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Abstract: The promotion of rational use of morphine is ana@mgnt necessity in the management of cancer
related pain. The World Health Organization (WH®)vides standards for the rational use of morphrir
cancer patients. The aim of this study wmassess the rational use of morphine in candemgs.at Raleigl
Fitkin Memorial Hospital. A quantitative researgipaoach using a descriptive, retrospective, cressanal
design,to assess prescribing indicators and coewes of prescription. descriptive, prospective, crc
sectional design was used to evaluate patientigdiegators and health facility specific indicatatsRaleigt
Fitkin Memorial Hospital. A sample size of 600 greptions was selected for a period of a year footy
2018 to July 2019 using systematic random samplind.patients of about 30 were randomly selectec
2 pharmacy personnel for prospective review. Défifertypes of cancer cases were observed at RFA
cervical cancer (40.3%), prostate cancer (11.8¥@ast cancer (3.7%), colon cancer (7.5%), vulvecex
(7.2%), lung cancer (4.3%), retinoblastoma (4.33Jigmant melanoma (2.2%), Kaposi's sarcoma (3.’
oesophageal cancer (6.0%), thyroid cancer (2.7%pato carcinoma (1.5%), leukaemia (0.8%) atitio
types of cancer being (4.0%). The gender of patitaiting morphine, 60% were females and 40% !
males. With regard to age category, about 3.3%atiEpts below 18 years were taking morphine, 3.3
patients between 19-30 years, 23.3% of patientsdeat 31- 40 years, 26.7% between3years and 43.3'
of patients were above 50 years. Findings fromsthdy showed that morphine was being used ratipira
cancer patients at the facility. There was 97.83%@phine daily dose not exceeding02@y recorded an
only 2.17% of morphine daily dose exceeded 200rhg. findings of this study indicatékbat morphine wa
being used rationally for the management of paicaincer patients at RFM.

K eywor ds. rationaluse, morphing, cancerpatient:, Raleigh Fitkin Memorial Hospit

1. Introduction

The kingdom of Eswatini is a small, independenty inocome resource nation in Southern Africa of just

1.3 million people [1]. About 900 people develomear each year and about 600 people die from #s&h
numbers are expected to rise by more than a tlyir2l0B0. The two most common cancers; Kaposi sarcoma
and cervical cancer account for almost half oftedl cases in Eswatini which increased about 20diide the
advent of AIDS [1]. Cancer is a type of malignardwgth or tumour caused by abnormal and uncontradédtd
division, it may spread through the lymphatic sgste blood stream to other parts of the body [l Potential
for suffering from cancer can be a horrifying exeece for anyone with the diagnosis and pain ibabdy the
most frightening of all cancer symptoms for patsem#lthough cancer can be a terminal disease, gteyald

be no reason to deny a patient the opportunitivéodroductively and be free of pain [3], Pain msumpleasant
sensory and emotional experience associated witbreictual or potential tissue damage. The intgrdeégree

of pain relief and effect of pain vary accordinghe type of cancer, treatment, and personal cteaistics but
prevalence and severity of pain usually increasthaslisease progresses [4]. The under treatmeaitrofiic
pain is a problem, especially for people in thalfstages of cancer. Chronic pain can be controlea simple
and inexpensive use of oral analgesic drugs inafudiorphine and other opioids [4]. Morphine takgmiputh
produces good pain relief for most people with matkeor severe cancer pain. Morphine is now aviailath
different dosage forms that release the morphiner @arious periods of time [5]. Although it has adb
reputation for its addiction and side effects, niimp is still one of the most potent analgesicstorcer related
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pain [6]. Opioid production, consumption and impdiin are strictly controlled thus included in &hedules
of the Single Convention on Narcotic Drugs whicstrriets and regulates their use [7]. In additiopaticy and
legal barriers, professional barriers such as tsHckaining of medical staff also account for tmadequate
medical use of opioids. Rational drug use is defias patients receiving medications appropriatéheédr
clinical needs, in doses that meet their own irtiigl needs for an adequate period of time andealothest
cost to them and their community [8]. It also ird#s the utilization of medication as per patietfietya its
effectiveness, cost and compliance. It is commeithplified as the five rights; the right drug aétright dose
by the right route at the right time for the rigatient [9]. Irrational prescribing does not complith the
prescribing standards, and includes; under praagiibover prescribing, incorrect prescribing, nlki
prescribing and extravagant prescribing. The efédédtrational use of medication is vast and resiit the
different conditions. The most important and widedported impact is in the form of side effect timay be
harmful in a way that may result in mortality [1Bactors associated with irrational drug use inelpdor
knowledge of medical staff, short years of experggrraditional beliefs about iliness, short coteidn time,
lack of interaction between dispenser and patiants poor implementation of the National Drug Policy
guidelines [11].

