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ABSTRACT 

 

Background 

Postoperative pain management in Rwanda is well documented in trauma patients but few 

studies have investigated pain management in trauma patients in general and factors associated 

with patient’s satisfaction in Rwanda. 

 

Methods 

We explored clinical aspects of trauma patients, pain management offered to them in particular, 

their satisfaction on this and associated factors in the four teaching and referral hospitals in 

Rwanda. We collected data on 375 patients and calculated the rate of satisfaction among them. 

Different variables associated with satisfaction were assessed using Chi-square. Of them, those 

achieving an important association (p<0.25) were used in a multivariate logistic regression to 

identify independent factors to satisfaction. The data analysis consisted of calculation of 

frequencies and percentage of patients’ factors. 

 

Results 

The patients were having more mild and moderate injuries, surgery was already done in 

71.94%. The pain grade trend was from severe (89.81%) to mild (68.28%) from admission to 

the interview. The majority of patients received medications in less than ten minutes when they 

ask for pain relief. Paracetamol (67.73%) was the most prescribed medication for pain followed 

tramadol (41.98%) and morphine (40.53%). The combination of Paracetamol, NSAIDs and 

opioid was common prescription (71.6%). The most severe side effect was dizziness. Almost 

every patient wanted to be treated for pain 77.03%. The satisfaction for pain management was 

very high (86%). Independent predictors for satisfaction for pain management in trauma 

patients were the mode of access to AED, pain intensity at interview and time waited for pain 

relief along the stay in the hospital. 

 

Conclusion 

The majority of patients admitted for trauma had their pain managed and were satisfied for 

their pain relief. delay to respond for pain relief, interrupted pain relief especially during 

contact with interviewers and patients admitted by their own means to the AED. 

 

Keywords : 

Pain management, trauma patients, patient satisfaction 
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Chapter I: GENERAL CONSIDERATION 

I.1. Introduction 

Pain is an unpleasant sensory and emotional experience associated with actual or potential 

tissue damage or described in terms of such damage(1). In the United States of America, more 

than half of the population consulting hospitals experience pain (2) 

 

In 2015 Nahin et al. showed that more than 55% of new patients as in-patients or outpatients 

in high income countries experience pain at least once in three months(3). Pain management 

does not have to be significantly limited by available resources as the low-cost medication can 

be used in management of pain (4). To treat the pain successfully, the health care provider has 

to take into consideration psychological and behavior component of the patients(5).  

 

The multimodal approach for pain management is the most effective model and leads to the 

satisfaction of patients(6). The pain can be managed using medications, local regional 

anesthesia, non-pharmacological methods and psychological support (7). The benefit of pain 

management postoperatively includes patient comfort and satisfaction, early mobilization, 

reduced pulmonary and cardiovascular complications, faster recovery and reduced chances of 

developing chronic pain (8). 

 

In a multisystemic review of problems and barriers for pain management at emergency 

department, Motov and Khan listed different barriers to pain management which include socio-

economic, gender, age biases, lack of training in pain management, opiophobia and department 

culture (9). 

 

Ufashingabire showed that working in different hospital and level of education was the main 

barrier for Intensive Care Unity nurse for pain management. Most of the patient managed for 

pain in hospital are satisfied (11). 

  

The Management should include the component of patient psychology and behavior(12). Little 

investigation has focused on pain management in pre-operative period (7) and there is often a 

culture of waiting for diagnosis so that pain can be managed, although the evidence now shows 

that the pain management preoperatively improve patient outcome without altering the 

diagnosis (13).   

 

In this study we collected data from trauma patients including their demography, clinical 

presentation, pain assessment, management and satisfaction.  

I.2. Review of literature 

Rwanda pain management guidelines define pain as an abnormal sensation from the body 

caused by injury or dysfunction to the nervous system. The pain can be central, peripheral or 

mixed(14). The pain management has to be multidisciplinary where everyone brings her or his 

expertise to the common goal of pain relief. Pain assessment offer different advantages namely 

pain management, diagnosing the disease and communication with health care providers. The 

pain can be rated according to the patient self-report or health care provider assessing using 

different tools for pain assessment(14). Rwanda national guidelines offer different methods for 

assessing pain; one is for numerical rating, verbal numeric rating, visual analogue scale. The 

pain management is not limited to medications but also non-pharmacological methods. 

