must increase with walking but as it was seenimgtudy; 40% of the patient
participants had no change in their pain with wadkivhilst almost 16% found that
walking reduced their pain (Figure 5.16).

Also from the study, 73% of the patient particigahad no effect on their pain with
exercise. From the focus group interview, RTTs diedito advise patients to avoid

exercise if it increased their pain.

In summary, the RTTs role in the assessment of g@iong cancer patients should
be:

» Assessment and reviewing of patients with pain,

» Referring patients who needed urgent medical atiend the doctor,

* Repeating information to patients during radiati@atment,

» Daily monitoring of the patients especially those*aatchful waiting”, and
patients receiving chemotherapy concurrent withothdrapy,

* Contributing meaningfully within the multidisciplmy team in the
management of pain,

» Giving assurance and reassurance to patients with p
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* Promoting planning as a routine practice in theothérapy department,

» Educating and counselling patients and their nedator care givers,

* Providing appropriate positions during simulation dreatment for patients
with pain and

» Recommending positions to patients to help theoof® with their pain

* Advising carers and family members on ways in whiwy can contribute to

the management of the patients’ pain.

6.3 Why RTTs should assess pain

The role of the RTTs in Ghana at the RTD encompamalation, preparation of
customized blocks and cast, delivery of treatmemnwell as attending weekly review
meetings organized by management to evaluate petresponse to radiotherapy.
The workload of the ROs is very heavy and as dtrpatients waiting times have
increased if they need to see the doctor beforbwiag treatment. The increased
workload is due to the many referrals to the depent from all over the nation and

beyond as a result of the increase level of awaseokthe public about the disease.

Medical personnel have come to acknowledge thefibefeadiotherapy in cancer
patients and are referring more and more patieots &ll hospitals in the country.
Patients' needs include psychosocial needs aswelhysical needs and so extending
waiting times can cause psychological stress tmtaed in response can manifest as
aggression and violence on the staff and sometimegher patients (Stelmach,
2002). Patients understandably expect a good setivat includes a reasonable

waiting period during review and treatment.

With the increasing number of patients to the Rifidreasing workload of the
doctors, increasing patient waiting time, decreagivel of satisfaction of care and a
fall in the standard and quality of care givenlterds, it has become evident that
RTTs (who are also increasing in their numbersmidgecould contribute positively
to the situation by extending their role in ordeirhprove the quality of care to
patients. One important role identified by the istigator is the assessment of pain
because pain according to the data base in RThan&and through this research
was the most frequent complaint associated witlepist with cancer in Ghana.

Including this in the role of the RTTs will providepatient-centred service that offers
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a supportive environment for our patients with paimovide improved job
satisfaction for the RTTSs, relieve the load on ostaff and ultimately benefit all

parties.

Role extension implies supplementary skills ang@esibilities that extend beyond
the statutory responsibilities and competencigseapoint of professional registration
(White & McKay, 2003; Dimond, 2002). Extending ttede of the RTTs in Ghana to
include assessment of pain in cancer patientsheif) improve the knowledge base
and skills of RTTs as it will give a good causefimther learning and training into
the newly developed role and will motivate for aicipg new skills and competence
related to the management of pain.

Role extension will improve the quality of carela¢ RTD for the patients (Lunday,
2005) and further reduce patients’ waiting time&ag's will begin to take on the
management of pain in their patients and therefeoilbaid faster delivery of

treatment without compromising on the quality ofeca

Extending RTTs role will also give appreciationtloé current and future role of
radiographers and their career development andheelfature recruitment and
retention of radiographers in Ghana, as seen bi#tenal Health Service in
Scotland, (2006).

Role extension will finally bring recognition ofdtprofession which will positively
impact all radiographers in Ghana since much habeen seen or heard about the
career progression and role development in theepsaén and only nurses and other
professionals are always holding conferences aeddihg CPD activities towards

role extension in their career.

In the assessment and management of cancer patighis research, RTTs were in
the fore-front and the contribution to the patiemés enormous; hence by including
pain assessment formally to their existing rolegill help the multidisciplinary

teams’ management of cancer pain.

It is important that all stakeholders involved iaking this a reality recognize the

pressing need of this role at such a time as thesrvpatient care is our priority. With
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increasing numbers of patients in the RTD and te dat even one more RO being
added to the three in the nation, | believe thboaikl be no delay; the best time to act
is “NOW”

Role extension will however not be achieved antized if the knowledge base of
the RTTs remains the same, hence several strudiaxesbeen recommended in this
research to upgrade RTTs knowledge. Even studdmisave yet to take on the
course in radiation therapy in Ghana have beendiec in the recommendations

should this role extension be formally introduced.

6.4 Challenges from the research project

The RTT in taking on the role of assessing and miaggpatients’ pain is challenged
by several factors. From the onset of the pilotigtaranslators had to be searched
and prepared before using them as interpreters.W&s one of the major challenges
to role extension since it took much of the redears time in explaining the whole
process of the study to them. In the course otittlia collection, the lunch time of
some staff members were sought in interpretingeptgi pain to the investigators and
in each case provision of lunch was arranged bytimeipal investigator. Other
people other than the staff in the department vésosted in the translation including
patients’ relatives and even other patients werergeither money or lunch package

by the principal investigator as a token for thigire spent in the study.

Another challenge was the extra time that was spematients who could neither
read nor write in English. Investigators had tadfé®e information and responses
obtained from clients unto the questionnaire pregitb them depending on their
level of illiteracy and assist them in thumb pmgtitheir forms. Averagely 20 minutes
was spent on each patient but where the assistditi@nslators were required,
investigators spent more than 30 minutes on arga#ecording to the translators
and interpreters, the extra time spent in explaigjuestionnaire was not recorded by

any of them and it is even possible that more tivae spent than what was reported.

Other factors include;
* Language barrier,

« Time,
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* Lack of clearly defined description of pain,
* Doctors and

+ Attitudes of some RTTs

6.4.1 Language barrier

Language barrier was the major challenge observéus research. Indeed efforts
were made to combat this problem since it has bedrallenge to similar studies in
the past (Scottish Intercollegiate Guidelines Nekyw@000; Greenwald, 1991). In the
selection of the co-investigators language wasidensd because it was anticipated
by the principal investigator that several patiemts different languages would be
referred to the RTD. This was considered becawssedy conducted at the same
study site by Kyeet al.,(2008) saw patients from different regions in ¢bentry

with different languages. Also from the databasthefdepartment between 2000 and
2008, it is seen that patients who were referradealepartment spoke diverse
languages. However even though efforts were madertat this, it was still a

barrier in this research.

The department in Kumasi, Ghana is still not wgllipped with equipment even
though it is operational; therefore the majoritytted clients from the northern sector
choose to come to Accra for treatment. This alsmaive a contributing factor to this

barrier since none of the co-investigators undedstbeir language.

In Ghana, nine languages have the status of gowrhapproval to be used in the
country: Akan, Kwahu, Nzema; Dagaare/Wale, Daghdaangme, Ewe, Ga,
Gonja/Kasem (Ghana Home, 2009he hospital also serves neighbouring countries
who also speak different languages including FreAchong these languages, the
investigators could speak the Akan, Ga, Kwahu, D@ngnd Ewe but the northern

languages were a real problem.

