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ABSTRACT 

Background 

Pain is one or the major cone 'ms or p ui curs und ~rgoin~ surg ry. Unre olved 

postoperative pain can negatively aff t a paticnt"s w ll-b ing on many levels. Efforts 

have been made to addrc postop rat iv pain. Hov ver, throughout the years, studies 

have hown that mod rat to ver po top rati pain i still undermanaged. The aim 

of this study is to examine the performance of postoperative pain management in 

UMMC from the patients' perspective. 

Methods 

150 patients who underwent elective surgery in UMMC were recruited to 

complete a questionnaire. The questionnaire explored the incidence and everity of 

postoperative pain, emotional and functional disturbance caused by pain a well a th 

patients' level of satisfaction towards their pain management. 

Results 

The incidence of moderate to severe pain on P DI wa 52%. Pain wa found to 

be a ociated with functional and emotional disturbances. Younger age, A A> I, and 

orthopedic surgery were found to be ri k factor for mod rate to ever pain. The 

patients were generally sati lied with the pain management given. 

Conclusions 

Acute posioperati c pain r .rnains prevalent de pit variou elf rt . pi id ar 

still the mainstay or tr mtrn .ru for moderate lo sev .rc pain, but it undc irablc id' ffe t 

profil i limit« its usng ·. I\ 11 ·w upprou .h is needed le further impro · pati '111 • 

postop »uti · puin • p •d ·11 • •• 
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CHAPTER l: INTRODUC'Tl N 

The International Association tor th' tud of P tin l \ P d elin 'Spain as an 

unpleasant sensory and emotional 'XP iri mcc nsso -i t .d with a .tual or potential tissue 

damage, or described in terms of su ch damn '. \. cute p in is temporarily related to 

injury and that resolves during the appropriat healing p riod. 

Though surgery is an effective method to cur c rtain diseases, it unavoidably 

involves skin inci ions, tissue manipulation and resection of diseased organ/tissues, all 

of which contribute to acute pain. Anesthesia no doubt could provide pain-free 

experience during surgery, but it does not obliterate the aftereffect of surgery, that is 

acute postoperative pain. In fact, most patients undergoing surgical procedures 

experience acute postoperative pain despite adequate analgesics [ l ,2] 

Pain is one of the major concerns of patients undergoing surgery. ffort ha 

been undertaken to reduce postoperative pain. This is not only for humanitarian r asons, 

but good pain control also has the potential to reduce postoperative morbidity and 

mortality. Unrelieved postoperative pain can negatively affect a patient' well-being n 

multiple levels [3]. It can interfere with leep and physical functioning, delaying wound 

healing and possibly prolonging hospital tay. 

To address this problem in a tructured and sy tematic manner, the cute Pain 

Service (APS) was introduced in the United State in 19 8 by Ready el al [4]. inc 

then, there have been a widespread introduction of AP in major h pita! around the 

world. 
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Over the years, with the development or n iwcr nnnlgesi ·s, uualg .siu protocol , 

as well as more frequent usage or minimnll invusi c surgi 'II t .chui 1u .s.paticnt ' 

postoperative outcome was expect id lo impro '. I lnw '\ 'l'. 1 surv 'Y by pfclbaum JL 

et al [5] in 2003, when compared with sur " b 1 \) arf cld and Kahn in 1995, showed 

little difference in patient ' postopcrat iv' pnin .xp ri n . Thi finding is also supported 

by an analysis by orrcll DJ [6]. 

In UMMC, APS was cstabli h din 1992. Around 20,000 surgeries are 

performed in UMMC annually [7]. Not all patients can be managed by the APS. It is 

therefore important that the primary team be responsible in providing pain relief after 

surgery. Most surveys look at the incidence and severity of pain from assessing patients' 

notes. 

This survey focuses on determining what matters to patients by asking patient 

to complete a questionnaire in their own time regarding their pain experiences, in th 

hope of understanding ways to improve post-operative pain control. 
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CHAPTER 2: LITERATURE REYlE" 

A comprehensive literature r 'Vi 'W b Sinntrn in_() l O found thnt th' treatment of 

acute pain remains suboptimal due to nttitud 'S ind educ uionnl barri .rs on the part of 

both physicians and patients, as well as limitations of vail bl therapies [3]. For 

example, opioids arc effective, but had und . ir bl . id· eff ts. Poorly treated acute 

pain can lead to impaired sleep and phy i al fun tion, r duced quality of life and high 

economic costs. 

In regards to postoperative pain, it has been assumed that sufficient pain control 

will improve surgical outcome, and there is a consensus that optimal pain relief is a 

prerequisite for early postoperative recovery. However, a systemic review by Werner et 

al in 1995 found that postoperative pain relief per se did not significantly improve 

postoperative outcome (morbidity and length of hospital stay) except for patient' 

satisfaction and pulmonary complications. Postoperative outcomes arc, in fact, 

dependent on many factors [8]. 

As for the importance of postoperative pain control in patient' per pc ti c, 

Macario et al conducted a survey in 1999 to quantify patient ' preference for 

postoperative outcome . Pain wa ranked as the third mo t undesir d po top rati c 

outcome (after vomiting and gagging on cndotrachcal tube). It goc n t how that pain 

remains a major concern for patients undergoing urgery [9]. 

The prevalence f po toperati e pain vane con iderably between tudie . It 

ranges from 2.2%[5], 58%[ I OJ to 70%[ 11]. encrally, rn t of the auth r agr e that 

postop irati 'pain continued to be undcrmanagcd, 
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Murray et al conducted a study in a developing country r .fcrrnl ho spital 

(Tygerberg Hospital, Western ape, outh 1\l'ri .a), surv ') ing L~ l l iti .nts on POD I. 

62% reported moderate to scv .rc pnin r 121. 

A study was done in year 200_-_QQ nt th nivcrsitv Hospital Maastricht, 

Netherlands, involving 1490 pal i nts. Mod rate nd , ever pain was reported by 41 % of 

the patients I hour after surgery, 30% on PODl, 19%, 16 % and 14% on POD 2,3,4 

respectively [ 13]. 

In the same survey, but looking in particular in day surgery patients (n=648), 

26% reported moderate to severe pain on the day of surgery, and the number dropped to 

21% on PODl [14]. 

In 2009, in Aga Khan University Hospital in Nairobi, Kenya, 150 day-surgery 

patient were telephone interviewed at 24 and 48 hours after discharge. 55% of the 

patients had pain at 24 hours postoperatively. 13% was moderate to severer 1 S]. 

In the effort to improve postoperative pain management in developed, a well a 

in developing countries, a group of researchers from Germany started the PA lN 0 T 

(Improvement in po toperative PAIN OUTcome) initiative. This is a large multi 

national, non-interventional registry and benchmark project. lt coll ct d m graphi , 

clinical and outcome data by using a validated que tionnaire in multiple language . It 

started in 2009 and i expected to continue until 2030. To date, more than 200 ho pita! 

are taking part in PAIN UT and more than 300,000 data ets ha e been colle t d 

altogether. 
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CH APT j R 3: METHODS 

3.1 Aim 

The overall aim or this study is to impro ' .nrc for i ti 'nt with postoperative 

pain. Many factors affect postopcrati c pnin nd we hop" t id ntify factors that can be 

improved upon. The finding. from this stud \, ill nls s rv as a benchmark for future 

quality improvement. 