Pharmacological methods include administration of non-steroid anti-inflammatory drugs 

(NSAIDs), weak and strong opioids.  The world health Organization (WHO) offers pain 

management tailored to the severity of pain in a 3-level ladder(15).  

 

The task force on wait-times of the international association for the study of pain recommends 

that acute painful condition should be treated (16). The Royal College of Anaesthetists 
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recommends that(17).  In one study done in Ethiopia for pain management at emergency found 

that the trauma patients receive pain medications more quickly than non-trauma patients with 

time gap of more than 35 minutes from admission (18).The pain should be assessed earlier to 

prevent complications including chronic pain (19).   

 

There are factors associated with better pain management in postoperative periods and can be 

used in trauma patients: using intravenous route for medications, chronic user of pain 

medicines, early administration f pain medications, and using high potent medications in pain 

management (20). 

 

While the presence of caregiver and the parts of the body namely the lower limbs and head 

influenced positively to receive pain medications quickly. The evaluation with physician 

favored to the patient to get pain medications(18).  The young health care providers tend to 

give more opioids than others (21). 

 

Pain assessment should be detailed showing natural progression of the pain, the effect to usual 

life and alleviating factors. Subjective and objective assessment is recommended for every 

patient. The history is given appropriately to the health care provider who builds good 

relationship with the patient and the family. Pain assessment should be done at the same time 

of patient full examination even though pain assessment may be not very reliable for different 

reasons like the anxiety, fear, decreased level of consciousness, etc. Furthermore, the extent of 

the injury like the wound size or blood loss does not correlate with the pain experienced by the 

patients. 

 

Multimodal approach of pain management will reduce the need of using high dose of each 

medication. Intravenous and short acting medications are recommended for acute pain. The 

usage of regional techniques like regional anesthesia reduces opioid consumption and improves 

the patient recovery. The patients experiencing pain need psychological support. Non-

pharmacological therapy reduces the use of medications for pain and their side effect (7). 

 

The usage of pain assessment checklist, use opioids for moderate and severe pain, assesses pain 

at regular intervals and reassessment if pain persists is recommended in health facilities (22). 

 

There are different guidelines at different level of health care systems in different countries, 

the persisting problem is that there is poor usage of guidelines (23). The pain needs follow up 

to improve the outcome (24). 

 

The gap in knowledge of mechanism and management of pain, limited access to pain services, 

limited guidelines, lack and restriction of pain medications  make pain management inadequate 

despite the declaration of pain management as human right (25)   

I.3. Research question and objectives 

 

Main Objective 

-Evaluate the rate of satisfaction of trauma patients for their pain management.  

Specific objectives  

-To describe the demographic characteristics of trauma patients teaching hospitals in 

Rwanda. 

-To describe the experience of trauma patients in the hospital.  

-To list the pain medications used for trauma patients and their side effects.  

-To assess patients’ satisfaction for pain management. 

-To assess the predictors of trauma patient satisfaction for their pain management. 
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CHAPTER II. METHODOLOGY 

II. 1. Study site: 

This study includes Kigali and Butare University Teaching hospitals, Rwanda Military 

Hospital and King Faisal Hospital. These hospitals are the teaching hospitals with University 

of Rwanda.   

  

The University Teaching Hospital of Kigali receives mainly patients from West and North of 

the country, the University Teaching Hospital of Butare receives mainly the patients from 

South. The Rwanda Military Hospital receives patients from Kigali and the East Province. 

Rwanda Military Hospital is a teaching hospital located in Kigali City managed by Rwanda 

Ministry of Defense. This hospital receives mostly patients from Kigali City and most of the 

Eastern region. King Faisal Hospital is the private teaching hospital located in Kigali City. This 

hospital provides advanced medical treatment in country. The teaching hospitals receive the 

patients from all the parts of the country. 

 

Trauma patients arrive in the hospitals and are received at emergency department where they 

receive basic and emergency treatment are followed by specialized treatment in the respective 

hospitals or referred to the facility where the treatment can be done. 

II. 2. Study population: 

This study included trauma patients managed in referral hospitals namely Kigali University 

Teaching Hospital (CHUK), Butare University Teaching Hospital (CHUB), Rwanda Military 

Hospital (RMH) and King Faisal Hospital (KFH). 