Interpreters were sought by the investigator aistasgs to help translate the
questionnaire into various local languages. Sontbexe interpreters were staff of
the department, relatives of patients and everpatthemselves who could speak

several languages. According to R4, a patient wan ased to help in the process.
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... At some point | became frustrated had to use one of the patients as a

translator which was something | never wanted ta @83, 9/06/09).

Fortunately that patient translator was not a pignt of the study and therefore did
not have any impact on the research. There is #ttenof confidentiality but in all

cases the patient was asked if the translator cmdibt.

The danger about language barrier in such a stuthat, one can misinterpret
information obtained, especially when one has terpret one local language to
another local language and then into English. $aisl that before a word goes out
from the original person to another person, it Widle changed in some way. It is
possible that as patients describe their pain éot@nslator to interpret into English,
something would either be omitted or added. Oné@patients for example had to
speak Ewe to a relative, who also translated at iiwi before | could interpret into
English. It is also noted that studies show thatifamembers and relatives of the
patients tend to overestimate pain in the patienvérious reasons (Elliotet al,
1996).

Another possible risk of using a translator becaiidanguage barrier is that the
interpreters could exaggerate some of the feediaokthe patients. This could lead
to inappropriate information about the patient vahgan in turn affect the treatment
that the patient will receive. For example doctaesy prescribe strong drugs that can
have severe implications for the patient when #reyinformed by the RTTs that the

patient’s pain is severe when in fact it is not.

6.4.2 Time

Almost 57% of the professional participants sel@édtad less than 5 years of
radiotherapy working experience (Table 4.1). A pasd implication of this short-
term nature of their experience may result in & lafccareer development for the
staff (RTT) (Hogg, Williams & Norton, 1997). Thiadtor, coupled with the busy
nature of the working environment and the limiteaner of staff, may be inhibiting
the development of extended role among RTTs. Fudurdies should consider how

the most effective use of RTTs can be encouraged.
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6.4.3 Lack of clearly defined description of pain

Pain is said to bprivateto the owners in the sense that no one else ehofie's

pain in the same way that one is feeling or expeirgy it (Standard encyclopaedia of
philosophy, 2009); thus the experience of paimigjue for each person (Helms &
Barone, 2008). An interview with the nurse (Pr &0%/09) revealed that patients are
unable to give a good description of their paine Tindings suggest that the ability to
understand and interpret information obtained femme of the patients was very
difficult. Experiences which resembled pain, sush'larrrr’ and ‘ashhh’ which are
ordinary jargon words were used to describe paiadmge of the patient participants.
Such descriptions could neither be explained ndetstand. For example one of the
co-investigators reported this;

...some of the patients | met couldntdnany appropriate word to describe
their pain, some used some jargons which | undedsbait | couldn’t translate them
into English, or even in the local language....Ongepa said | fell like ‘brrrr’, and
another said ‘ashhh’, and ‘hooo’... (R4, 1/06/09).

According to the nurse (Pr 6), some of the patiesfgecially the elderly, out of
anxiety and fear could not give concrete informatout their pain. Phillips, (2007)
in her article on “pain assessment in the eldestgted that an unintentional poor pain

assessment could occur when patients falsely lgetleat pain is a normal process of

aging.

Those patients who were in severe pain and fedtotiefl and even thought they were
going to die were so frustrated that asking thesstjans about their pain was a
bother to them even though they had consentechgljlito participate in the study.
This was also a challenge to the study becausenpatresponses to the questions
asked were sometimes affected by the nature afpla@i and the severity of their

pain.

Others were so nervous about their treatment ame wang the time which was
allocated for pain assessment to ask their owropatgjuestions about the treatment.
Some were psychologically distressed with the tiaat they have pain and cancer at

that stage of their life. Some of the patients ukedime to narrate to the
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investigators the history of their illness insteddheir pain. An example of how

patients related the start of their pain to adifent was one patient who said:

...I'had to take care of their childrerut this pain which started two weeks
ago...(P7, 10/06/09).

And another patient:

...l was going to work three weeks ag@mwhnoticed that | couldn’t walk as
fast as | used to and every step | took resultguhin... (P50, 10/6/09).

The investigator recorded the information aboutdhmtion on the questionnaire and
the other comments were noted as field notes. T¢@m®enents to some extent
describe how patients gave their answers and iinet attentive and does not listen
carefully to them, one may not obtain the needesvars for the questions that were

asked.

6.4.4 Doctors

Specialist doctors have been identified by manjogadphers as barriers to extended
role in radiography (Price & Le Masurier, 2007).rdg the study, patients that were
assessed by the RTTs and needed immediate attevei@referred to the doctors on
that same day. This was because after assessimglieanvestigator had to help
those who needed urgent attention (Table 5.2pwdver came out that some of the
patients (P31, 11/05/09; P71, 12/06/09) were refeback to the investigator by the
departmental assistants and were not attendeddoyyoctors as requested. Some of
the reasons given by the doctors when consultdzhitgron the phone by the
researcher were because of a heavy clinic theylbhadg the day and the fact that
there was too much of work already. One of thenb(Fr1/05/09) stated not being

pre-informed and exhaustion as the reasons fose®ihg the patient.

The department has two ROs and three medical dogtanaging all the patients;
hence there is a heavy workload on the doctorsn Bweugh the researcher was
satisfied with the reasons given by the doctorsiaraterstood them, he still felt that
something should have been done for the patiehtsblirden was now on the

investigators who had initially assured and prohigese patients that they were
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going to see the doctor. The researcher had taldpee to explain to patients why
they had to wait for the next day.

6.4.5 Attitude of some RTTs

As much as the majority of health professionalgsuprole extension in their
various fields, it has been identified that lackraérest and resistance to change by
some radiographers has contributed to barrierstemded role in the profession
(Society and College of Radiographers, 2008). & wery surprising when it was
reported that one of the RTTs who initially suppdrthe idea of pain assessment by
the RTTs was reluctant to help a patient (P10) e referred to him by one of the
research assistants (R4, 30/03/09). Through trertrego patient who was simulated
earlier on before the commencement of the studgetta re-simulation before
treatment because she developed sores from the thtit was done on her between
the period she was simulated and the time she wagmsed to begin treatment. The
patient was not able to lie supine as was origyrelhnned because of the pain
generated from the sores and was re-scheduledhfatagion in prone position in

consultation with the RO in charge of the patient.

The additional job created through the pain assessbecame a worry to the RTT on
duty at simulation. The co-investigator (R4) wheessed the patient re-assigned the
patient to a different RTT to simulate. This becaan@hallenge to the RTTs role
extension in pain assessment and management speeerated some sort of

misunderstanding between the co-investigator andRfAT on duty at simulation.
The same person commented on the pain assessntbist fiorm;

... pain assessment is not a formaltwime...I don’t think I'm going to
bother myself with it or even attend to patiantpain...After all my pay will not
change when | do that...I will only refer the patetd the doctors since it is their
work... (30/03/09).

This is a major challenge as the RTTs who suppdetextension and want to
develop in their profession must also not furtHeEmate the RTTs struggling with the

concept of taking on more work voluntarily.
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6.5 Limitations of this research

Amongst the limitations of the research were: ilightio print the questionnaire in
other local languages, failure to collect data frmon-Ghanaians, time and the
possibility of bias of the researcher and the c@stigators.