3.2 Study Design 

This is a cross sectional study. Data were collected from patients' case notes as 

well as questionnaires (Appendix B &C) 

3.3 Study Population 

The study was conducted in University Malaya Medical enter from April till 

September 2016. The elective surgery operation list was examined daily, and patient 

who fulfilled inclusion criteria are compiled into a list. Th patient are then randomly 

chosen and approached for participation (5 patients a day, from a Ii t of appr imatcly 

30 patients). 

Inclusion criteria 

All patient aged 18 and above, 

A A I~ 

Pali ·11ts who W0l' \ admitted for al least 24 hours an r urger (inpatient 
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Exclusion criteria 

Mental retardation 

Sedated and ventilated pnti ints 

Patients who have undergone surg cries inv h ing: 

Eye, car, nose and throat 

ardiac urgcry 

Neuro surgery 

3.4 Study procedure and measures 

On POD l, the patients were approached in their bed, and given explanation 

regarding the purpose and methods of the study. A well validated questionnair 

(PAINOUT questionnaire, see Appendix A) were used to as ess postopcrati pain 

expenence. 

The questionnaire, available in English and Malay, was compo ed of 13 

questions that examined 5 key areas: 

Incidence of Pain 

Question I: On a scale of0-10, Please indicate the wort pain you had ince urger 

Question 2: On a scale of' 0-10, Plea e indicate the lea t pain y u had inc urger 

Que tion 3: n a scale of' 0% - I 00%, how often were you in e re pain me our 

surgery'? 
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All 3 questions were aggregated to form an overall pain score {P ). with th following 

formula: 

PS J{ 1-Q- 

Most patients experience fluctuating I' 'I of p in through ut th day and during 

different activities. We feel that an aggr gnt d s or for pain is need to better represent 

the overall pain experience. This formula tak into account different pain levels as well 

as the frequency of severe pain. 

Degree of functional disturbance (FD) 

Question 4: On a scale of 0-10, how much does pain interfered with 

a) Doing activities in bed (turning, sitting up) 

b) Breathing deeply or coughing 

c) Sleeping 

d) Doing activities out of bed (walking, standing) 

The score of all sub-questions were combined to form an overall degree of fun tional 

disturbance (FD) with the following formula 

FD= (Q4a + Q4b + Q4c + Q4d)/4 

7 
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Degree of emotional disturbance ( D) 

Question 5: On a scale of 0-10 how mu .h do 'Sp iiu .nuse i « u tt feel 

a) Anxious 

b) Helpless 

The score from these two que tions w r ombin d to form an overall score for 

emotional disturbance (ED) with the following formula 

ED= (Q5a + Q5b)/2 

Side effects (SE) 

Questions 6a, 6b, 6c, 6d explored the degree of nausea, drowsiness, itching and 

dizziness respectively on 0-10 scales. 

These are the side effects of opioids 

Degree of satisfaction towards pain management 

Question 7 explored the degree of relief the patient received from the pain tr atment. 

Question 8 assessed if the patients have liked more pain treatment. Que tion 9 a ked if 

the patient received information about pain treatment option . 

Question I 0 assessed the degree of patients' participation in pain managem nt, wherea 

Question I I asked how sati lied the patient are with the pain treatment on a 0-10 ale. 
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Demographic variables such as age, gcnd er, \. eight nn :l h eight w r recorded for 

the patients. Additionally, the following dntn w .rc .olle .tc i 11. rm th' unuesth 'tic record 

and case note: comorbiditics, type and duration or sure 'r , m .thod or anesthesia, dose 
of opioids and non-opioids rccciv cd intrnop nntivcl 1, in r "O\ ery room and in ward. 

3.5 Statistical Analyses 

Data were analyzed using descriptive tatistics. 

Fisher exact test and logistic regression were used to find associations or differences. 

3.6 Ethical and Technical Considerations 

All participants were provided with detailed information in nglish and Malay 

language, and were asked to participate. The purpose, risks and benefits were explain cd 

to the patients prior to participation of the study. The rights of the patient to refuse or 

withdraw from the study were also informed. The participation of the patient was 

voluntary and the identity of all the patients remained confidential. This study was 

approved by the Ethics Committee of University Malaya (ME lD.NO: 201632229; 
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CHAPTER 4: RESULTS 

4.1 Demographic Characteristics 

This study included 150 patients ol'\ Imm 100 7°0 wer f mal sand 50 

(33%) were males. Their age rang d from 18 to .) e rs, with the mean age being 49. 

46% of the patients were class ASA I. Hyper! n ion 0%) diabetes mellitus (20.7%) 

and cancer ( 16. 7%) were the three most common omorbidities (Table 4.1) 

Most of the patients underwent urgery under general anesthesia (73.3%), while 

the rest received regional anesthesia. 4 patients underwent a combined general and 

regional anesthesia. 30. 7% of the patients underwent orthopedic surgery, 30. 7% 

underwent gynecology surgery. 16%,10.7% and 9.3% patients underwent urology, 

breast, and general surgery, respectively. 

10 
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Table 4.1: Demographic Data 

Variables 
Age; years mean(SD) 49.6(1 . 4) 
Gender; n(%) 

Male 50 (33) 
Fem al 100 (67) 

Weight; kg 67.9 (13.82) 
Height; cm 159.1 (9.78) 
Body mass index; kg.m·2- 26.91 (5.47) 

ASA 1 69 (46) 
ASA>l 81 (54) 

Comorbidities, n(%) 
Cancer 25(16.7) 
HPT 45(30) 
OM 31(20.7) 
Dyslipidemia 5(3.3) 
CVS 8(5.3) 
Renal 1(0.67) 
Gastrointestinal 4(2.67) 
Respiratory 3(2) 
Others 3(2) 

Type of anesthesia; n(%) 

General Anesthesia (GA) 110 (73.3) 
Spinal 22 (14.7) 
CSE 6 (4) 
Epidural 4 (2.7) 
Nerve Block 4 (2.7) 
GA+ regional 4 (2.7) 

Type of surgery; n(%) 

General surgery 14 (9.3) 
Orthopedics 46 (30.7) 
Gynecology 46 (30.7) 
Urology 24 (16) 
Breast 16 (10.7) 
Thoracic 2 (1.3) 

Duration of surg ry; n(%) 

<30 min 10 (6.7) 
31-60 mlns 50 (33.3) 
61-120mln 26 (17.3) 
>l Omln 4 (42. ) 

11 
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4.2 Incidence of pain 

Of the 150 patients, 110(73.3%) indi 'nt 'd their worst r aiu since surgery to be 

moderate to severe; 67(44.7) mod ·rat' nnd 43(-8.7°0) sex ire, _ (16.7%) were in severe 

pain very often. To get an overall pain s 'Or' (P ), \1 us d th formula 

p = Q- Q ( t , 2 

And we found that 72(48%) reported mild pain, 78(52%) were in moderate to severe 

pain; of which 64(42.7%) reported moderate pain and 14(9.3%) were in severe pain 

(Table 4.2). 

Table 4.2: Incidence of pain 

Worst pain since surgery? n % 

No pain 4 2.7 
Low 36 24.0 
Moderate 67 44.7 
Severe 43 28.7 

Least pain since surgery? n % 

No pain 16 10.7 
Low 83 SS.3 
Moderate 49 32.7 
Severe 2 1.3 

How often were you in severe pain? n % 

Not often 70 46.7 
Sometimes SS 36.7 
Very often 25 16.7 

Overall Pain Score n % 

Miid 72 48 
Moderate 64 42.7 

14 9.3 

1- 
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4.3 Degree of functional disturbance 

We examined how much patients' ph si inl u .tiviti 'S" .rc itle ted by 

postoperative pain. It was round thnt th' pnin interfered more with activities in bed such 

as turning and sitting up (mean score 4. I · _,6 5) thnn with ioughing (2.71±2.55) and 

sleeping (2.97±2.66). 