Approximately 80% of the world population has eithe or insufficient access to treatment for motiera
to severe pain, and that every year, tens of maliof people around the world including around finiifion
cancer patients and 0.8 million HIV/AIDS patientstlae end of their life suffer from such pain witho
treatment [12]. In the United Sates, an estimatedlion people experience acute pain and betwiand
90 percent experience cancer pain yet surveys $laeen that over one third are not adequately toefie
pain. Lack of access to pain medication in pharasand fear of addiction on the part of patiergssagnificant
limiting factors in the United States [12]. In Keny30 percent of hospitalized patients experiemaederate
to severe pain [13]. More than half of the patidmasl undertreated pain as mostly non-opioid anaigese
prescribed and often the patients do not receie# thedication as prescribed. The potential reasonthe
under treatment was thought to be due to stafftabes and system failures making it easy to ovkrpeing
medications at the correct time. More than 60%hef14 million new cancer cases worldwide in 2012ewe
reported in the developing part of the world, imthg Africa, Asia and South America [14]. Thirtydw
countries in Africa have almost no morphine disttibn at all and only fourteen have oral morphih2]|
Although consuming only 6% of the morphine usedldwide, Africa has more than half of cancer pasent
In developing countries pain and palliative care poorly understood and are traditionally given fanority
in national health care systems [12]. In Tanzdniamany years, morphine has been the most suctegsbid
in alleviating pain in cancer patients [15]. Theewf morphine is acceptable among a large prapodf
patients receiving palliative care. However, theeleof knowledge about morphine is low in most pats.
Therefore, there is a need to encourage patietitipation to strengthen the whole process of pa@magement
and that information, education and communicatiorttee use of morphine needs to be improved. Calrvic
cancer is the most common cancer in women in timgdom of Eswatini where most women rarely undergo
cervical screening. The very high prevalence oV//AIDS complicates the management of pre-invasind
invasive cervical cancer [16]. High risk human péppavirus (hr-HPV) infection and the dual burdeh o
HIV/AIDS remains a huge challenge in some low ineatountries such as the Kingdom of Eswatini [3].

The Kingdom of Eswatini established a cancer regist 2015 and initiated cervical and breast cancer
screening activities at 80 primary care clinicswidwer, cancer care services are currently limited the
Government refer the majority of cancer patientgdfeatment to neighbouring countries like Southidsf [1].
Also, current oral morphine available in the Kingdof Eswatini is not enough and stock-outs are nteplo
thus affecting patients and health care providers [According to the WHO cancer profile of the dom of
Eswatini (2014) cancer treatment and palliativeecam chemotherapy and oral morphine accessibilag w
generally unavailable in the public health systebespite all the attempts carried out to decrelasecéncer
prevalence in the Kingdom of Eswatini like implertagion of the national cancer registry, cancer iesane
of the leading causes of death in most patients@ahcer is one of the fast-growing diseases anthéin
symptom is pain. Morphine is a drug of choice iathanagement of pain in cancer patients [17]. Latgaber
of patients are using morphine, proper usage pfeatents opiophobia and addiction. Cancer is becgrai
major public health concern and the Kingdom of Bswaeeds to apply the same diligence in cancatrob
as in the fight against HIV/AIDS [1]. Although, mutas been done on developing a national cancéroton
plan, coordinating cancer projects and establiskopgty in the delivery of services, not much haerbdone
on evaluating the different ways to manage canaer including palliative care. The kingdom of Esiwé
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cancer country profile had no specific values ofphine consumption in cancer treatment and palbatiare
[18], thus there is a need to determine if morphigiused rationally and according to the WHO tletep
analgesic ladder and according to the Standardmezda Guidelines of the Kingdom of Eswatini.