Poor communication between patients and healthprafessionals due to the
language barrier has been identified as barripato assessment and management
(Greenwald, 1991). In Ghana, the standard languagé for educational instruction
is English; hence the questionnaire was printdgniglish but translated by the
investigators to the local languages. However, ghisly was patient research and not
for students; therefore inability to translate gmitht the questionnaire in other local

languages is a limitation of the study.

Similarly, failure to collect data from the non-Glagans was as a result of not being
able to translate the information into French. Mba-Ghanaians who could have
participated in the study were excluded becauskeofanguage barrier between them
and the investigators.

Again, the professional respondents used in thaystiere working and no single
person had time to spare. It was therefore negesairthe investigator had to find a
way of creating time in this busy environment sat tthe necessary information could
be obtained from the participants. The RO for insgakept postponing her
appointment with the researcher until 24/04/09 wiienresearcher managed to

interview her during her lunch break.

It has been identified that discussing beliefs alpain and educating participants
prior to any study will eliminate misconceptionsldaead to a more complete pain
assessment (Phillips, 2007). Even though conseotttorthe study was done,

discussing beliefs about pain and thorough educatiche patient did not happen

due to the time constraint.

6.6 Recommendations emerging from the study

In this section the recommendations from the figdiwill be discussed briefly. The
recommendations were presented to the doctors @R@sther medical practitioners
in the hospital), the management of the hospitalyé&rsity of Ghana, Ministry of
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Health (MoH) in Ghana and the RTTs in support ¢ extension among RTT in

Ghana.

6.6.1 Recommendation for support towards role esxeenfor RTT in Ghana

A proposal is made to the management of the Hdgpitsupport and assist staff
training towards the development of extended ralés. acquisition of new skills and
knowledge will improve work and keep the RTTs abted the changing
technological world. Management can liaise with @hAtomic energy Commission
and the IAEA to help deserving RTTs to further theglucation in their respective
profession. Scientific visits to other well equipd®adiotherapy departments in
Africa and other developed countries can also tenged by the management
through the IAEA to enable staff to experience wiegtpens elsewhere as well as
develop extra skills in the management of pati€fitss in turn could positively
impact on the nature of service delivered to theepts in Ghana. Management can
also encourage monthly CPD activities that willdoganized by the RTTs in the

department by assisting them with logistics thatrsgeded.

The introduction of Postgraduate diplomas and Maddegrees in radiography at the
University will contribute to encouraging otherféta further their education. This
will enable RTTs in Ghana who are willing to funthieeir education to have the
opportunity to do so without travelling outside twuntry. The majority of staff
always show preparedness to further their skiltseducation in order to improve on
their work but travelling outside the country aed\ing their families and job is most
times a struggle. From the researchers’ persomarence, further study in Ghana
would have been preferred considering the cosstneds involved in studying

outside one’s home country.

Also, an upgrade in the educational system by tbeigion of adequate infrastructure
and learning materials for the training of professils will further enhance RTTs
training. Throughout the researcher’s four yeathatUniversity of Ghana, journals
and books on radiography were very hard to coméloyeover, textbooks were
limited in number in the library and instruction bow to get journals and articles via
the internet was not provided. Supervision was alsomal due to the number of

lecturers at that time.
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When adequate educational materials is providedfantibrary is stocked with
books, journals and articles, students will comeabschool with meaningful

information that can be passed on to others.

6.6.2 Recommendation to the doctors

A number of areas were highlighted regarding thaityuof care to patients, who are
the primary concern in this study. Throughout tasecstudy, one question kept
repeating itself. The interview with the RO, theds group interview with RTTs and
that with the nurse all dealt with the question mdatients were reacting severely
from radiation treatment”.

The patients who were in so much pain could notaéxpvhy this was happening but
the RTTs could explain. The lack of treatment plagrior some patients which
manifests in hot spot/s causes normal tissue tvedhigh doses, which can result in
pain for the patients. Treatment of the head an#t far example, even when
planned, generates mucositis and difficulty in $oveing. However, the side effect of
radiation treatment is minimized when treatmengspdanned. At least one can

prevent severe desquamation of the skin that caxsessive pain.

The study findings suggest that RTTs are willindnétp in the planning of patient’s
treatment. Therefore a recommendation of this sisidye inclusion of RTTs in the

planning of treatments for patients undergoingatdirapy.

Even though it is evident that ROs have heavy veatt$ in the department, they can
still make time to draw the volumes needed forglaamning and leave RTTs and the
Physicist to complete the treatment plans.

From the study, it was obvious that the pain of sqratients interfered with their
ability to sleep at night (Figure 5.18). A numbétleese patients were working and
receiving treatment at the same time. Suggestignmade to the doctors to review
subsequent patients in such condition and advesa tf possible ways to combat
such circumstances. Perhaps medication can beripexto give pain relief to the
affected patients which will also improve their tityeof life. | also suggest that
patients with severe pain should be reviewed twieekly if possible. They can

however return to their once weekly review afteiraprovement is observed.
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From the comments generated from some of the patignvas noticed that some
wished they could rest at home and come for treatttmat were afraid of losing their
jobs if they stayed away from work. Others did want their condition to be known
in their work places; hence they were still goiagvork. Yet some others were
unemployed due to their pain (Figure 5.4). | sugtfest for these patients, doctors
will help them if they provide a sick leave cecdte for the work place. | also
propose that this should be part of the departqenbcol for future management of

pain in the department.

6.6.3 Recommendations to hospital management

It was found that some patients were unemployedumof pain and had probably
lost their jobs because of their condition andrtpain (Figure 5.4). Since it is the
management that is in charge of billing patientglieir treatment, it is possible that
patients in this condition can be financially supged somehow. Management can
decide to give them free treatment or reduce ttterges. They can also decide to
give them the treatment and allow them ample tiongety their bills in instalments
and by so doing the department can help more peoplenot deny people the care

and support they need because of money.

6.6.4 Recommendation to the Ministry of Health (MoH

The MoH has been working very hard to upgrade #reus hospitals to a modern
and standard form to meet the demands of the peé@&ana. An example is the
newly installed Magnetic Resonance Imaging (MR &piral CT scan in the
radiography department of the Korle-Bu Teachingpite$ (KBTH), and the Single
Positron Emission Computer Tomography (SPECT)iartite Nuclear Medicine
Department of KBTH. Efforts are still ongoing torphase a Linear Accelerator
(Linac) for the RTD in Accra and | recommend thavgrnment speeds up its

arrangements for this.

The introduction of a Linear Accelerator will hetpprove the quality of treatment by
increasing skin sparring effect. According to Adardospital (2010) some of the
advantages of a Linear Accelerator over the curebalt- 60 teletherapy machine in

use are; 1) Constant dose delivery compared tol€60avhere the source decays
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with time thereby reducing dose output, 2) Photams electrons making it ideal for
deep and superficial tumours but with more skirriggathan with Cobalt-60 and 3)
Minimizing penumbra effect which increases scatfetose and cause a high dose on
the skin.