 

a. Inclusion criteria: 

This study included patient who had trauma and are admitted in the respective hospitals.  We 

included 16 years old or more patients and full awake with Glasgow Coma Scale of 15/15. 

b. Exclusion criteria: 

We excluded the patients who were discharge less than 24 hours from admission. 

II. 3. Sample size: 

We have used the single population proportion formula n0=z2pq/e2 where n= the sample size 

p= estimated proportion present in the population q= 1-p e= desired level of precision. In one 

study done in Nigeria Agodirin demonstrated that the incidence of pain in pre-operative period 

was 85% and z at 95CI (1.96). The minimum sample size was estimated to be 196 patients 

(13). Our study has been done on 375 patients. 

II.3.  Data collection 

We collected data on adult trauma patients who were admitted to teaching hospitals in Rwanda 

from October 2018 to January 2019.The data were collected by trained medical students. We 

interviewed patients and used patient file. The data were collected on the questionnaire, hose 

data were entered in Excel spreadsheet. We put the data into Stata after cleaning.  

 
The data we collected includes demographic characteristics of trauma patients, the pain 

they experienced in the first 24 hours of trauma, the pain the patient was experiencing at the 

time for interview using numeric rating scale, the longest time the patient waited for pain 

medications after requesting for them. We also reviewed the medications for pain the patient 

took, their side effects and the satisfaction rate for pain management. 
We used Injury Severity Score (ISS) which predict the morbidity and mortality in trauma 

patient(26). The Injury Severity Score (ISS) (Table 1) is calculated from additions of squares 

Abbreviated Injury Score. Injury Severity has different levels from minor injury to critical 

injury (Table 2). 
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Table 1-The Abbreviated Injury Scale (AIS) 

Injury Abbreviated Injury Score (AIS) 

Minor 1 

Moderate 2 

Serious 3 

Severe 4 

Critical 5 

Survivable 6 

 

Table 2- Injury Severity Score (ISS) 

Injury Severity Score (ISS) 

1-8 Minor 

9-15 Moderate 

16-24 Serious 

25-49 Severe 

50-75 Critical 

 

The Injury Severity Score (ISS) is calculated from additions of squares Abbreviated Injury 

Score. Injury Severity has different levels from minor injury to critical injury. 

 

We rated the side effects from zero to ten: zero for patient with no side effects and ten the 

patient with worst side effect then we categorized side effect score into three according to the 

severity: <4 Mild, 4-6 moderate and >6 Severe. 

 

 
Figure 1- Pain Numeric Scale from 0 to 10  

II.4.  Statistical analysis  

We collected data using data collection sheet, put those data Excel Spreadsheet after clean we 

exported them to the STATA 14th Edition (StataCorp. 2015. Stata Statistical Software: Release 

14. College Station, TX: StataCorp LP). We produced prevalence in different characteristics 

using percentages, we determined the factors associated with satisfaction using Chi-square. 

The factors with important association (p<0.25) were used in multivariate logistic regression 

analysis to identify independent factors associated with poor satisfaction. Their results were 

presented by Odd Ratios and their 95% Confidence Intervals and a p value <0.05 was 

considered as significant. 

II. 5. Ethical considerations  

The Institution Review Board of the College of Medicine and Health Sciences at the 

University of Rwanda gave approval for this study then we have got ethical approval in every 

hospital which participated in the present study: University Teaching Hospital of Kigali and 

Butare, Rwanda Military Hospital and King Faisal Hospital, Kigali. 
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CHAPTER III. RESULTS 

III.1. Description of sample 

In total, 375 trauma patients were included in this study from different four teaching hospitals 

across the country. Representation of patients from different hospitals is shown in figure 2. The 

University Teaching Hospital of Kigali had more patients admitted for trauma 200, followed 

by Butare University Teaching Hospital 91, Rwanda Military Hospital 70 and King Faisal 

Hospital 11 (Figure 2). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2- The distribution of trauma patients from different hospitals. 