Half of the patients reported mild functional disturbance, 72(48%) reported 

moderate disturbance and only 3(2%) w re e erely disturbed by pain (Table 4.3) 

Table 4.3 Degree of functional disturbance 

On a scale of 0-10, how much does pain interfere with: mean SD 

a. Activities in bed (turning, sitting up) 
b. Breathing deeply or coughing 
c. Sleeping 

d. Activities out of bed (standing, walking) 

4.31 

2.71 
2.97 

3.27 

2.665 
2.555 
2.663 
2.145 

Overall Functional Disturbance score n % 

Mild (0,1,2,3) 

Moderate (4,5,6,7) 
Severe (8,9,10) 

75 

72 

3 

so 
48 

2 

Logistic regression analysis was done and moderate to severe pain core wa a trong 

risk factor for functional disturbance as well as emotional disturbance (Tabl 4.4). 

Table 4.4 logisHc rcuresslou - Functlonul Disturbance vs Pain Score 

Functiollal Disturbance 
Puin Seer ·(mod 'mt ··s •v ·r ·vs mild) 

dd Ratio p value 
7.(1 6 .01 

Univ
ers

ity
 of

 M
ala

ya



4.4 Degree of emotional disturbance 

When asked about the feeling or nnxi 't , the p ui .nts 1 'port ed n score of 

3.3±2.73. Their mean score WHS .28 2.77 for th' Ic 'ling, or h clpl 'SSH 'SS. 

For overall emotional disturbance, 77(51.3'}0 r p rt d mild disturbance, 

59(39.3%) reported moderate disturban and 14 . % had severe emotional 

disturbance (Table 4.5). 

Table 4.5 Degree of emotional disturbance 

On a scale of 0-10, how much does pain cause you to feel: 

Mild (0,1,2,3) 

Moderate (4,5,6,7) 
Severe (8,9,10) 

mean SD 

3.3 2.734 
3.28 2.771 

n % 

77 51.3 
59 39.3 
14 9.3 

a. Anxious 
b. Helpless 

Overall Emotional Disturbance score 

Moderate to severe pain was associated with higher level of emotional disturbance 

(Table 4.6) 

Table 4.6 logistic regression - Emotional Disturbance vs Pain core 

Emotional Disturbance Odd Ratio p alue 
Pain core (moderutc-sc ere vs mild) 4.636 <0.01 
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4.5 Level of Satisfaction 

34% of the patients would have lik 'd to hnvc more i tin treatm mt. 55% received 

adequate information regard in r their pain (rcntrucnts. Th' m '!\11 s .orc for sati faction is 

7.23±2.3 (Table 4.7). 

Table 4.7 Level of satisfaction 

mean SD 

How much pain relief have you received? (0-100%) 56.9 23.69 

Would you have liked more pain treatment? n {%) 
Yes 51 34 
No 99 66 

Did you receive information about your pain treatment n (%) 
Yes 83 55.3 
No 67 44.7 

Were you allowed to participate in pain treatment decisions? 4.88 3.407 

How satisfied are you with the pain treatment? n % 
Not satisfied 10 6.7 
Acceptable 61 40.7 
Very satisfied 79 52.6 

A logistic regression was performed to look for factors affecting degree of sati faction. 

Pain score, age and gender did not affect degree of satisfaction in a stati tically 

significant manner (Table 4.8) 
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Table 4.8 Logistic regression - Degree of satlsfactton vs Pain Score, ge, Gender 

Pain Score 0.635 

1.416 

2.041 

Degree of satisfaction Odd R. ti 

Age 

Female vs Male 0.12539 

4.6 Comparison of pain score to identify risk factors 

A logistic regression was performed to identify independent risk factors for pain 

score being reported as moderate or severe. Younger age, ASA> 1 and orthopedics 

surgery were identified as statistically significant independent risk factors. Urology 

surgery was associated with lower incidence of moderate to severe pain. Duration of 

surgery was taken as a surrogate marker for grading of surgery, i.e. surgery that 

takes> 120mins were considered major. However, it did not show any significant 

correlation with the pain score (Table 4.8). 

Table 4.9 Logistic regression - Risk factors for High Pain Score 

Variables Odd Ratio p value 
Age <50 (vs >SO) 2.400 0.0275 * 
Female vs male 0.945 0.894 
ASA 1 vs ASA> 1 0.421 0.0283 * 
GA vs non-GA 0.941 0.876 
Type of surgery 

Breast surgery 0.472 0.1683 
Urology 0.253 0.0175 * 
Gynecology 1.235 0.595 
General Surgery 2.186 0.261 
Orthopedics 3.417 0.0237 * 

Duration of surgery 

<120min vs >120min 1.056 0.893 
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4.7 Opioids, non-opioids and side effects 

Only 114 patients who undcrw '111 1 '11 'rnl nu .sthcsi l w ere in .ludcd in thi 

section. In UMM , the common opioids us cd v 'I'' font n •I ind morphine 

intraoperatively, with morphine and tramadol being th most commonly used opioids 

morphine. 

I mg of morph in = 1 Omcg of fl ntanyl = 1 Omg of tramadol 

Non-opioids used were paracetamol, parecoxib, celecoxib and diclofenac acid. 

From the table below, we see that 73% of the patients were given non-opioids 

intraoperatively, and most of the patients (92.1 %) were given non-opioids in the ward. 

The mean total doses of opioids given postoperatively were around 7.3± I 0 mg over 24 

hours (Table 4.9) 

Table 4.10 Analgesics received during surgery 

n = 114 

Received non-opioids intraoperatively, n(%) 

Received non-opioids in RR, n(%) 

Received non-opioids in ward, n(%) 

73 (64) 

6 (5.3) 

105 (92.1) 

Cumulative dose of opioids intraoperative, mean (SD) 

Cumulative dose of opioids in RR, mean (SD) 

Cumulative dose of opioids in ward, mean (SD) 

14.23 (4.418) 

2.71 (4.394) 

7.29 (10.844) 
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While comparing patients who received non-opioids iutrnopcrntivel 1 to those who did 

not, it was found that the mean pain score reported was lower in rhos' who were given 

non-opioids (Table 4.10) 

Table 4.11 Opioids + non-opiotds vs Optoids onl. tntrnoperatively 

n mean SD 
Opioids + non-opioids intraoperatively 
Opioids only intraoperatively 

73 
41 

3.67 
4.11 

2.085 
2.525 

Regarding the side effects of opioids, most patients experienced mild discomfort. The 

mean score for the side effects were given in the table below (Table 4.11) 

Table 4.12 Side effects of opioids 

On a scale of 0-10, how severe are these side effects: mean SD 

Nausea 
Drowsiness 
Itching 
Dizziness 

2.31 
3.23 
1.17 
2.57 

2.752 
2.888 
2.005 
2.691 
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CHAPTER 5: DISCUSSION 

The 0-10 pain scale is a widely-us 'cl m 'thod to ms 'SS~ iin. pain score of >4 is 

generally considered moderate, and 7 is consider id sev 'r '. oth mod 'rate and severe 

pain require immediate actions from th' h ·nhh ar s rvi e providers. 