The final recommendation to the MoH of Ghana igyas much as possible to
absorb radiotherapy treatment costs under the h&dtidealth Insurance Scheme.
During the study, patients commented on the coiteofreatment that resulted in

psychological pain to patients. One patient saldlencomments;

...I have to trade and pay my bills gliroyself, pay my children’s school
fees and feed my family...I wish the treatment wae fr.| would have

stopped trading...sometimes | don’t go to work beeaof pain (P90, 4/5/09).

| believe there are so many burdens on these pmtenl the earlier this happen the
better.

6.6.5 Recommendation to the RTTs

| want to encourage all RTTs in Ghana to come toyeds a team to move the
profession forward. We can start by strengthertegassociation of radiographers in
Ghana in the form of building new structures aratthg new leaders to take up
responsibilities. Funds can be generated througlpdalyment of dues and
contributions by every member of the association.

Training and development for the RTTs towards sfension

In the past several training programmes have bsed and also recommended by
professional bodies as very useful in attaining eitension in radiography (CoR,
2005b, Ruchmer and Pallis, 2002). This includes (3®svooya, 2008), CPD
(Department of Health, 2004), clinical supervis{@oR, 2003c) and preceptorship
(CoR, 2003b). In this study additional training lheen carefully studied and
suggestions are made for four useful methods o dxthieve role extension in
radiography in Ghana. These are in-service trajmmgntorship, peer education

programme and clinical coaching.
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Preceptorshijs a short-term process of support and guidanfesesf to an individual
during the first months of a new or significantifferent role (CoR, 2004). The
purpose of preceptorship is to integrate, suppuitassist the development of
professional competence and to enable the newlyfigdspractitioner to merge their
knowledge and reflect on their practice, thus priangoindependence and clinical
proficiency (Kaviani & Stillwell, 2000; Section 28. | recommend therefore that
competent and experienced RTTs in the professionldthelp newly qualified RTTs

to merge their knowledge from school with the pracin the working environment.

CPDmay also be utilized in training whereby RTTshe profession will meet once
every month to engage in a CPD activity (Sectid@3). This will be a good platform
to discuss topics relevant to the profession aadttallenges of our work. This
practise may also be rotated among the RTTs satletith and everyone will have
the opportunity to research, study and learn irotd present an activity. By so
doing RTTs will be developing their knowledge base will keep abreast of the

changing techniques in a changing world.

The 3Rs

The three 3R’s (Re-evaluate, Re-structure and &eitig) (Kawooya, 2008; Section
2.5) aided the researcher in understanding rokneidn and career development
among radiographers in Ghana. It was noted thadttidy was a form of re-
examining the existing roles of the RTTs as it ed@d several roles that the RTT
plays in the care of patients undergoing radiatieatment. The study considered the
introduction of a new role to the RTTs as they wawlved in the assessment of
pain through administering of a pain questionnditee questionnaire was used as a
tool by the RTTs to assess patients with paintalsd gave the RTT s the
opportunity to know the conditions of their patebetter. By assessment, RTTs saw
the need in their patients regarding their indigideondition which generated
empathy in the RTTs to help in several ways...7(PI9/06/09).

Restructure was considered by the researcher avasinoted that several
recommendations regarding the inclusion of the oblgain assessment can be

suggested to the authorities to generate restingtof policy in the department. It
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was also noted concerning retraining that educatahtraining program for staff can
boost their knowledge in the management of paincamdhelp RTTs to take up this
role (Pr 7, 19/06/09).

One of the RTTs (Pr 1, 15/05/09) in the evaluasitaied that work can be improved
when RTTs work as a team. According to the suggestnade by the RTTS,
evaluation may lead to re-structuring and subsetyessult in re-training of
deserving members of staff.

Clinical Supervision

Clinical supervision is supervised practice thatged in many professions for the
education of students in the workplace (CoR, 20&&ction 2.6.2). In Ghana, RTTs
use clinical supervision to train student therapikiring the clinical rotation. The
study indicates that clinical supervision by theTRTEould be improved in order to
assist students and newly qualified therapistsato gxperience in their profession. A

more structured approach to clinical supervisiotéefore recommended.

In-Service Training

Through this study, the investigator identified-Sarvice training” as a practise in
some departments for the training and developmiestiaff towards role extension
(SIL, 1999).

In-service training is the education for staff tdghthem develop their skills in a
specific discipline or occupation (SIL, 1999).dkes place after an individual begins
work responsibilities and allows trainees to draawf their work experience.
Reflecting on the benefits of “in-service trainin@TTs in Ghana may gain much

experience when they begin such training.

Mentorship and Clinical Coaching

Mentorship is defined as a satisfying role resglim positive rewards for mentors
which includes professional development, job enbarent, performance
improvement, stronger professional commitment |leteual challenge, increased
prestige, and enhanced personal growth (Rogersteévtor& Amaury, 2008;
Woolnough, Davidson & Fielden, 2006). Another sdrafdhought defines

mentorship as the “guidance of a trusted and a experienced person to enhance
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the development of an inexperienced individual t@lsaheir true potential” (Rosser,
Rice, Campbell & Jack, 2004).

Relating this to the study, it is recommended thatlified and experienced RTTs
will mentor students (through counselling, guidaand supervision) towards
competent practice. Each student therapist maylbised to choose a mentor who

will guide them through their education.

Like on the football pitch, coaching may be applgcthe RTTs in terms of training
by the mentors (RTTs) through the provision of gmice and suggestions to student

RTTs towards their goal of becoming competent RTTSs.

Peer Education

Peer education is an approach, communication atidoaielogy geared towards
fostering learning and research among practitio(Mesad, 2009). A suggestion is
made to encourage research among RTTs in Ghandm@ugih this to promote role

extension where appropriate.

6.7 Other contributions of this research

Apart from the recommendations and suggestions mpexiéously, by the researcher
towards the goal of role development, this studyctades with the presentation of a
tool for assessing pain in patients diagnosed eaticer. The research design did not
anticipate the need for amending the pain assessyuestionnaire. However,
through the study it became evident that a simplerwould facilitate the

introduction of pain assessment as a role exterisioRTTs. This tool captures the

vital areas needed in assessing pain in cance&mpsti

6.7.1 A new tool for assessment of pain

The need to develop a tool or questionnaire to asfess patients’ pain that will lead
to the improved management became evident thrduglstudy. Since the
recommendation is that RTTs lead this assessnienRTT participants strongly
supported its development and suggested that il dmusimple such that all RTTs

can use it.
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The contents of the tool were generated througltdinéributions of the research
participants including the researcher’s reflectiortse contents comprised of;
patient’s identification, site of pain using diagrs, severity of pain and description of
pain using simple scales. These formed the paistmumaire which is a 9-item tool

developed by the researcher (Refer to appendix Ehéotool):

Item 1: DateThis will inform the doctors, RTTs and any memivethe cancer
management team when assessment would be condAotedelay in patient’s
treatment in case the patient is not seen on the skay of the pain assessment can be
traced with the date. The date will also be usefuécord keeping as it will be added

to patient’s information in their respective folder

Item 2: Identification numbeccording to the discussion with the focus groap o

15/05/09 and feedbacks from some patients, sigminigumb printing placed an extra
burden on the patients and can delay procedureRTHes suggested that consent
from patients can be obtained verbally while trenitfication number will be used to
make out the patients instead of their names ag stfaomot want their names to
mention publicly. It was further indicated by tlesearcher that patients’
identification number will be different from théaospital number in order to allow

for confidentiality between the assessor and tihe ger.