III. 2. Social demographic data 

The patients involved in trauma were mainly male (72.7%) than female (27.3%) and most of 

the patients were between thirty and sixty years (51.8%.) Almost all patients had health 

insurance (93.3%) and the Ubudehe II (36.5%) and III (40.2%) Categories were mostly 

involved in trauma. The majority of admissions were done using ambulances (89.4%). The 

majority of patients were not having any chronic illnesses (89.1%).  The main cause of trauma 

was road traffic accidents (55.0% (followed by falling (36.7%) and assaults (8.3%). We used 

Injury Severity Score (ISS) to grade the severity of injuries of patients who had trauma and 

found that many were having mild (33.2%) and moderate (43.9%) injuries. Surgery was done 

already in (71.9%) of all patients, no surgery or plan in (22.5%) and those who were waiting 

were (5.5%) (Table 3). 
 

  

CHUK
54%

CHUB
24%

RMH
19%

KFH
3%
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Table 3- Demography of patients involved in trauma.  

Patient Characteristics N=375  % 

Age 

<30 93 27.7 

30-60 174 51.8 

>60 69 20.5 

Sex 

Female 102 27.3 

Male 272 72.7 

Ubudehe 

I 57 15.2 

II 137 36.5 

III 151 40.3 

None 30 8.0 

Health Insurance 

No 25 6.7 

Yes 350 93.3 

Mode of admission 

Ambulance 332 89.5 

Private transportation  39 10.5 

Chronic illness     

No 328 89.1 

Yes 40 10.9 

Cause of trauma 

Assault 31 8.3 

Falling 137 36.7 

RTA a 205 55.0 

Injury Severity Score (ISS) 

Minor 124 33.2 

Moderate 164 43.9 

Serious 66 17.7 

Severe 20 5.4 

Surgery done at the time of interview 

No 57 22.5 

Waiting 14 5.5 

Yes 182 71.9 
a RTA: Road Traffic Accident  

III. 3. Pain Experience in Trauma Patients. 

The majority of patients were experiencing mild pain at the time of interview (68.3%), others 

were having moderate (21.0%) and severe pain (10.6%) (Table 2). The worst pain the first 24 

hours from trauma was severe (89.8%) followed by mild (5.9%) and moderate pain (4.3%). 

The majority (58.5%) of patients waited less than ten minutes pain medications when they 

asked for pain medications, others received between 10 and 30 minutes (10.9%), 30 to 60 

minutes (7.7%), above 60 minutes (9.7%), asked and never received (4.4%) and never asked 

nor received pain medications (8.8%) (Table 4). 
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Table 4- Pain Experience in Trauma Patients. 

Pain Experienced                                                                  N=375    % 

Pain grade at time of interview 

Mild 254 68.3 

Moderate 78 21.0 

Severe 40 10.8 

Worst pain score during the first 24 hours  

Mild 22 5.9 

Moderate 16 4.3 

Severe 335 89.8 

Longest time the waited after requesting pain medications 

<=30 minutes 236 76.1 

>30 minutes 74 23.9 

III. 4. Medications used for pain 

 

Different medications were used for pain management: Paracetamol was the commonest 

medications to be used (67.7%), followed by tramadol (42.0%), morphine (40.5%), ibuprofen 

(24.8%) and diclofenac (2.9%). Multimodal analgesia combining opioids and non-opioids pain 

medications (71.6%), non-opioids alone (14.2%) the same as opioids alone (Table 5). 

Table 5- Medications used for pain. 

Medications used for pain relief  N=375     % 

Acetaminophen 254 67.7 

Tramadol 157 42.0 

Morphine 152 40.5 

Ibuprofen 93 24.8 

Diclofenac 11 2.9 

Combination of pain medication 

Multimodal analgesia 237 71.6 

Non-opioid alone 47 14.2 

Opioid alone 47 14.2 

 

III. 6. Patient attitudes towards pain medications  

 

The majority of patients wanted to be relieved from their pain (77.0%), others the willing was 

depending on severity of pain (19.3%) and few were not willing to have their pain to be 

relieved (Table 6). 

 

Table 6- Patient attitudes towards pain medications. 

Patient willingness for pain relief                                          N=375                  % 

No 13 3.6 

Depend on severity 69 19.3 

Yes 275 77.0 
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III. 7. Patient satisfaction for pain management 

The majority of patients admitted for trauma were satisfied for their pain management. The 

rate of satisfaction was more than (86%) versus (14%) who were not satisfied for pain relief 

(Figure 3). 