A meta-analysis by Dolin J (2002) in olving 165 papers (nearly 20,000 

patients) found that 29.7% of the patients r port d mod rate to severe postoperative 

pain [ 16]. Depending on the method of assessment, most studies reported the incidence 

of moderate-severe pain within the range of 40-70% [5,6, 12,13,14,15,16,17]. From our 

study, the incidence of moderate-severe postoperative pain in UMMC is 52% in the 

population of patients surveyed. 

When the incidence of postoperative pain is looked at from multiple studies, it 

can be said that postoperative pain continues to be undermanaged. The establi hment of 

APS was expected to improve postoperative pain management, but an analysis in 2012 

(20 years after the introduction of APS) found no real progress in acute pain treatment 

[6]. 

From this survey, we see that opioids were being under prescribed. Among 

patients who received GA, the mean total dose of intraoperative opioid i l 4.23mg 

morphine-equivalent. Considering virtually all of these patients were gi en 1 OOmcg or 

fentanyl ( 1 Omg morphine equivalent) prior to induction of anesthesia, the effective long 

acting opioid dose is only around 4mg on av rage. This might have contributed to 

higher incidence or postoperative pain. onsidering that patients generally experienced 

very little side effect' or opioids, there might still be room for a higher d e or opioid . 

The core problem here is the clinicians' fear or side effect . 
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One factor that leads to the under management or postoj erntix pain is the lack 

of patient education. Admittedly, some de ircc or pain is to he expc ·t .d an ·r any 
surgery, but a patient might be cxpcricncin r mod crate to s 'V 't" pain and yet think it is 

normal, hence do not raise it to the attending do 'tors. Th' pati cnts may also choose to 

be silent to avoid being labelled a "diffi ult". 

Another barrier to good pain managem nt i the attitude of doctors and nurses in 

the primary teams (17]. In the postoperative ward , patients are taken care ofby house 

officers. Very often, the focus of care is on level of functional recovery i.e. passing of 

flatus after bowel surgery or the ability to weight bear after a knee replacement. Lab 

results also received considerable attention and efforts are made to "correct the 

numbers". Pain is often not addressed adequately. 

There is growing evidence that the efficacy of analgesics differs between 

different surgical procedures [ 18]. An initiative was created (PROS PE T, procedure 

specific postoperative pain management) to collect and review data in order to 

formulate recommendations of pain relief methods for different types of surgical 

procedure. 

Recently there are new and exciting methods to deal with acute po toperative 

pain. Advances in the knowledge of molecular mechanisms have led to the development 

of multi modal analgesia and new pharmaceutical products to address po toperati e pam 

[ 19]. New products, such as capsaicin, ketamine, gabapentin, pregabalin and 

dexmedetomidine, have shown promising results when used a adjuvant . ome e isting 

drugs, such as paracetamol (in intravenous preparation), clonidine and adenosine, ha e 

also regained popularity as adjuncts to opioids in intraopcrati c and po lop erati e pain 

management 1201. In UMM , kctaminc and IV paracetamol arc ccasionally u ed 
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intraoperatively, while gabapentin and prcgabalin arc used mainly to tr 'at chronic 

neurogenic pain. 

From this survey, higher pain s 'Or' is nsso 'i ued with high 'r functional and 

emotional disturbance. Though we cannot on iludc that p in is th reason for all the 

functional and emotional di turbanccs, it still mnkes s ns t keep pain as low as 

possible. With pain under control, the patients may b able to sleep better and mobilize 

earlier, all of which contribute to faster recovery [21,22]. 

LIMITATIONS 

The main theatre of UMMC was closed for renovation starting from July 2016. 

Surgeries were conducted in periphery operation theatres (Menara Timur, Menara 

Selatan, Woman & Child Health Complex, Trauma Centre, CIGMIT). This has caused 

our data collection to be difficult. 

Questionnaire survey requires cooperative and relaxed respondents. The inherent 

flaw in assessing pain via questionnaire is that, a patient might be in so much pain and 

distress that he will just refuse to answer any question. This might contribute to a falsely 

low prevalence of postoperative pain. 

We obtained information from GA forms regarding analgesics. From our 

experience, local anesthetics were often injected around surgical incision sites, but thi 

was never recorded. Thus, we were unable to examine it effect on pain experience. 
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CHAPTER 6: CONCLUSION 

Acute postoperative pain remains pr' nl int worldwide :i 'Spit' increas d 

awareness, newer analgesics and improv 'd surgi '11 te .hui 1u 'S. ortunately, this 

problem is being recognized and efforts arc undcrwn 1 to addr ss it. 

Opioids arc still the mainstay or Lr aim nt f r a ute postoperative pain of 

moderate-severe intensity. Multimodal pain manag m nt methods may achieve its 

opioid sparing effect, thereby reducing side effects, but it has little effect on the overall 

pain experience. There are some exciting new products that show promising results as 

analgesic adjuncts, but the usage is still very limited. 

Opioid use is associated with many undesired side effects, making it difficult for 

healthcare providers to achieve satisfactory pain relief with minimal side effects. 

Careful titration of opioids and close monitoring may be able to achieve this goal, but it 

is labour intensive and probably not financially feasible. To improve patient ' 

postoperative pain experience from here, a newer approach is needed. 
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APPENDICES 

Appendix A: Data Collection Form - Pa)' I 17 

PAIN OUT DATA COLLECTION FORM 

A. DATE: D. RESEARCH ASSISTANT CODE 

B. TIME: PATIENT CODE 

c. WARD: ROOM NUMBER 

SCREENING - INCLUSION CRITERIA 
yes no · 

Sl Time of data collection is PODl AND patient is 6 hrs (minimum) in the ward 

S2 Patient is consenting age or over 

S3 Patient has given his consent to participate 

DEMOGRAPHIC INFORMATION 
Dl Gender CJ Male CJ Female 02 Year of birth: 

03 Weight: 04 Height: 

OS Nationality: 06 Country of birth: 

07 language of Outcome questionnaire: 

~7 
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Appendix A: Data Collection Form - Page 217 

Mark medications glvl'n 10 patlont: record mm1J}_nt/vl' fl '~' 

MEDICAL HISTORY 

Hl Comorbldltlcs CJ y s CJ no 

If yes, which (check all that apply); 

Cancer CJ Cancer 
Renal CJ Dialysis CJ without dialysis 

Psychiatric CJ Affective disorders (depression, anxiety, phobia, PTSD, bipolar) 
c::i Schizophrenia 
CJ Alcohol use disorder 
CJ Substance abuse of drugs (legal and illegal) 

Cardiovascular c::i HPT CJ CAO c::J OJA 
Hematology CJ Sickle cell disease 
GI disease CJ liver cirrhosis 

CJ GI ulcer disease 
CJ Irritable bowel disease (Crohn's, ulcerative colitis) 

Pulmonary disease CJ Asthma 
CJ OSA 
CJ COPD 

Neurologic CJ Fibromyalgla 
Steroid use CJ Regular usage of oral or parenteral corticosteroid 

Multiple trauma CJ At least 1 fracture(s)/laccratlon(s)/tlssuc damage In addition to the current 
reason for surgery 

Other surgery CJ Patient has already undergon another surgery during current 
hospitalization 
CJ Other, specify: 

H2 Existing condition 

CJ Pregnancy, Weck: __ 

c::i Lactation 

H3 Did the patient receive any opioid(s) before the current admission? 