The findings of this study might improve rationalig use in terms of rational prescribing, dispegsind
usage of morphine. Patients might benefit in thesesethat rational drug use of morphine will elimiena
morphine under-use which will prevent opiophobid aweruse which result in addiction. The findingsnf
this study might broaden the level of knowledgedinoorphine as it is currently low in most patiefitserefore,
there is a need to encourage patient participati@rengthen the whole process of pain manageamehthat
information, education and communication on the aienorphine needs to be improved for both health
practitioners and patients. The purpose of theysimitb assess the rational use of morphine ineapatients
at Raleigh Fitkin Memorial Hospital, Manzini Eswrati

2. Materialsand Methods

The researcher employed specific method to gathtx dt Raleigh Fitkin Memorial Hospital (RFM).
Quantitative data are measures of values or coamdsare expressed as numbers [19]. In this stindy, t
researcher used a quantitative approach to gatitaras it is more applicable than using categoSasdy
design refers to the overall strategy or plan shauld be followed to integrate the different comgats of the
study in a coherent and logical way, thereby engutfiat the research problem will be effectivelgradsed

2.

o ESWATINI
e

e
) |

P~ B [l Raeioh Fitkin Memorial Hosptal

Fig. 1. (left) The map of Eswatini and (right) tREM Hospital.

The study population was all cancer patients amedqguiptions between July 2018 to July 2019 and all
outpatients in July 2019 with cancer related pBimarmacy personnel at RFM were also selected. drigett
population consisted of 600 prescriptions randogelgcted, 30 out-patients and 2 pharmacy persanRFM.
Sample size and sampling method are as follows:

. Patient care indicators: a total of 30 out- patemére randomly selected.

. Prescribing indicators and prescription completsnagotal of 600 prescriptions were systematically
selected.

. Facility specific indicators: 2 pharmacy personnete interviewed.

Data collection forms were used when collectingspribing data as well as prescription completeness
while questionnaire were used to collect data perg patient care indicators and facility specifidicators
as well as observational surveys. Prescribing atdis evaluated the rational use of drugs accoririge set
standards by WHO rational drug use and prescripattgrns. This was done through retrospective atialu
of prescriptions. The data was collected on thiefdhg prescribing factors:

. The average number of drugs per encounter.
. The percentage of drug prescribed by generic name
. The percentage of drugs prescribed from essentigllist or formulary.

Patient care indicators addressed key aspects aif patients experience at health facilities and @iV

they have been prepared to deal with pharmacesitibat have been prescribed and dispensed to fh@m.
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was done through prospective and cross-sectiosanleThe data was collected on the following pteare
indicators:

. The average consultation time

. Average dispensing time

. The percentage of drugs actually labelled

. Patients knowledge of correct dose

. The percentage of drugs actually dispensed

Facility-specific indicators measured the avail@pibf essential medicines in the facility and titality
to prescribe drugs rationally. This was done thtoolgservation and interviewing the pharmacy persbrie
data was collected based on the following factipecific indicators:

. The availability of the essential drugs list orrfrdary in the facility.
. The availability of key drugs in the stock.

The collection of data was done through the fillafighe following data collection forms. The prébirg
indicator form and patient indicator form was fillthrough the use of patient prescriptions. Phaymacsonnel
was selected for facility specific indicator formce30 cancer patients were selected to fill inghestionnaire.