 
Figure 3- Patient satisfaction for pain management in Trauma Patients 

III. 8. Factors associated with pain management satisfaction   

 

We run the bivariate analysis of patient characteristics against the patient satisfaction rate, we 

found statistically significant patients factors to be the sex of the patient(p=0.057), the way the 

patient accessed the hospital (p<0.001), the presence of chronic illness(p=0.013), the time the 

patient waited for pain medications (p<0.001), the pain grade at interview (p=0.177), and 

injury severity score(p=0.205). Male patients seem more dissatisfied than female and the 

patients who used their means to reach the hospital are more dissatisfied than those who used 

ambulance. The patients with chronic illness were more dissatisfied. Those with grade intensity 

of pain tended to be more dissatisfied. The waiting time for pain medications for longer than 

thirty minutes was associated with patient dissatisfaction (Table 7). 

 

 

 

 

 

 

 

 

 

 

 

84%

16%

Patient satisfaction 

Satisfied Not satisfied
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Table 7- Significant factors for pain management satisfaction. 

Significant factors for pain management satisfaction N=375 

Patient characteristics Not satisfied % Satisfied % p value  

Age 

<30 13 14.0 80 86.0 0.829 

30-60 29 16.9 143 83.1  

>60 11 15.9 58 84.1  

Sex 

Female 9 8.8 93 91.2 0.057 

Male 45 16.6 226 83.4  

Access to the hospital 

Ambulance 35 10.6 295 89.4 <0.001 

Private 18 46.2 21 53.9  

Ubudehe   

None 4  25   

I 9 15.8 48 84.2 0.51 

II 24 17.5 113 82.5  

III 17 11.3 133 88.7  

Chronic illness 

No 42 12.9 284 87.1 0.013 

Yes 11 27.5 29 72.5  

Most important experienced pain in first 24 hours   

Mild 2 9.1 20 90.9 0.733 

Moderate 2 12.5 14 87.5  

Severe 50 14.9 285 85.1  

Pain grade at the interview   

Mild 31 12.2 223 87.8 0.177 

Moderate 15 19.2 63 80.8  

Severe 8 20 32 80  

The time the patient waited for medications after requesting for them (minutes) 

<=30 19 8.05 217 92.0 0.001 

>30 21 28.4 53 71.6  

Injury Severity Score   

Minor 13 10.5 111 89.5 0.205 

Moderate 28 17.2 135 82.8  

Serious 12 18.2 54 81.8  

Severe 1 5.3 18 94.7  

 

III. 7. Independent factors which lead the trauma patient satisfaction. 

Independent predictors to the dissatisfaction on pain management in our trauma patients are 

the private mode of arrival to the AED compared to the public ambulance, presence of 

moderate to severe pain at interview and a longer waiting time for pain relief along the hospital 

stay (Table 8). 
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Table 8- Factors associated with satisfaction for trauma patients managed for pain. 

Factors associated with dissatisfaction for trauma patients managed for pain 

Factors   Satisfied Dissatisfied  OR [95% CI] P value 

Sex Female 93 9 Ref   

  Male 226 45 1.95 [0.76-5.05] 0.17 

Modality to 

arrive at AED 

Ambulance 295 35 Ref    

  Private 21 18 11.21 [3.96-26.34] <0.001 

Chronic Illness No 284 42 Ref    

  Yes 29 11 1.60[0.54-4.73] 0.40 

Pain at interview Mild 223 31 Ref    

  Moderate 63 15 2.46 [0.99-6.10] 0.05 

  Severe 32 8 4.04 [1.30-12.56] 0.02 

Waiting time =<30 

minutes 

217 19 Ref    

  >30 

minutes 

53 21 6.00 [2.60-13.85] <0.001 

ISS Mild 111 13 Ref   

  Moderate 135 28 1.09 [0.37-2.81] 0.87 

  Serious 54 12 1.79 [0.52-5.10] 0.31 

  Severe 18 1 0.48 [0.03-4.95] 0.56 
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Chapter IV. DISCUSSION 

 

In this cross-sectional study we enrolled patients admitted in teaching hospitals for trauma and 

evaluated their mode of transportation to the hospital, their socioeconomic characteristics, 

characteristics of pain, modalities of pain relief in the hospital, rates of satisfaction for the pain 

management and associated factors. 

 

The distribution of trauma patients is concentrated mainly in one hospital located in the capital. 