CJ Yes o no CJ not possible to obtain the information 

If yes, which: 

1---~~~-N-a_m_c~~~-1-~~-D-o-sa_gc_/_d-ay--~i-~~--rc_m_a-rk __ -_-_-_-_--il 
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Appendix A: Data Collection Form - Page 3/7 

PRE - MEDICATION 

Ml Scdntlv s [prc-mcdlcatlon} 

CJ Yes CJ no CJ not possible to obtain the information 

If yes, which: 

Name dosage remark 
mldazolam mg 

M2 Non-oploids (pre-medication) 

CJ Yes CJ no CJ not possible to obtain the information 

If yes, which 

Name Dosage Route 
Celecoxib (Celebrex) mg PO/ IV I IM I SC I Supp 
Diclofenac (Voltaren) mg 
Etoricoxib (Arcoxia) mg 
Parccoxib (Dynastat) mg 
Paracetamol mg 
Gabapentln mg 
Pregaballn (Lyrlca) mg 
Other,speclfy: 

M3 Opioids (pre-medication) 

CJ Yes CJ no CJ not possible to obtain the Information 

If yes, which 

Name Dosage Route 
Morphine - mg PO/IV/IM/SC/ Supp 
Oxycodone mg 
Oxycodonc + naloxone (Targln) ·- mg 
Trarnadol mg 
Fentanyl - mes 
Other,~pcdfy: --·- 
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Appendix A: Data Collection Form - Page 417 

SURGICAL PROCEDURE(S) 

Pl Surgical pro dur (s) ""'/CD? rocl1'\ lmk htlp'//I ~q m.rh1t. 11dr\'unn•/ln<lr•.php1nrtlon•proc lbt 

ICD·9 Procedure Code Text 

P2 Duration of surgery 

Start surgery: Date:__)__} __ Time: __ : __ 

End surgery· Date:__)__} __ Time: _ 

INTRA-OPERATIVE 

M4 General anaesthesia (Intra-op) 

CJ Yes CJ no CJ not possible to obtain the Information 

If yes, which 

CJ lnhalat Iona I CJ IV 

MS Regional anaesthesl (RA) (Intra-op] 

CJ Yes CJ no CJ not possible to obtain the information 

If yes, which 

CJ Epidural CJ Spinal CJ Brachia I Plexus CJ remcral 
CJ Sciatic CJ Other: CJ 0th r: CJ Other: 

MG Non-oplolds (intra-op) 

o Yes CJ no CJ not possible to obtain the information 

Name Dosage Route 
Ke ta mine mg PO I IV I IM I SC/ Supp 
Dlclofenac (Voltaren) mg 
Parccoxlb (Dynastat) mg 
Paracetamol mg 
Other.speclfv: 
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Appendix A: Data Collection Form - Page 5/7 

M7 Wound lnflttratlon [lntrn-op] 

CJ Yes CJ no CJ not possible to obtnln the inf rmMlon 

If yes, which 

CJ Single shot by surgeon CJ lndw lllng catheter 

CJ Other, specify: 

MS Oplolds 

CJ Yes CJ no CJ not possible to obtain the information 

If yes, which 

Name Dosage Route 
Fentanyl mcg PO I IV I IM I SC I Su pp 
Morphine mg 
Oxycodone mg 
Pethidine mg 
Tramadol mg 
Remlfentanll mcg 
Other,specify: 
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Appendix A: Data Collection Form - Page 617 

RECOVERY ROOM 

M9 Non-op\olds (recovery room) 

CJ Yes o no o not possible to obtain the Information 

If yes, which 

Name Dosage Route 
Kctaminc mg PO/ IV/ IM I SC I Supp 
Dlclofcnac (Voltarcn] mg 
Parccoxlb (Dynastat) mg 
Celecoxib (Celebrex) mg 
Etorlcoxib (Arcoxla) mg 
Paracetamol mg 
Other.speclfv: 

MlO Regional anaesthesia (recovery room) 

CJ Yes CJ no CJ not possible to obtain the information 

If yes, which 

CJ Epidural CJ Spinal CJ Brachia\ Plexus o Femoral 
CJ Sciatic CJ Other: CJ Other: CJ Other: 

Mll Oploids 

CJ Yes CJ no CJ not possible to obtain the Information 

If yes, which 

Name Dosage Route 
Fentanyl PO/ IV/ IM I SC I Supp - mcg 
Morphine mg 
Oxycodonc mg 
Pethidine mg 
Tramadol mg 
Other.specify: 
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Appendix A: Data Collection Form - Page 717 

WARD 

M12 Non-oplotds (ward) 

c:i Yes CJ no CJ not possible to obtain the Information 

If yes, which 

Name Dosage Route 
Cclccoxlb (Celebrex) mg PO/ IV I IM I SC I Supp 
Diclofenac (Voltaren) mg 
Etorlcoxlb (Arcoxla) mg 
Parecoxlb (Dynastat) mg 
Paracetamol mg 
Gaba pent In mg 
Pregabalin (Lyrical mg 
Other.specifv: 

Ml3 Regional anaesthesia (ward) 

c:i Yes CJ no CJ not possible to obtain the Information 

If yes, which 

CJ Epidural CJ Spinal CJ Brachia! Plexus CJ Femoral 
CJ Sciatic CJ Other: CJ Other: CJ Other: 

M14 Opiolds 

c:i Yes CJ no CJ not possible to obtain the Information 

If yes, which 

Name Dosage Route 
Fentanyl mcg PO I IV I IM/ SC I Supp 
Morphine mg 
Oxycodonc mg 
Pethidine mg 
Tramadol mg 
Other.specify: 

MlS Measurement of pain: Wa~ pain documented as dcfln din the SOPs? 

CJ Yes CJ no CJ not possible to obtain the information 
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Appendix B: PAINOUT outcome questionnaire (English) - Page \/3 

The follow Ing questions are about p In you experienced since your surgery. 

P1.. On this scale, please indicate tlie worst pain you had since your surgery: 

I o I 1 I 2 I 3 I 4 I s I 6 I 1 I 8 I 9 10 
no pain worst pain possible 

P2. On this scale, please indicate the least pain you had since your surgery: 

I oi 1 i 2\ 3141si6\ 718 9 10 
no pain worst pain possible 

Pl. How often were you in severe pain since your surgery? 
Please circle your best estimate of the percentage of time you experienced severe pain: 

I 0% I 10% I 20% J 30% 40% soo/o 60% 10% 80% J 90% I , 00% I 
never In severe pain always In severe pain 

P4. Circle the one number below that best describes how much, since your surgery, pain Interfered 
with or prevented you from ... 

a. doing activities In bed such as turning, sitting up, changing position: 

lo\ 1 2 3 4 s 6 1 8 9 10 
did not Interfere completely Interfered 

b. breathing deeply or coughing: 

I o I 1 I 2 I 3 9 10 I 4 5 6 7 8 
did not Interfere completely Interfered 

c. sleeping: 

I o I 9 10 I 2 3 4 5 6 7 8 
did not Interfere completely Interfered 

d. Have you been out of bed since your surgery? 