. prescribing indicators form (see appendix 1)

. patient-care indicators form (see appendix 2 and 5)
. facility-specific indicators form ( see appendix 3)

. Prescription completeness form (see appendix 4)

Data was collected and analysed using IBM Statisfrackage for Social Sciences (SPSS) version 20.
The results were presented using tables and gmagiescentage form. The research proposal was mexsat
Eswatini Medical Christian University (EMCU) PharayaDepartment for approval and then submitted ¢o th
Research and Ethics Committee of the Eswatini Madihristian University. Once it was approved bg th
EMCU Research and Ethics Committee, it was theméitdd to the Kingdom of Eswatini’s Ministry of Héa
Research and Ethics Committee for final ethicahi@dace. Upon obtaining the national ethical clecga@a
letter was written by the Head of Department of rRteey EMCU, which was then presented to the Senior
Medical Officer (SMO) of the RFM Hospital and pessibn was obtained to collect data and accessfibon
necessary for the study. A consent form was gigerath participant to complete. The participantewtearly
informed about the study and were informed that ferticipation in the study was voluntary. Thetgapant
was informed of his or her rights to withdraw frahe study if they wished to do so. The researchsured
that only those participants that signed the canfeem participated in the study. The informatiaoyided by
the participants was treated confidentially. Thoed® have access to the results of the study weneipal
investigator and the supervisor. For anonymitpoes, codes and numbers were used instead of tinesrat
the participants. The research report will be sttiechto the Pharmacy Department of the Eswatindivi
Christian University and a copy will be made aval#sat the library of the University. A copy wilelsubmitted
to the Senior Medical Officer and the Eswatini Resh and Ethics committee.

3. Reaults

The findings of the research will be presentedalilds, charts and figures in this chapter. Theepatf
presentation will be in sections, starting with {88t A: Prescription completeness, Section B: Ribscs
indicators, Section C: patient care indicators &adtion D: facility specific indicators and Secti&nmorphine
dosage regimen. The tables and figures below aneetult of completeness of prescription parametessssed:
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Patient information

120.00%

100.00% 99.00% 100.009899.80% 100.00%
100.00%
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0.00% 0.00% 1.00% 0.00% 0.20% 0.00%

Present Absent Present Absent Present Absent PresenttAPasent Absent

Name and age weight sex Allergy status
address

Fig. 2. A bar chart showing results from prescaptcompleteness under patient’s information.

Prescriber's information

120.00%
100.00% 99.70% 100.00% 100.00%
100.00%

80.00%
60.00%
40.00%
20.00%
0.00% 0.00% 0.30% 0.00% 0.00%
.00%
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Name and initials Department Registration number sigea

Fig. 3. A bar chart showing results on completeréssescription under prescriber's information.

Prescription details
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Date |Diagnosis Drug Drug @ Dosage Frequency Duration Directions
name  strength form

Fig. 4. A bar chart showing the completeness o@iption details as per WHO INRUD standards.
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Table 1. Showing results from prescribing indicator

no. of drugs per| Percentage of| Percentage of| Percentage of| Percentage of
prescriptiol generic drug antibiotic injections drugs in EDI
N Valid 60C 60C 60C 60C 60C
Missing 0 0 0 0 0
Mear 3.5¢ 93.0¢ 3.31¢ 0.2¢ 100.0(
Mode 4 10C 0.C 0 10C
Std. Deviatiol 1.352 12.08( 10.278: 2.87¢ 0.00c¢
Rangt 8 67 75.C 5C 0
Minimum 1 33 0.C 0 10C
Maximurr 9 10C 75.C 5C 10C
Table 2. Showing results on patient care indicators
consultation dispensing no. of drugs no. of drugs no. adequate
time (min time (sec prescribe dispense ly labellec
N Valid 3C 3C 30 30 30
Missing 0 0 0 0 0
Mean 8.847 18.20 3.60 3.13 3.10
Median 9.000 16.00 4.00 3.00 3.00
Mode 4.0 16 4 3 3
Std. Deviation 3.9981 10.949 1.248 1.332 1.322

Table 3. Standard by WHO/INRUD, showing optimalued on the different indicators.