Item 3: Location of painThis is in two sections (A and B) and it will pide a

detailed diagram for patients to either shade akrttee area in ‘A’ as well as to state
whether the experiencing pain is inside their bodgutside in ‘B’. It was observed

in this research that patients had to specify \Urldnether their pain was on the
right or left. Moreover, reports from the co-invgators indicated that the patients
with head and neck cancers found it difficult tadé the actual area of pain because

the area printed on the questionnaire was verylsm#iem.

...Most of the patients with head andkneencer couldn’t shade and mark the
location of their pain because the area was vesfldor them...I think next
time we have to give them a separate diagram dfi¢he and neck... (R3,
1/06/09).
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The researcher has included other diagrams (sepgaeatd, hand and foot) in this tool
to enable the future participants to give a bestion of their pain (Refer to

Appendix E).

The question ‘3B’ was a translated version fronptsticial and deep”, to ‘inside or
outside’ in order to give a literal meaning to theget population of the study. It was
observed the patient population found it diffideltunderstand the medical term

‘superficial’ in this study through the discussiwiih the co-investigators.

Item 4: Duration of painit is important to indicate that the questionaain the

duration of pain was maintained in this tool assgie® number four. However this
has been modified to include days, weeks, monttis/aars. As was noted by the

reports of the research assistants:

...I realized from the questionnaire tpatient with pain for weeks and days
were not catered for because the question on idaraf pain’ was in months
and years, | found a way to include this in my sgjoent interviews when |
noticed... by asking them to instead of allowingnthto choose between the
months and years...I'm sure that patients who dignSwer this question were
justified...Of course if nobody asked them the tareand were suppose to
complete it by themselves which was the case, tt@nwould skip it when

they find out their duration were not covered. 4 ,(R/06/09).

Item 5 This item included in this tool was derived inaticle written by Manret al
(1984) on Numerical Rating System which was alsedchby Jensost al (1991). It
consists of a simple scoring of pain from mild peirextreme pain in the number of
0-5 with ‘0’ being “no pain” and ‘5’ being “extreneain” Patients will be asked to

rate their pain by scoring them using numbers.

Item @ Analyzing the role of RTTs in watchful waitinde researcher included
guestion number six which is a question on howoftatients have pain. Participants
will have to underline what is appropriate to th@rhe inclusion of this question will
enable RTTs to draw a line in between patients wigent medical attention and

those that can wait till their appointment datdus.
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Item 7 and 8From the responses and feedback of some patthatsesearcher
included question numbers seven and eight in dadallow the target population to
express themselves better. Observations in theeasgvom patients indicated that
patients will give detail information of the pairhen given the opportunity to do so.
Patients will therefore be given the chance toenaitything that either decreases or

increases their pain.

Item 9 The final item which is a table developed by thsearcher gives several
options to the patients. Treatments received irpttst and whether it was helpful or
not has been listed and given columns for partitgpéo tick. From this research it
was observed that some patients were actuallyvieagedther treatments for their
pain apart from radiotherapy. The column for distms was created to give any
patient the chance to comment on their previowsrent and also for RTTs to make

recommendations when there is the need for referral

Adesco Pain Questionnaire (APQ) is the name fartol. This name was derived
from the middle name of the researcher whichdssiand ‘Co’ simply means the
Contributions from supervisors and the respondentsarstudy. The target group for
this pain questionnaire are patients visiting RTid ¢he aim is to determine the
factors that cause pain in patients undergoingotadrapy and manage their pain
appropriately. The patients will complete this ptio the commencement of their
treatment and the results will be forwarded toahpropriate unit for immediate

attention.

Advantages of APQ

» Captures vital information for pain assessment

« Exerts no burden on patient in completing it

* Can be used by newly qualified personnel underangd

* Not limited to radiotherapy and can be used for gayent with pain
* Require no extra training to use

» Require no signature or thumbprint
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6.7.2 Awareness amongst RTTs

Another major contribution made to the radiographgfession in Ghana is the
awareness of role extension in the professionlié\xthat this awareness will give
recognition to the profession and attract moreestiglto be interested in studying to
be RTT. It will also create respect for the proi@ssnd further raise the self-

confidence of the RTT in their work.

6.8 Addressing the research questions

In this section, the research questions are r¢éedisind addressed individually. The
guestions were; what is the role of the RTT inaksessment of pain in cancer
patients, why should the RTTs role be extendeddude pain assessment, what are
the challenges for the RTT taking on a role inaksessment of cancer pain and can
pain assessment become a routine role for the REIbusy radiation oncology

department?

6.8.1 What is the role of the RTT in the assessoferancer pain?
To address this question, the researcher reflestdbe interactions with the RO,
focus group and the entire process of pain assesshreugh the administration of

the 90 questionnaires.

First of all, the assessment of pain in this redearas carried out by RTTs using a
pain questionnaire. Through the assessment of Bdifis were able to identify
patients who needed urgent response from theirgigezs. They were able to
recognize and classify patients into various caiegoThose that needed urgent
attention were identified and referred to the dxt@thers who had pain but could
wait till their treatment review date were moniwiEnd assured by the RTTs. Patients
who were in pain but could be handled by the RT€&savalso given the necessary

assistance. Of these patients, some were reassudezbunselled.

Furthermore, RTTs contributed to the managemepaténts with pain through
various suggestions such as recommending apprefasitions for patients to be
used at home, providing appropriate positions dusimulation and treatment,
educating and advising family members and carexswédre taking care of patients

at home on the provision of care and support t@#ients, promoting treatment
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planning as a routine practise for all cancer pétias well as giving meaningful

suggestions to doctors regarding the care of thiera.

6.8.2 Why should the RTT'’s role be extended todiecpain assessment

All the patient participants recruited for thisdyuvere cancer patients and there was
a high prevalence of pain as suggested by othdiestjVan den Beuken-van
Everdingengt al 2007; Miller,et al. 1998; Addington- Hall & McCarthy, 1995). The
study also revealed that pain impairs the qualityffe of patients undergoing

radiotherapy (Burtoret al., 2007).

According to Cleary, (2000), pain assessment weeltle two important purposes to
the oncology management team; first, because pairbe a symptom of disease, pain
assessment may be used to identify changes irrdigegssion of cancer (for example
to signal metastasis or complications). Secondigabse pain can be significantly
distressing and can have a profound impact on ifumaly; pain assessment can be
used to track possible changes in the quality bépts' lives as was described by
Chapman & Gavrin, (1999).

The RTTs role should be extended to include pasessment because of the ability
of the RTTs to detect a change in their patientsaso the longer duration the RTTs
spend with the patients. RTTs are capable of asgegain in cancer patients because
they always remain aware of their role in providpagient care and take appropriate
steps to ensure that they assist patients in fpebmfortable during their
radiotherapy. RTTs are caring and compassionatehye, with good

communication skills which can be used in pain sssent.