D No D Yes 

If yes, how much did pain Interfere or prevent you from doing, cuvmes out of bed such as 
walking, sitting in a chair, standing at the sink: 

I o I 1 I 2 I 3 I 4 I s 6 1 8 9 10 
did not Interfere completely Interfered 
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Appendix B: PAINOUT outcome questionnaire ( nglish) - Page - -' 

PS. Pam can auect our mood and emotions. 
On this scale, please circle the- one number that best shows ho v much, since your surgery, 
pain caused you to feel ... 

a. anxious 
0 2 3 4 5 6 7 8 9 10 

not at all extremely 

b. helpless 
0 2 3 4 5 6 7 8 9 10 I 

not at all extremely 

P6. Have you had any of the following side effects srnce your surgery? 
Please circle ·o· if no; if yes, circle the one number that best shows the severity of each: 

a. Nausea 
0 2 3 4 5 6 7 8 9 10 

none severe 

b. Drowsiness 
0 2 3 4 5 6 7 8 9 10 I none severe 

c. Itching 

I 0 I 2 3 4 5 6 7 8 9 10 
none severe 

d. Dizziness 
0 2 3 4 5 6 7 8 9 10 

none severe 

P7. Since your surgery, how much pain relief have you received? 
Please circle the one percentage that best shows how much relief you have received from all of 
your pain treatments combined (medicine and non-medicine treatments). 

0% 10% 20% 300.0 40% 50% 60% 70°0 80°0 90% 100 b 
no relief complet rt'llef 

Pa. Would you have Irked MORE pain treatment than you received? 

D No D Yes 

P9. Did you receive any tnformatton bout your pain treatment options? 

D No D Yes 
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Appendix B: PAINOUT outcome questionnaire (English) - Page 3 

Plo. Were you allowed to participate In decisions about your pain treatment as much as you 
wanted to? 
0 2 3 5 6 4 7 8 9 10 

not at all very much so 

10 

P 11. Circle the one number that best shows how satl sfied you are with the results of your 
pain treatment since your surgery: 
0 2 3 4 s 6 7 8 9 10 

extremely dissatisfied extremely satisfied 

0 9 
worst pain possible 

Pl 2. Did you use or receive any non-medicine methods to relieve your pain? 

D No o Yes 

If yes, check all that apply: 
ocold pack 
CJ heat 
o talking to medical staff 

o meditation 
CJ acupuncture 
owalking 

o deep breathing 
cnprayer 
ornassage 

o talking to friends or relatives o relaxation 
oTENS (Transcutaneous Electrical Nerve Stimulation) 
odistraction (like watching TV, listening to music, reading) 
a other (please describe): 

o imagery or visualization 

P13. Did you have a persistent painful condition for 3 months or more before coming into 
hospital for this surgery? 

D No o Yes 

a. ff yes, how severe was the pain most of the time? 
Please circle the number that indicates this. 

2 3 4 s 6 7 8 
no pain 

b, If yes, where was this persistent pain located? 

o site of surgery Delsewhere o both (site of surgery and elsewhere) 

Thank you for your time and feedback 

-------- 
To be Ii I~ in by the r'-"te;arch •ul\lant R .. P11ch ~•sh'J!"i~coc» LJ 
htltl"Hwas nter~iewtd' Dho CJy 

!f )'ft. pln~• m•1k lht IUIOf'll~I 

0'00111/.,.., Cl1wm'-'<hprn CIR u~to<l•>1hll11< DOid t•>td sur>:l>ule• 
Cl1Kh \I( 11 .ll!i• nup.~tM''!th.atnotyf'qlau.t/ ,b:ind,nnnoa1t\1p,h lit r1t ni-m1s n!hl t"td 
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Appendix C: PAINOUT outcome questionnaire (Bahasa Mclayu)- Page l/3 

Wiid#H.fifi 

SOAL SELIDIK PESAKIT 

Berikut adalah soalan-scslau mengenai kesilkit n y~ng ,111di1 illllmi emenjak anda menjalani 
pembedahan. 

PL Menggunakan skala di bawah, sila prllh tahap kesakrtan paling teruk yang anda alami semenjak 
anda menjalanr pembedahan: 
ol 1l 2l 3 4 s 6 1 a 9 10 

tiada kesakitan kesakitan paling teruk 

P2. Menggunakan skala di bawah, sila pilih tahap kesakitan paling minima yang anda alami semenjak 
anda menjalaru pembedahan: 
a I 1 I 2 I 3 4 s 6 1 a 9 10 

tiada kesakitan kesakitan paling teruk 

P3. Berapakah kerap anda merasa kesakitan yang teruk semenjak anda menjalani pembedahan? 
Sila bulatkan an aran an terbaik dari se 1 eratusan masa dimana anda men alami kesakitan an teruk: 
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

tidak pernah mengalami 
kesakitan yang teruk 

selalu mengalami 
kesakitan yang teruk 

P4. Slla bulatkan salah satu nombor di bawah yang paling tepat menggambarkan sejauh mana, 
semenjak anda menjalani pembedahan, kesakrtan tersebut, mengganggu atau menghalang anda 
daripada ... 

a. Melakukan aktivitl di atas katll seperti memusingkan baden, duduk, menukar pcsist b dan: 

0 1 2 3 4 5 6 7 8 9 10 
tidak mengganggu sangat mengganggu 

b. Bernat as secar a mendalam atau batuk: 

0 1 2 3 4 5 6 7 8 9 10 
tidak mengg.inggu sangat mengganggu 
c. Tidur: 

0 1 2 3 4 s 6 7 8 9 10 
tldak mengganggu s.rngat mengganggu 
d. Adakah anda rneninggalkan katil anda semenjak menjalani pembed.ihan? 

D Tidak D Ya 
J1ka ya, sejauh manakah rasa sakit tersebut mengganggu atau menghalang anda daripada melakukan 
aktiviti-aktiviti di luar katil sepert1 berjalan, duduk di atas kerusi, berdlri di singki? 

I a I 1 I 2 I 3 I 4 I s I 6 I 1 I a 9 10 
lidak 111engg,111ggu s.rngat m ngg.rnggu 

I 
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Appendix C: PAINOUT outcome questionnaire (Bahasa Mela u)- Page 2/ 

. 
SOAL SEllDIK PESJ\KIT 

PS. Rasa sakrt boleh menJejas ragam angina (mood) den emos1 kita, 

Menggunakan ska la lni, slla bulatkan satu nombor yang paling tepst rnenggarnbsrksn sejauh rnana, semenjak 
anda men)alanl pembedahan, kesakltan telah menyebabkan ands beress: 

a. gelisah 

0 1 2 4 5 6 7 8 9 10 
tangsung tidak 

b. tidak berdaya 

teramat sangat 

0 1 2 3 4 5 6 7 8 9 10 
Langsung tidak teramat sangat 

P6. Adakah anda mengalami kesan-kesan sampingan yang berikut seme'1jak menjalani pembedahan? Sila 
bulatkan "O" jrka tidak; jika ya, bulatkan satu nombor yang paling tepat menggambarkan tahap keterukan setiap 
keadaan tersebut: 

a. Rasa loya 

I 0 I 1 2 3 4 5 6 7 8 9 10 
tiada teruk 

b. MeTantuk 
2 3 4 5 6 7 8 9 10 1 o 1 

tiada teruk 

c. Rasa gatal 

I 0 I 1 2 3 4 5 6 7 8 9 10 
tiada ternk 
d. Pening 

I 0 I 1 2 3 4 5 6 7 8 9 10 
tiada teruk 

P7. Semenjak anda men)alani pembedahan, sejauh mana kelegaan kesa itan yang telah anda terlma? Stla 
bulatkan peratusan yang paling tepat menggambarkan tahap keredaan yang anda terima darlpada kesemua 
rswatan untuk menahan kesakitan (rawatan menggunakan ubat dan rawatan tanpa ubat): 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
tidak meredakan 
kesakitan 

meredakan kesakltan 
sepenuhnya 

P8. Adakah and a ingmkan LEBIH BANYAK raw a tan menahan kesakitan danpada yang a'1da ten ma? 
D Tidak D Ya 

P9. Adakah anda menerima sebarang rnaklumat tentang p1hhan-p1l1han rawatan rnenahan kesakitan yang sed1a 
ada? 