Prescribing indicators Optimal values
% non-Polypharmacy prescriptions 63
% drugs prescribed by generic name 100
% prescriptions including antibiotic <30
% prescriptions including injection <10
% drugs prescribed from EDL or formulary 100
Patient careindicators Optimal values
% consultation time/min >30
% dispensing time/sec >60
% drugs actually dispensed 100
% drugs adequately labeled 100
% patients’ knowledge of correct dosage 100

The figure and table below are the result of thodifg specific indicators parameters assessed:

Key_Drugs

50|

Percent

T
Mo

Key_Drugs

Fig. 5. Shows percentage of key drugs available.
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Table 4. Shows percentage of key drugs available.

Frequency Per centage
1 Yes 14 70%
2 No 6 30%
Table 5. Shows the availability of an EDL or a folary.
Frequency Per centage
Yes 1 formulary 100%
Yes 1 Essential Drug Li 100%

The different types of cancer

45.00%
40.00%
35.00%
30.00%
25.00%
20.00%
15.00%
10.00% I
5.00% I I
N X N . .
&P %&Q;@* @,b% o\ox” &@ 0@0 @6& o& o‘& Qg;v ,»o\b_ o‘& 0@& %\@"
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& & & & E
= RS OQ‘% S° F
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Fig. 6. Bar chart showing the different types afagr patients being given morphine.

Table 6. Showing mean of daily dose of morphine.

Total daily dos
N Valid 60C
Missing 0
Mear 62.70¢
Mode 60.C
Std. Deviatiol 53.218:
Result
Daily dose
H exceeding
200mg
Daily dose
B ess than
200mg

Fig. 7. A pie chart showing patients taking morghihat is more 200mg.
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Gender
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Gender
Fig. 8. Gender of the 30 participants who werertgknorphine.
Table 7. The table shows age ranges of the patients
N N %
Below 18 yeat 1 3.3%
19-30 years 1 3.3%
Age Category 31-40 years 7 23.3%
41-50 years 8 26.7%
Above 50 years 13 43.3%
Table 8. The table shows common types of candeF.
Type of cancer being trea N N %
Type of cancer |Breas 2 6.7%
Prostat te] 26.7%
Cervica 15 50.0%
Brain 1 3.3%
[Thyroid 1 3.3%
Kaposi's' sarcom |1 3.3%
Retinoblastom 1 3.3%
Esophage: 1 3.3%
Table 9. The table shows answers to questionnaires.
Answers to questionna N N %
Yes 24 80.0%
Any other treatment NO 6 0.0%
Once a da 1 3.3%
Frequency of morphine Twice a da 3 10.09
q y P Three times a d: 1 3.3%
Othel 25 83.3¥%
1-3 week 4 13.3%
1-3 month 0 0.0%
Duration 4-6 month 6 20.0%
7-12 month 8 26.7%
More than a yei 12 40.0%
No pain to milc 6 20.0%
Pain ratin Moderate to seve 11 36.7%
9 Very sever 3 10.0%
Worst pain possible : 10 33.3%
i Monthly 29 96.7%
Refills Othel 1 3.3%
. . Yes 28 93.3%
Advice on side effects NO > 6.7%
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Table 10. Table showing pain rating cross matchtireggender. Pain rating * Gender Cross tabulation.