This hospital alone received more than half of trauma patients admitted in teaching hospitals 

(Figure 3). 

 

More than half of the patients received pain medications in less than ten minutes from the time 

they requested for them. Fosnocht have done a study in United States of America explored 

factors associated with receiving pain medications and found that the patients were expecting 

pain medications in 23 minutes from admission, this time was far less than the actual time the 

patients get pain medications which was more than one hour. This delay in receiving 

medications leads to poor satisfaction of patients (27). 

  

The most prescribed medications were the combination opioid and NSAIDs or paracetamol 

(Table 5).  The management of acute pain requires more non-steroid anti-inflammatory drugs 

(NSAIDs) than opioid or acetaminophen (28). In one randomized controlled study done in 

Netherlands in 2018 showed no big difference in using either acetaminophen, diclofenac or the 

combination of both in trauma patients (29).  

 

The multimodal approach for pain management was mostly used in trauma patients. The use 

of multimodal approach for pain control help in reduction of opioids use, improves pain control 

but also increases patient satisfaction for their pain management (30,31). In our study, the 

multimodal approach for pain management was not a predictor for patient satisfaction. The 

multimodal approach for pain control should not be limited to the combination of medications 

but also should include other  techniques like regional anesthesia or peripheral nerve blocks 

which improve the patient satisfaction (32).  The lack of different techniques may be the reason 

in our study there were no association between pain medications combination and patient 

satisfaction. In a multicenter cohort study done in Germany found that the combination of 

different techniques for pain relief lead to better satisfaction of patients undergoing knee 

arthroplasty(33). 

 

The majority of trauma patients admitted in hospital were satisfied for pain management. This 

satisfaction is high compared to other studies conducted in high income settings which tried to 

quantify satisfaction for pain management post trauma (34). The satisfaction may not only be 

associated with medications but the level of customer care, the health system organization, and 

availability and affordability of healthcare services and uninterrupted pain relief. 

 

The pain grade at the time for interview was a predictor of dissatisfaction whereas the pain 

grade in the first 24 hours post trauma was not. These findings were different from those found 

in one done on surgical patients which showed powerful predictor pain satisfaction to be 

associated with the worst pain in the first 24 hours post-surgery. 

 

The patients who used the private transport to reach hospitals were more likely to be dissatisfied 

for their pain relief. One study done in Pakistan compared the use of private and public 

transport to reach hospitals, the same study found that the patients who used  private means to 

reach the hospital experience more delay (35). One study done in Arizona University in 2002 

showed that the reduction in the waiting time  leads to improve to patient satisfaction (36). 

Using private transport to reach the hospital don’t necessary means that the patient is rich but 
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sometimes this may lead to delayed access health facility, the patient without category used 

less the ambulance to reach the hospital. 

 

This study has different limitations: we sampled patients admitted in teaching hospitals but 

other patient may have been admitted in other hospitals be public or private and this may have 

impact on the overall outcome of our study 
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Chapter V. CONCLUSION AND RECOMMENDATIONS  

V.1. Conclusion 

Patients with trauma go to hospital or directly to hospitals use their means. There are mild and 

moderate injuries. The more prescribed was acetaminophen and multimodal approach was 

commonly used for pain relief. Almost all patients wanted to be relieved from their pain. The 

pain grade, the use of private means to reach the hospital and the time the patient has to wait 

for pain relief is significant predictor of patients’ dissatisfaction.  We need more exploration 

and interventions to increase the awareness about pain management and establishment of 

guidelines.  

V.2. Recommendations 

 To the patients: 

- the patients have to know that the pain relief is their right and can request the 

relief any time they feel pain. 

 To the healthcare providers: 

- to increase knowledge and skills to provide pain relief for their patients,  

- to document clinical presentation of the patient with pain, 

- to provide different types of pain relief used and their outcomes. 

 To the University:  

- to teach students about pain, the pathophysiology of pain, the pain relief methods 

and their complication of poor pain relief, 

- to collaborate with different institutions towards pain free population, 

- to organize of pain medicine education.  

 To the hospitals 

- to ensure uninterrupted pain relief for every patient reaching the hospital,  

- to put in place a standardized mechanism of assessing and reporting pain, 

- to conduct quality improvement project in pain management 

 To the ministry of health 

- to put in place and update guidelines about pain management,  

- to avail medications staff, equipment and infrastructure for pain management at 

every level of healthcare system, 

- to collaborate with different institutions to reduce in accessing pain relief centers. 