D Tldak D Ya 
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Appendix C: PAINOUT outcome questionnaire (Bahasa Mela u)- Page I 

. 
SOAL SHIDIK Pf.SAKll 

PlO. Adakah anda dibenarkan mellbatkan dlrl dalam membuat keputu an tentang 1 awatan untuk menahan 
kesakitan anda sepertl mana yang anda lngml? 

0 1 4 s 6 7 8 9 10 

10 

tangsung tidak tentu sekali 

Pll. Slla bulatkan salah satu nombor di bawah yang paling tepat menggambarkan tahap kepuasan anda dengan 
hasll rawatan rnenahan kesakltan anda semenjak menjalant pembedahan: 

o I 1 I z I 3 I 4 I s I 6 I 1 s 9 10 
amat tidak puas hatl amat puas hati 

Pll. Adakah anda menggunakan atau menerima sebarang rawatan tanpa ubat (non-medicine method) untuk 
meredakan kesakitan and a? 

D Tidak D Va 
Jika ya, tandakan semua yang berkenaan: 
o pek sejuk o Meditasi 
o Rawatan haba o Akupunktur 
o Bercakap dengan kaldtangan perubatan o Berjalan 
o Bercakap dengan kawan/saudara-mara o bersantai 
D TENS (Transcutaneous Electrical Nerve Stimulation 
o Alihkan perhatian (seperti menonton 1\1, mendengar munk, membaca 
D lain-lain (sila nyatakan): 

o Bernafas secara mendalam 
o Sembahyang 
o Urut 
o lmejan atau pembayangan 

PB. Adakah anda mengalami kesakitan yang berterusan selarna 3 bulan atau leblh dartpada 3 bulan sebelum 
datang ke hospital untuk menjalanl pembedahan lnl? 

D Tidak D Va 
a. Jika ya, apakah tahap kesakitan tersebut pada kebanyakan masa? 

0 1 l 3 4 5 6 7 8 9 
tiada kesakitan kesakitan paling teruk 

b. Jika ya, di manakah kesakltan berterusan ini dirasa1? 
o di tempat yang dibedah o di tempat selain daripada tempat yang dibedah 
o kedua-dua sekali (di tempat yang dibedah dan tempat selain danpada tern pat yang dibedah) 

Teri ma kasih kerana meluangkan masa untuk memberikan maklum balas 

To beflllcd an by the research assistant Research assistant code CJ 
Patient was interviewed· D No D Yes 
If yes, please mark the reasonts). 
D Too 111 / wea D Too much pain D Requested assistance o Did not understand scales 
D T"hnlcal reasons (pat1er11 has no evealasses /ls bhnd, can not sit up, Is 1l1ttcrate, arm 1s in cast, etc) 
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Appendix D: Patient Consent Form (English) 

f,\lllR.fll ,1111 I\ \ll/JJ/C I/ UA/I{/' 

('() SI N'f' In 1'1\ 111 N'f' I Oil ( 1 INI(' \I IU Sf' \IH II 

i'l!',IN•' rn•afl• \'t'r~lon Nn .• md \ erstnn I ),\11' tor this clrw1111wn1: 

Vi·rNlon, o.; I .O'I 
crston Date: 7 I l/t Ii 

I, . 
ldenury Card No . 

(N111111• of' />111 fe111) 
ul' .. 

I \dilrt'.~) 
hr1rhy agr«'l' to 1.11..r p.111 in th(• cllnlcal rr~r.1rrh (cllnlcal ~tudy/qurstionnmrC' study/drug trial) specified 
below: 

Titlt• ol· Study: ,\ S111 t'Y on PatiC'nt~· Po~topt'rati\ r Pain I xpericn{c 

the nature and pun osc of which IMS been explained tu me b) 
Dr . 

I 11111(' & Des1f111a11011 o( Doctor) 

and Interpreted by . 
(Name & Desiqnntion o( tntemrner) 

............................................. 10 the best cl hls/hcr ~bil.lt} In la111111a11c/di,1lc(t. 

I have been told about the nature M the clinical research i.n terms of methodology, posslhtc <td\l·r~t· et'f\'t'IS 
and compllcarlons (as per patient mtormanon sheer). After knowinr; and understanding .111 tlw possihl~ 
ud antages .. 111d clisacl\!lllla)\l'S or this d.111Jc • .tl resc.urh, I voluntanlv consent of 111y own f'n•t• will to p.1rtll'i1i.11(• 
In the cUnkal research ~pcdflcd above. 

I understand tl1o1t I t\111 wnhdruw trom thls dlnJr .. d research •. 1\ .my tUtll' without ,1~slgnlnJ\ .111) 11•,1son 
whatsoever and in such J situation shall not he dent d the henefus of nsuJI tn•Jtmrnt by thr ,1111•nctlng 
doctors. 

Dille: .. Slgm1tun·or Jh11111bpnnl . 
(J)111ier11) 

'1111' l'llL'iL Cl 01 

arnc ) 
) 

Identity Card 'o ) Signatun• 

Designation ) 
( Wltne.u /or Slr111<1t11r1• o/ l'alit!lll) 

I nml'l1111 that I h111t• c\plalncd to the 1:>.1tl •nt tlw n.1t11rl' and purpo'c uf the ,1bo1c mcntio1wd di.nlc,11 rt'~l'.1rrh. 

nat(' " .. Slgnnt11r1' .. 
( \t11•11cli111/ Dr~ /Or) 

('0 SI \j r m I' \ 11 rN I 
l'()R 

Ci INIC \L l\L')f,\llCI I 

IL. 
Name 
St'\ 
,\gc 
I nit BK·MIS·1117·E02 
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Appendix E: Patient Consent Form (Bahasa Mclayu) 

I ,\11/R\ll) 1!\I \) \.lllJ>lt \I U'Nll<I' 

Kl·l~I A\JCllllll't~1\il:ll'lJNlllil:l'l\J\llll)I".\ "11N1"\I 

Sll;1 kl.ikk.111 'rnnhor \1•rsl dun T.1rlkh \ 1•rsl 11111111.. dokumou Int: 

Nombnr V<%1: 1.0 I 
Tnrlkh Vers]: 7 /I/ I I> 

c;,\y,\, """ "' ,. .. ,, .. ,, ... 
No. "·Id l'l'ng1•11alan .. 

(Nrllllil [',•~111.:il) 

hPrala11111t . 
11lm1ur) 

dcngnn inl bers tuju mcnvertnt dnlarn penyeltdiknn klimkal (pengajtan klintkal/pcngajian soal 
selidlk/penubaan ub.u-uhatan) disehut benkut: 

y. ng mana slfat dan t11j1111n11ya trlnh dneranakan kepadt saya oloh Dr . 
(N.111111 & lnwutnn /)oktor) 

mengtkut terjernahan . 
(N11m11 c~ }11w11tw1 l'l'llh'l':fPn111h) 

............................................. yang telah mcnterjcmahkan kcpada i,aya dengan sepenuh kcmampuan dan 
kd1okh.iru1)J di rt.110.111 Bnh •. lbil / loghat .. 