Gende
Male Femalt Total
Pain rating  |No pain to milc 3 3 6
Moderate to seve 2 9 11
\Very sever 1 2 3
\Worst pain possible : 6 4 10
Total 12 18 30

4. Discussion

This chapter contains the discussion of the resbitained during the study using the WHO/INRUD drug
use indicators optimal standards to assess ttanedtise of morphine in cancer patients based rescpbing
indicators, patient care indicator and facility cfie indicators at Raleigh Fitkin Memorial Hosgita he
findings of this research will be discussed in tfiapter as compared with the WHO/INRUD optimahdtads
and also with similar studies in and out of the dlom of Eswatini. It will be in this order: Sectign
Prescription completeness, Section B: Prescribimticators, Section C: patient care indicators, iSecD:
facility specific indicators and lastly SectionmBorphine dosage regimen.

In this study, figure 2 indicates that, all theqméptions had the name and address of the pdfie696),
about 99.0% of the prescriptions had the patieagts. About 99.8% of the prescriptions includedphgent’s
gender. With respect to patient’s information, boely weight and allergy status were not includedrig of
the prescriptions. In a study conducted in comnyuplitarmacies in India, however, the weight of thégnt
was mentioned only on 8.4% of prescriptions andresid mentioned only on 1.8% [20]. The prescriber’s
information (Figure 3), such as name, initials aigthature were available in all the prescriptiak3006). Only
0.3% included the department of the prescribemangrescription included the prescriber’s registrahumber.

In a study conducted in India, prescriber detade hame, designation, signature, were presenbia55,
21.75% and 73.25% respectively [21]. Figure 4 ciostalata on prescription details, it was found tinet
diagnosis, drug name and frequency were availabddl the prescriptions. About 99.7% prescriptitvasl the
date, 99.8% of prescriptions contained the drugnsfth, 84.8% mentioned the type of dosage forn8%@%f
prescriptions depicted the duration of treatment@h 7% of prescriptions had instructions for dii@t of use.
In a similar study conducted in a tertiary hospitalndia, details of medication like strength wids33% and
frequency of administration was 93.77%, the rongtdosage form were 26.92% and 77.93% respecfi2e]y

In this study, it was found that the average nundfetrugs per prescription encounter was about.3.58
This result was higher than the WHO/INRUD standawdth optimal value of 1.6 - 1.8 per patient enciau.
The results of this study revealed that more drmuge prescribed in one prescription paper (TableHizh
was more than WHO set standard. Results from thidysare lower than that of a study conducted imith
Police Hospital, average drugs per prescription 3vdq22], while another study in Nigeria found ¢hiat the
average drugs per prescription was 6.11, whiclerg tigh [23]. The observed poly pharmacy may sestio
affect healthcare by increasing side effects, namgiance and drug-drug interaction. Poly pharmalsp
causes confusion, whereby the patient end-up mixinthe drugs. Rational prescribing is advocateavtand
wastage of medicines and to avoid possible adveifeets to patients. Moreover, prescribing unnemgss
medications to patients has cost implications fatiamal health systems. The percentage of drugscpbed
from the EDL was 100% which conformed to the WHQ@iropl value. WHO recommend the use of EDL for
effective health delivery. It is slightly higherath study done in Nigeria Military hospital (80%}¥[2Even
though it is less than WHO set point (100%), pribgecs were well aware of drugs in the essentiadjdist. The
practice of prescribing from EDL should be encoedghrough capacity building so as to increasemati
drug prescribing patterns. WHO highly recommendssgribing medications by generic hame as a safety
precaution for patients because it identifies thegctlearly, enables better information exchange @fows
better communication between health care provif#&sk Regarding prescription by generic name, 9%.Q8
prescriptions were prescribed by generic name €rapalmost near to the one recommended by WHO%)00
[26]. It is a good practice in the study area asmpared to studies done in North Western Ethiopian@&r
Hospital, 72.6%; Bahirdar Hospital, 70.5%; and [hbbor Hospital, 84.1%) [27] and Yenagoa of Nigeria
(62%) [24]. The reason may be due to the prescsilpeeference of essential drugs which are uswaliten
in generic names as compared to other study Jités.will significantly lower money wastage whichilivbe
Afr Health Sci Bull 2(1) (2024) http://mwww.ahsb.org
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incurred by purchasing brand drugs. The percerghgecounters with an antibiotic prescribed wa&@.@wer
than the optimal value proposed (30%). However, it is difficult to judge whether tdootics were