RTTs taking on a role in pain assessment wouldaedoe workload of the doctors in
the department. The final question asked by ingatir during the interview with an
RO was “what do you think RTTs can do to reducewthe&load on doctors?”
Surprisingly the response was “stop pushing patientus” (Pr 5, 24/04/09). If RTTs
start using their judgment on which patients shgador review and when, it could
end up introducing an extended role which wouldhgecomprehensive assessment
of the patient and even treatment review of seteptdgients. Hence, by including

pain assessment in the RTTS' role patients wilbbéger cared for and further it will
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reduce the workload of the doctors. Helping to oeddoctor’s workload at the
department will further reduce patient’s waitingiéi and increase patients’

satisfaction with the radiotherapy care.

6.8.3 Challenges for the RTT taking on a role malssessment of cancer pain

The language barrier between the investigatordtan@articipants, coupled with the
difficulty in getting the human resource as intetprs became a challenge for the
RTT. Again, the short-term nature of the experiesicithe RTTs together with the
busy nature of the radiation oncology departmergt amiting factor. Moreover,
the lack of clearly defined description of pain dae¢he multidimensional nature of
pain was a factor to reckon with. Finally, the ladknterest and the resistance to
change by some staff contributed to the challefaeed by the RTTs.

6.8.4 Can pain assessment become a routine rolan@oRTT in a busy radiation
oncology department?

To address this question, the researcher reflertdtbw investigators collected and
generated the data in a busy oncology departméstcdnclusion is YES, pain
assessment can become a routine role for RTTsam&Hrhe number of RTTs in
Ghana is growing and therefore they can take wgrdte without any compromise on

their daily routine duties.

With the tool developed (Appendix E), RTTs can asgmtient’s pain without any
stress and difficulty. The flow of work in the defmaent will not be negatively

affected. Pain assessment can therefore becomsimeroole for the RTTs in Ghana.

6.9 Management of Pain

Medication was effective for relieving the painadmost 26% (23/90) of the
participants. Acetaminophen and Non-Steroidal Amiammatory Drugs (NSAIDS)
relieve pain caused by muscle aches and stiffires®nly NSAIDs can also reduce
inflammation (swelling and irritation) whereas Opi®are often used for acute pain,
such as short-term pain after surgery. Patientswére already on drugs before
beginning radiotherapy were reviewed by doctotkefy had to continue with their

medication whilst receiving treatment.

131



RTTs are encouraged to give special attention tiemts who were on medication as
they could experience effects from the drugs wiigh have a direct impact on their

treatment.

Radiotherapy is useful in relieving pain especialiye pain which is common
amongst patients with breast and prostate cancelig®2003). Treatment with
Radiotherapy was seen to be very useful in 41%ebverall patients undergoing
radiotherapy. Patients with cancer of the cervia teief from radiotherapy of their
bleeding and abdominal discomfort. Others with baoratastasis were also relieved

of their pain.

The most helpful treatments for pain relief sugeedty the participants through this

research were radiotherapy and medication.

6.10 Areas for further research

A key finding in this research was the fact thala3df patient participants stated that
medications given to them for their pain relief madeffect. This will indeed be a
concern and further studies may be very appropinabeder to make a concrete

finding on such a matter.

An area which was identified by the researcheressiimg further investigation is the
fact that the majority of patient participants sththat exercise has no effect on their
pain. Further investigation of this will actuallgveal the nature of exercise that helps
pain management. Exercise was described as thddtan used in the treatment of
acute and chronic pain (Doctor for Pain, 2008). Eeer, the exercises described by
the patients’ participants in this study were reyspecific. This study did not seek
any further answers from the patients to find obiiclv exercise because of the focus

of the study. Hence a further research may clanigtype of exercise.

Finally as this research aims to achieve role esxtenfor RTTs to meet the practice
in the developed world, future and further reseavohld help advance this cause.
Research in Radiography is still ongoing and | gsg¢p my colleagues to come
together such that we can set the pace in GharaHers to follow, it is the best time

to act.
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6.11 Conclusion

In conclusion, RTTs play a vital role in the treatihof cancer patients. In
performing their routine duties, additional respbitiies are identified and
performed willingly to meet the need of the patsemhder their care. A specific area

of added responsibility is the assessment of pain.

There is no doubt that very significant progress ibeen made towards role
development in the radiography profession in thesttged countries, and no one can
deny the advancement of practise amongst RTTscim sountries (Kellyet al,

2008). Nevertheless, Africa and for that matter zhlas not seen much
development in the radiography profession as Ba(a6®8) reported. However,
extended role according to Sméhal (2008), have always developed in a particular
locality when the local conditions in that envirosm have permitted and created a

need for it.

| believe that with such initiatives through thésearch and support from various

bodies and stakeholders responsible in this maiktervision of role extension in pain
assessment led by RTT will become a reality. Time thas therefore come for every
RTT in Ghana to be conscious of this dream havingind that we are in the cancer

management team to help maintain and improve thétguwf care given to patients.
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APPENDICES

APPENDIX Al: PAIN QUESTIONNAIRE FOR THE STUDY

DEPARTMENT OF RADIOGRAPHY/ NURSING
FACULTY OF HEALTH AND WELLNESS
CAPE PENINSULA UNIVERSITY OF TECHNOLOGY

Thesis title: Pain assessment: The role of the Radiation Thstrap
Name of ResearcherKofi Adesi Kyei

Name of SupervisorsProf P. Engel-Hills, Dr Samuel Y. Opoku

INFORMED CONSENT: | am a Masters student in the department of Radjgr

of the Cape Peninsula University of Technology,tB@frica. | am conducting a
research project to find out the role of a Radmtleerapist in the assessment of
cancer Pain. | want to assure you that your righesprotected and that your response
to this questionnaire will be treated with confitality. No one person’s response
can be identified either through survey code maskior any other method.

| choose to take part in the above research anddemt to my participation. |
understand my participation is voluntary and catiheliaw from it at any time and

that | will provide my signature or thumbprint upoompletion of this questionnaire.

Researcher’'s signature................ccocoveenes

If you have any concern about this study and yahwo contact someone

independent, you may contact the following:

Dr Samuel Opoku Dr. ...

Radiographer (PhD) Radiation Oncologist
Radiotherapy Department Radiotherapy Department
Accra, Ghana Accra, Ghana.

Tel: 021-676222 Tel: 021-676222

Or you can email my Supervisor: EngelhillsP@cputac
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A. General Information

Date:
Patient Number: Date of Birth: Weight
Height: Gender: Age

Educational level:

Marital status: Single[ ] Mad [ ] Divorced|[ ]

B. Employment Information

1 Are you currently working? Ye$o [

2 Current occupation or last job:
3 Current employment status (please check all thallygp

Employed full-time . Employed part-time | Unemployed

Homemaker . Retired . Student . Unemployed because of

pain

C. Pain Information

1 Why are you seeking treatment at the Radiotheragpyré€?
2 Please describe the location(s) of your pain:
Please mark the location(s) of your pain with ahdm the diagram below. If whole

areas are painful, please shade in the painful area

158



1. Is your pain 2a. Do you have pain
a) deep a) constant (all the time)

b) superficial b) intermittent (starts & stops)

2b. What is the nature of the pain
c¢) aching
d) burning
e) shooting
f) other
If other please describe.
For the sites of pain drawn on the diagram, ¢fiisenumber that best describes the

most intensive pain you have felt during the pdsh@urs

0 = no pain

1= mild

2 = Discomforting

3 = Extreme

Site: 0123
Site: 0123
Site: 0123

3 How long have you had your current pain problemy@ars and/or months)?
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4 i. How did your current pain start

ii. Was there a precipitating event?