Sar,111•luh dibcrlt,1hu b.ihawa dasur pcn)!'Lidik,111 klinik.rl d,11,1111f..c.1cl,1,11111w1hoclologt,11~1!..n cl.111 f..0111pli!..,1~i 
(mcng!kut kertas maklum.n pcsaklt), S •lcpas mengetuhul dart 111 •n1.1hu111l sc111u<1 kcmunnklnan kebu!k,111 
dan keburukan pcn}clitltkan IJlnil..,11 Iru, sav.1 mcrclukan/rncnglztnkan ~cntllrl nwn)1•rtat l'k'll)l'lltllk.111 
kllmkal tcrsebut di atns. 

Saya faharn b,1h.1w,1 saya boll'1111wnarik dhi dari JX'nyeUdikJn kllnlkal lnl p.1cl,1 hll.•·hilu 111.1s,1 1.111p.1 ml'111h1•ri 
scbarnng .1lasan tlalam siluasi lni don tldak akan tllkcmallkan d.111 kcmud.1hon ruw,11,111 dart dol..tor) .1ng 
mcrnwnt. 

Tarikh: . Tamla1 angan/C'ap Jarl . 
(l'e.~11kll) 

DI llAD I' 

nma ) 
l 

No.!\/!' ) 
................................................ 
j,1wata11 ) 

~.1)';1 "'hk.in hah,11q s,1).1 11'1,1h n11•1wr,1n1tk,111 ""ll<•d.1 l'k's.1kt1 sll'.11 d.111111j11.111 fll'll)l'IJdik,111khn1J...1!11•r"·h111 1li ,,,,,~. 

T.1rlkh: .. 1'.111d,1t,111g.111 . 
(1)11ktor )mry 111~r.111·1111 

"rl~I i\N 011111'1 S1\l\IT 
UN I'll!\ 

Pl'..'11\11 IDll\AN Kl INll\,\I 

. o. l'(•ncl. 
•• 1111.1 
J,1111 hi.1 
l'mur 
t'nH 

BK-MIS-1117·E02 
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Appendix F: Patient Information Sheet - Page I /3 

MEDICAL ETHICS COMMITTEE 
UNIVERSITY MALAYA MEDICAL CENTRE 

PATIENT INFORMATION SHEET 

Please create Version No. and Version Date for this document: 

Version No.: 1.03 
Version Date: 7/3/16 

Attention to the investigator: Please fill in simple layman language as you 
would speak to research subjects. 

Please read the following information carefully, do not hesitate to discuss 
any questions you may have with your Doctor /Investigator 

1. Study Title: 

A Survey on Patients' Postoperative Pain Experience 

2. Introduction (Scientific basis of the study) 

Pain after surgery remains one of the major concern for patients. Inadequate 
pain rellef after surgery not only affects patients physically and emotionally, It 
also Impedes recovery and rehabilitation. 

Adequate pain control after surgery Is essential for a pleasant postoperative 
experience as well as for recovery from the surgery. 

In UMMC, we have a dedicated team of doctors and nurses providing Acute Pain 
Service (APS) to postoperative patients. 

3. What is the purpose of this study? 

This study Is aimed at Identifying factors that affects severity of pain, as well as 
to look at the level of satisfaction of patients with our pain service. 

4. What are the procedures to be carried out? 

Subjects will be asked to complete a questionnaire on the first day after surgical 
operation. 
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Appendix F: Patient Information Sheet - Page 2/3 

5. How long will I be Involved in this study? 

The questionnaire will take up 5-10 rnlnut s of your time. 

6. Who should not enter the study (exclusion criteria)? 

Subjects who are Illiterate and those who are mentally challenged 

7. How many patients/research subjects will be recruited into this study? 

200 

8. Who will have access to the subjects medical records or research data? 

The data will be kept by the Principal Investigator. All data are private and 
confidential. 

9. Will the records/data be kept confidential? 

Yes 

10. What will be the benefits of the study to the subject? 

There will be no direct benefit to the study subject. However, your 
participation will enable us to have a better understanding of the patients' 
experience with pain and allow us to Improve on our service. 

11. What are the possible drawbacks (side effects, etc.)? 

None 

12. Is the investigatory product derived from a source that may be cultural 
sensitive, eg: bovine or porcine? (if applicable) 

None 
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Appendix F: Patient Information Sheet - Page 3/3 

13. What payments or relmburs m nt will r search subjects receive? 

None 

14. Can I refuse to take part in the study? 

Yes. And your decision will not affect the current treatment given. 

15. Who should I contact if I have additional questions during the course 
of the study? 

Doctor's name: Dr Yeo King Hong H/P no.: 0129503058 

BK-MIS-1116-E03 
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Appendix G: Ethics Committee Approval Letter 

N.Ui?. 01' l!THlCS COl.D.llTTU,IIll.B }..l[ClD.:so ~01E-J-~.t~ 
Modic.al l!!bJt:.1 Cama:.it!IO. l.'u•:or<lry Mall)'ll· ~!odtc.U Cc:• 

ADDRUS. lDJlW'I PANrAJ, moo KUALA llnlPIJ!t 
PROTO«lLSO\if '""'1iablal : 

mLI!: -s 
A 5..,.,...,. oco P111uoh' Pouapont1n Pwi E.mm'°'" 

Pl!JNCIPALlll\"\'l.STIC..UOR: Cr Yoo &log Hoog Sl'OJ\'SOR - 

[ /] .~icat"°" to C oa Ron.di 1'7aJ.ct(iilm) 
[./ l 51lldy Pr.noool 
{-r''] 
{/) 
[ l Q:.a•ll.am:w: 
[ /] la."'"'11,9!cr'1 C v GCP (Ill' Yoo Kiag ~ llAMA1'1 \'UJl.WI S.Y.."N,\SI. ) 
[ ) ks·;..__,. am!iat• 
[./JO.ha~. 

!)~Ml 
7) ~liOC.1UID ENG 
3) 0..1 C octiao. l'ocm 

w lb docitJOC< u [-/) 
["'')~ 
[ ] Rl!;~tuJ01u •;ptali...! belaw arm """'"'lilS)'•! lottw) 

\~ \loc.Da:•: GH)}-2016 
Ve.No· \'«.Da:o: 
\lir.No \'«.Da:•. 
Ve.No \'«.Da:1. 
Ve.No \'«.Da:• 
\l•No. \'«.D.>:1 
\'--No. \iir.Dl>:o • 

\lo<.No 1.0 \lar.Dso Gl·U-2016 
Ve No 1.01 \\r.l)u. Gl~i-2016 
\..._No· 1.0 \lar.D;r.• (H~l-~016 

1-'lfll\!t ""• ,...,,r.J r . 

11 fo/lJw liWt>"'t ....... tM•diN•rtU iMd ...... - q ,,_ MdA;l 

11 "l'Cf'"" /! ''""' ............. '''"~ to jffdlw/ J)~ c 
Ji tso« -.....i-1c...,.... 

a'l;IHJ"{1•"'rtJJ •'-iutiJCf>I)· 
olf.;i11t1Jpt('MIUl!At/ • r.\ooDIN<T <( 

_.,..,,,.,,ifllwlfl.""'--lt1J1 "'°""' rl "' 
hc/lpiriil NJ{1 r ww lvt'"' i, _,,. r ""'· 
"*""''~ 1.1.-.(\;tt~'{'*..J!~Wt"~~11..u. {Ml-. /i.~'"' •ltt.t.tU111r-•f•:t.4d 
"'-'tt<iwlM l:J.~1"'C-1tJN..,1 uv.J.1 r'I< "liN••.ht:io.l)< 
""'"ti....,,,."''~ J,u '"" i- ... t! >t<t;r ! ··~)'14.h. 

{II w.l1. 

........... "'1 IU~ Mt/wp.;t tit. 
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