appropriately prescribed as this was not part efsttudy design, this study focused mainly on thiemal use
of morphine. When compared to other studies, thises it very low, which suggests that at RFM they
rationally prescribing antibiotics in patients wace using morphine. Rational use of antibiotic catalithe
battle of bacterial-resistance. Different drugsaministered through a variety of routes withtadir pros and
cons. About 1% of the prescription at the studg siere with injection. This value is way too snaaid out of
the acceptable range set by WHO (13.4%-24.1%). & bisod practice since it decreases the cost dthheaal
medication is cheaper than injectable. Also thiissiéquired to administer injectable together with supplies
of needles, also removes the risk of transmittirgpakes such as HIV and hepatitis. More than Hadfllo
medicines are inappropriately prescribed, dispepsadld with such practices deemed to be mostgbeatin
healthcare settings in the developing world wheeelmanisms for routine monitoring of medicine usesiill
in early stages of development [28]. In the Africagion, it was reported that the average numbenedicines
per patient encounter was 2.6, percentage of ete@nvith antibiotics prescribed was 45.9%, encexsvith
an injection was 28.4%, percentage of medicinescqpifeed from the EDL to be 89% and percentage of
medicines prescribed in generic name as 65.1%th&le values proved to be higher than the set WHO
standards [28]. Proper utilization of medicinea igritical component of pharmaceutical care pldrysiians
should be educated and trained about rational pbé@sg and motivated to enhance generic prescrifsd

Table 2 shows the average consultation time as Bi8btes which was considered to be inadequate
considered to be less than the WHO standard bdnmifiutes [29]. Another factor affecting the qualitf
health care is patient care practices. The averages taken for consultation and dispensing mediiwvere
8.85 minutes and 18.2 seconds, respectively. Dgpgrime should be greater than 90 second. Théscleser
to the studies done in South West Ethiopia (6.1dutei and 1.28 minutes, respectively) [27]. Nevédethe the
time allotted for consultation was less than tHad study in Nigeria (11.5 minutes) [24]. The majeason for
this could be patient load. The communication dfgoés with health care providers helps them toegetugh
information about their medications and enhancesggiite. Short dispensing time <60 s is not sufficie
explain dosage regimen, adverse effects of drulggrexautions, and actually label and dispenseug.dt is
clear that patient compliance directly dependsisfihar knowledge about the drug. Prolongation spensing
time is a necessary step toward improving patiané.cin a similar study conducted in Rwanda, theraye
consultation time was 10.1 minutes, compared to W&l@et of at least 10 minutes. The average dispgns

time was 222.2 seconds compared to WHO standar@@beconds. Time spent counselling the patienesff

the knowledge gained by the patient on how to thkedrugs. Knowledge of the patient is a very @drfisictor

in the therapeutic process. There should be impnew as patients’ active participation in the Healhre
process will enrich their knowledge if drug complia and desired therapeutic goals are to be achidbhe
percentage of prescribed drugs that were actuilyedsed was 88.9%. Lower labelling of dispensedsir
(0%) was found. While the percentage of patienth wdequate knowledge of correct dosage schedude wa
84.3% compared to the WHO standard of 100% [30]tikigrthe patient's name and generic name of thg dr
on the label is necessary. This would also helgdtucing the risk of dispensing errors. Knowledigeut side
effects of drugs is also low (6.6%). The good thimgore patients (23.3%) knew drug food interactio