5 How do the following affect your pain? (Please d¢hene for each item)

Decrease No Effect Increase
Lying down
Standing
Sitting
Walking
Exercise (if applicable)

Medication

6 Are there other factors that make your pain
. better (please list)?

.worse (please list)?

7 How often do you have your pain? (please tick czlew)

. Constantly (All of the time)
. Frequently (15 to 19 hours per day)
. Intermittently (7 to 12 hours per day)

. Occasionally (less than 5 hours per day)

8. Circle the number that best corresponds t@hizses below.

0= not at all

1 = hardly noticeable

2 = mild/moderate and constant interference
3 = severe pain and constant interference
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My pain interferes with:

A) General activities: 0123 B) Mood: 0123
C) Ability to walk: 0123 D) Routine work 0123
E) Sleep 0123 F)Enjoyment of life 0123

D. Coping Information

What treatment (including medical, surgical andmort) have you had to help you

with your current pain?

| believe the information | have provided abovééotrue. | hereby authorize use of
the information provided above for the purposeseséarch by Kofi Adesi Kyei
towards Maters in Technology (Radiography) at tApe&CPeninsula University of
Technology, South Africa.

Signature/Thumbprint: Date :
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APPENDIX A2: PILOT PAIN QUESTIONNAIRE

DEPARTMENT OF RADIOGRAPHY/ NURSING
FACULTY OF HEALTH AND WELLNESS
CAPE PENINSULA UNIVERSITY OF TECHNOLOGY

Thesis title: Pain assessment: The role of thed&iadi Therapist

Name of Researcher: Kofi Adesi Kyei
Name of SupervisorsProf P. Engel-Hills, Dr Samuel Y. Opoku

INFORMED CONSENT: | am a Masters student in the department of Radjgr

of the Cape Peninsula University of Technology,tBdfrica. | am conducting a
research to find out the role of a Radiation thistap the assessment of cancer Pain.
| want to assure you that your rights are proteatadithat your response to this
questionnaire will be treated with confidentialiNo one person’s response can be

identified either through survey code markingsmy ather method.

| choose to take part in the above research anddent to my participation. |
understand my participation is voluntary and catieliaw from it at any time and

that | will provide my name and signature upon ctatipn of this questionnaire.

Researcher’s signature...................co.oeuenes

If you have any concern about this study and yahwo contact someone

independent, you may contact the following:

Dr Samuel Opoku Dr. ...

Radiographer (PhD) Radiation Oncologist
Radiotherapy Department Radiotherapy Department
Accra. Accra.

Tel: 021-676222 Tel: 021-676222

Or you can email my Supervisor: EngelhillsP@cputac
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A General Information

W N PP

Date:

Patient Number: Date of Birth: Weight

Height: Gender: Age

Primary Care Physician: Education level:

Marital status: Single[ ] Married [ ] Divorced[ ]
Employment Information
Are you currently working? Ye®o [
Current occupation or last job:
Current employment status (please check all thalyap
Employed full-time . Employed part-time Unemployed
Homemaker ) Retired Student Unemployed

because of pain

Pain Information

Why are you seeking treatment at the Pain Manage@emtre/Radiotherapy
Centre?

Please describe the location(s) of your pain:

Please mark the location(s) of your pain with ahd® the diagram below. If
whole areas are painful, please shade in the pairda.
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Is your pain
a) deep

b) superficial

2. Do you have pain

a) constant (all the time)

b) intermittent (starts & stops)
c) aching

d) burning

e) shooting

f) other

If other please describe.

For the sites of pain drawn on the diagram, gieertumber that best describes the
most intensive pain you have felt during the pdsh@urs

0 = no pain

1= mild

2 = Discomforting
3 = Distressing

4 = Horrible
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5 = Excruciating

Site: 012345

Site: 012345

Site: 012345
3. How long have you had your current pain problemy@ars and/or months)?
4. i. How did your current pain start

ii. Was there a precipitating event?
5. How do the following affect your pain? (Please ¢hene for each item.)

Decea No Effect Incr
ease

Lying down
Standing
Sitting
Walking

Exercise (if applicable)

Medication

6.

Are there other factors that make your pain

. better (please list)?

.worse (please list)?

How often do you have your pain? (please tick ozlevs)

. Constantly (All of the time)

. Frequently (15 to 19 hours per day)

. Intermittently (7 to 12 hours per day)

. Occasionally (less than 5 hours per day)
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8. Circle the number that best corresponds tplizses below.
0 = not at all
1 = hardly noticeable
2 = minimal interference but often
3 = minimal interference but all the time
4 = painful but not continuous interference
5 = painful and continuous interference
6 = aware of a lot of interference every day
7 = constantly interferes
8 = severe pain and interference
9 = extreme pain and interference
10 = never free from extreme pain and interference

My pain interferes with:

A) General activities: 0125478910

B) Mood: @®B45678910
C) Ability to walk: 01285678910
D) Routine work 0123678910
E) Sleep 12345678910
F) Enjoyment of life 012%678910

D. Coping Information

1. What treatment (including medical, surgical anppsrt) have you had to help
you with your current pain?

2. Describe any previous pain and the treatmenlu@ng medical, surgical and
support) you had.
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| believe the information | have provided abovédéotrue. | hereby authorize use of
the information provided above for the purposeseséarch by Kofi Adesi Kyei
towards Maters in Technology (Radiography) at tape&CPeninsula University of

Technology, South Africa.

Signature/Thumbprint: Date
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Appendix A3: Semi-structured interview questions tathe Radiation Oncologist

Date: 24/04/09

Researcher’s questions

1. Are you aware that some of the simulation pé&ti€lo not even know where

they have to go on their first day?

2. Why are patients reacting severely to the treatmwhich result in severe

pain?

3. What can you say about the performance of thésRoh the care of patients

in the department?

4. If a patient wants to see the doctor, can RTr€sgnt them?

5. What do you think the RTTs can do to reduce yaonkload?

6. Can pain assessment be included in the RTT?8 role
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Appendix A4: Semi-structured interview questions tathe nurse

Date: 22/05/09

Researcher [1]

1. I was told you were doing a study on pain.

2. Tell me about it.

3. What was the most outstanding observation afaiatin your findings?

4. What were the common causes of our patiente?pai

5. What was your approach in the management ghakients?

Appendix A5: Focus-group interview questions with R'Ts

Date: 15/5/09

Researcher [I]

1. How can we improve our service to patients?

2. Have you noticed that patients are reactingredyvéo treatment and are

complaining of severe pains?

3. What do think we can do to help them espectalhge in pain?

4. Can we contribute to management of our patigrein?
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APPENDIX B: LETTER OF INFORMATION

Cape Peninsula University of Technology
Faculty of Health and Wellness

Department of Radiography and Nursing

Letter of Information/Consent
Principal Investigator: Mr. Kofi Adesi Kyei

Department of Radiography

Cape Peninsula University

South Africa.
Student / Co-Investigators
Mr. MS (RTT)
Mr. MO (RTT)
In this study, we want to find out the possibleaaréhat your pain either becomes
severe or mild. We are hoping to learn from ittet we can treat it very well. We

also hope to find out the way you feel towards yoamdition so that we can give you

the appropriate management.