A formulary or an essential medical list was ad#aat the pharmacy therefore it had a result @40
(Table 5), which aligns with WHO/INRUD optimum valwf 100%. A study conducted in Eastern Ethiopia it
was found that none of the hospitals involved mdtudy had its own EDL or formulary [31]. The fings of
the study showed that the average percentage alrkey was found to 70% (Table 4). The optimumdsach
stipulated by WHO is 100%. In a study conducte8amdi Arabia, the percent of key drugs on stock aveg
59.2% compared to optimal value of 100% [32]. Ressof the present study are higher than thoseeo$tidy
conducted at PHC facilities in Kragujevac, Serblzere the percentage of key drugs in the stock wés o
38.7%. Shortage of the drug supply of essentiajslthat treat common health problems is harmfiigalth
status of patients. Moreover, this probably incesabe percentage of prescribing medicines outestock.
WHO recommends adherence of physicians to the diistgsl in the EDL/formulary while prescribing
medications to ensure proper healthcare.

The most common types of cancer at RFM were redoffigure 6) and results are as follows, cervical
cancer (40.3%), prostate cancer (11.8%), breasecd8.7%), colon cancer (7.5%), vulva cancer (7,20tg
cancer (4.3%), retinoblastoma (4.3%), malignantamaia (2.2%), Kaposi's sarcoma (3.7%), oesophageal
cancer (6.0%), thyroid cancer (2.7%), hepato caroi (1.5%), leukaemia (0.8%) and other types otean
Afr Health Sci Bull 2(1) (2024) http://mwww.ahsb.org
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being (4.0%). Figure 8 shows data on the gendpatiénts taking morphine, 60% were females and d@?e
males. With regard to age category, about 3.3%atiEpts below 18 years were taking morphine, 3.3% o
patients between 19-30 years, 23.3% of patientsdmet 31- 40 years, 26.7% between 41- 50 years 2864
of patients were above 50 years. About 80% of pttieeceived other medications on their prescriptixcept
for morphine and only 20% had no other medicatidrable 9 contains data on the frequency of morphine
dosing, 3.3% was prescribed once a day, 10% wasrived twice a day, 3.3% was prescribed threestiane
day and 83.3% was prescribed in a different frequexer day. About 13.3% of patients used morphimeaf
duration of 1-3 weeks, 0% of patients used morpfan&-3 months, 20% used morphine for 4-6 mor2bs; %
used morphine for 7-12 months and 40% used morgbim@ore than a year. On the basis of pain ra@0§s

of patients had no pain to moderate pain (0-3){%6had moderate to severe pain (4-6), 10% hadsmrgre
pain (7-9) and 33.3% had worst pain possible (M¥st patients refilled the morphine monthly (96.7&6)
only 3.3% refilled any other time. About 93.3% pats were advised on the side effects of morphileoaly
6.7% were not advised on side effects. The findofgbe rational use of morphine in cancer patishiswed
that morphine is being used rationally (figuread,97.83% of morphine daily dose not exceeding 20®as
recorded and only 2.17% of morphine daily dose eded 200mg. According to the World, the effective
analgesic dose of morphine varies considerablyranges from as little as 5mg to not more than 208aity
[33]. Morphine is the mainstay of cancer pain mamagnt; proper prescribing patterns are essentillOW
states that the dose of morphine can vary butoitishnot exceed 200mg. All patients given morptsheuld
also be given bisacodyl, in this study all the @@fients were given bisacodyl. The results of shisly are in
line with the findings in 2009 by Kamuhabwa & Ezkin Dar es Salaam [15].This suggests the progeof
morphine, even more than 50% of the interviewedeptt reported to be suffering from side-effectateal to
the use of morphine. Most of the participants reggbto have been taking morphine for more tharea, yehich
explains the high number of patients complainingulside effects. The benefit of morphine outweitjies
risk; the patients are in palliative care. Abou¥s@=13) of the patients reported that they wersemnere or
unbearable pain, in pain assessment tool, theyddbeir pain at 10 out of 10.

With regards to the use of morphine in cancer ptgiat RFM, morphine was being prescribed and used
rationally and such practices are promoted to rediependence and addiction. Morphine in canceermati
should be titrated according to the type of canderation of disease progression and the scalatimgrof the
pain.
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