During this period, you will be asked to answer@enquestions about your condition
after which you will be asked to give your consenshow that you did it yourself so

that we can follow you up for management.

Your participation in this study is voluntary. #your choice to be part of the study
or not and if you decide to participate, you cacide to stop at any time, even after
signing the consent form or part-way through thelgt If you decide to stop
participating, there will be no consequences ta yowases of withdrawal, any data
you have provided to that point will be destroyedkess you indicate otherwise. |If

you do not want to answer some of the questiongdgoniot have to, but you can still
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be in the study and your decision whether or ngiatdicipate will not affect your

continuing access to services at the department.

We are going to talk about things like pain andwilealso ask you for some

demographic information like your age and education

We want to assure you that nothing will happendo gluring this period and that you

will be in the hands of trained therapist and stitsl@nder careful supervision.

There will not be any harm or discomfort associatét this procedure and you do
not need to answer questions that make you unctableror that you do not want to

answer.

We hope to find out the responsibilities of the lRéidn Therapist you present your
condition of pain to. The researchers may learrerabout their role and if possible
improve on the care they give you. Not only thig, ou will be treated well by your

doctor with the information you provide.

The nation as a whole will benefit from the infotina you provide as it will be
documented as part of patients’ records at theedot future management of similar

patients.

Anything that you say or do in the study will net told to anyone else except your
care givers for your management. Anything that ivd dut about you that could
identify you will not be published or told to anyoglse, unless we get your

permission and your privacy will be respected.

The information obtained by me and my co investigatill be kept in your file and
will be only available to myself and radiation ofagist in charge of your
management. The information will be locked in aicaband will not be assessed by

anybody.

The information obtained will be kept confidentadd will be treated as subject to

researcher-participant privilege.

You may obtain information about the results of shely by contacting the

researcher or co-investigators.
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This study has been reviewed and approved by tlad¢thHand Wellness Sciences
Research Ethics Committee. If you have concermgiestions about your rights as a

participant or about the way the study is conducgfed may contact:

1. Mr T Lebenya 2. Dr Samuel Opoku
Secretary — Research Ethics Committee Radiographer (PhD)

Faculty Office - Health and Wellness Radiotherapy Department
Bellville Campus, CPUT. Accra, Ghana.

Phone +2708 21 959 6917 Phone: 233-24909083
E-mail: lebenyat@cput.ac.za Email: yooku22@yahoo.com
CONSENT

| have read the information presented in the inftiom letter about a study being
conducted by Mr. Kofi Adesi Kyei of Cape Peninsulaiversity of Technology. |
have had the opportunity to ask questions aboubnrgivement in this study, and to
receive any additional details | wanted to knowwlibe study. | understand that |
may withdraw from the study at any time if | chodselo so, and | agree to

participate in this study. | have been given ayooipthis form.

Signature/Thumbprint of Participant
In my opinion, the person who has signed abovereeing to participate in this
study voluntarily, and understands the nature efstindy and the consequences of

participation in it.

Signature of Researcher or Witness
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APPENDIX C: Ethics approval from Research Ethics conmittee

)
;\Cape Peninsula
University of Technology

09 March 2009
CPUT/HW-REC 2009/H002

P.0. Box 1906 e Bellville 7535 South Africa eTel: +27 21 442 6162 » Fax +27 21 447 2963
Symphony Road Bellville 7535

OFFICE OF THE CHAIRPERSON:
HEALTH AND WELLNESS SCIENCES RESEARCH ETHICS COMMITTEE (HW-
REC)

At the meeting of the Health and Wellness Sciences-REC on the 24 October 2008, approval was
granted pending amendments, to K A Kyei, for research activities related to the M Tech
Radiography at the Cape Peninsula University of Technology.

TITLE:

Assessment of cancer pain: The role of the radiation therapist

SUPERVISORS:

Internal Supervisor: Prof P Engel-Hills External Supervisor: Dr S Opoku
Comment:

Changes have been made to the satisfaction of the HW-REC reviewer, 13 February 2009.

This ethics approval is supported by written permission for the study from Dr. V. Vanderpuye, ..
Clinical Consultant/Radiation Oncologist, Korle Bu Teaching Hospital, Accra, Ghana, where the
study will be conducted.

Research activities are restricted to those detailed in the amended proposal and supporting
documents submitted in January 2009.

This prospective study involves patient assessment and questionnaire completion. Consent will be
received from all participants and the ethical standard of confidentiality will be upheld.

Approval will not extend beyond March 2010. An extension must be applied for should data
collection for this study continue beyond this date. '

(2
Prof PENELOPE ENGEL-HILLS

CHAIR: HEALTH AND WELLNESS SCIENCES RESEARCH ETHICS COMMITTEE

e-mail: engelhillsp@cput.ac.za
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APPENDIX D: LETTER OF PERMIT FROM STUDY SITE

NATIONAL CENTRE FOR RADIOTHERAPY AND NUCLEAR MEDICINE

ACCRA
In case of reply, number KORLE-BU TEACHING HOSPITAL
And date of this letter P. 0. BOX KB 369
Shouid be quoted Korle-Bu

Accra — Ghana
Telephone: 021-669202, 676222
Fax_ :021-676221
November 19, 2008

O REE . ... oo R e

YOut REENGT «vvovorvcommssmumummvensmymms

Cape Peninsula University of Technology
Faculty of Health and Wellness
Department of Radiography and Nursing
South Africa

LETTER OF PERMIT

I introduce Mr. Kofi Adesi Kyei as a Radiation Therapist of the department. We
permit him to conduct a research on the Role of Radiation therapist on the
assessment of cancer pain in patient undergoing radiotherapy in pursuance of his
Masters programme in Radiotherapy (M-Tech).

This research is fully supported by the department since its outcome will help
improve the overall quality of life of the patient.

All financial supports and assistance is funded by the department and for further
enquiries please channel it to Dr. Verna Vanderpuye (vanaglat@yahoo.com)

Natlenal Centre For Radlotherapy
And Muclear Med

j IZ rle-kEu ¢ ca

Dr. Verna Vanderpuye
Clinical Consultant/Radiation Oncologist

174




APPENDIX E: ADESCO PAIN
QUESTIONNAIRE B. Is your pain deep within your

body or on the surface of body?
Adesco Pain Questionnaire (APQ)

Please state.......coocccveveeviveenireennnn,

3. Pain information
A. Where is the location of your pain?

Mark or shade the area.

LEFT

RIGHT LEFT
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4. When did your pain problem start?
Days............... Weeks........... Months................ Years..........oeen.
5. Please circle how you feel about pain at the erdrwith the following;
0 1 2 3 4
No pain mild pain severe pain
6. How often do you have pain? Please underline one
A. Constantly B. Frequently C. Gzicaally D. Rarely

7. List anything (including radiotherapy, medicati@xercise, posture etc) that

increases your pain.

9. What treatment are you having now? Please diadbdé below and tick

Treatment Treatment Helpful | Not Patients RTTs comments
received helpful comments | for management

and referral

Radiotherapy

Medication
(Drug)

Counselling

Other:
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