  



14 

 

References 

1.  Williams AC de C, Craig KD. Updating the definition of pain. PAIN. 2016 

Nov;157(11):2420.  

2.  Dragioti E, Larsson B, Bernfort L, Levin L, Gerdle B. Prevalence of different pain 

categories based on pain spreading on the bodies of older adults in Sweden: a descriptive-

level and multilevel association with demographics, comorbidities, medications, and 

certain lifestyle factors (PainS65+). J Pain Res. 2016 Nov 30;9:1131–41.  

3.  Nahin RL. Estimates of Pain Prevalence and Severity in Adults: United States, 2012. J 

Pain Off J Am Pain Soc. 2015 Aug;16(8):769–80.  

4.  Tuchscherer J, McKay WP, Twagirumugabe T. Low-dose subcutaneous ketamine for 

postoperative pain management in Rwanda: a dose-finding study. Can J Anesth Can 

Anesth. 2017 Sep 1;64(9):928–34.  

5.  Nicholls JL, Azam MA, Burns LC, Englesakis M, Sutherland AM, Weinrib AZ, et al. 

Psychological treatments for the management of postsurgical pain: a systematic review 

of randomized controlled trials [Internet]. Patient Related Outcome Measures. 2018 [cited 

2019 Sep 7]. Available from: https://www.dovepress.com/psychological-treatments-for-

the-management-of-postsurgical-pain-a-sys-peer-reviewed-fulltext-article-PROM 

6.  Lewis C, Gunta K, Mitchell K, Bobay K. Effectiveness of Multimodal Pain Management 

Protocol in Total Knee Arthroplasty Patients. Orthop Nurs. 2012 Jun;31(3):153–9.  

7.  Ahmadi A, Bazargan-Hejazi S, Heidari Zadie Z, Euasobhon P, Ketumarn P, 

Karbasfrushan A, et al. Pain management in trauma: A review study. J Inj Violence Res. 

2016 Jul;8(2):89–98.  

8.  Ramsay MAE. Acute Postoperative Pain Management. Bayl Univ Med Cent Proc. 2000 

Jul 1;13(3):244–7.  

9.  Motov SM, Khan AN. Problems and barriers of pain management in the emergency 

department: Are we ever going to get better? J Pain Res. 2008 Dec 9;2:5–11.  

10.  Aslan FE, Şahin SK, Secginli S, Bülbüloğlu S. Patient satisfaction with nursing practices 

about postoperative pain management: A systematic review. 30(3):105–15.  

11.  Ufashingabire CM, Nsereko E, Njunwa KJ, Brysiewicz P. Knowledge and attitudes of 

nurses regarding pain in the intensive care unit patients in Rwanda. Rwanda J. 2016 Jan 

1;3(1):21-26–26.  

12.  Jamison RN, Edwards RR. Integrating Pain Management in Clinical Practice. J Clin 

Psychol Med Settings. 2012 Mar;19(1):49–64.  

13.  Agodirin O, Oguntola A, Adeoti M, Agbakwuru A, Oluwadiya K, Olofinbiyi B. 

Preoperative pain treatment in acute abdomen in Osogbo, Nigeria: a randomized double-

blind placebo-controlled study. Int J Emerg Med. 2013 Jan 23;6(1):3.  

14.  MOH. Pain Management Guidelines [Internet]. 1st ed. Rwanda Ministry of Health; 2012 

[cited 2019 Sep 11]. Available from: http://www.moh.gov.rw/index.php?id=521 

15.  WHO | WHO’s cancer pain ladder for adults [Internet]. WHO. [cited 2019 Sep 11]. 

Available from: https://www.who.int/cancer/palliative/painladder/en/ 



15 

 

16.  IASP. IASP Guidelines - IASP [Internet]. 2009 [cited 2019 Sep 8]. Available from: 

https://www.iasp-pain.org/Guidelines?navItemNumber=648 

17.  Royal College of Anaesthetists. Core Standards for Pain Management Services in the UK 

[Internet]. 2015 [cited 2019 Sep 10]. Available from: 

https://www.rcoa.ac.uk/system/files/FPM-CSPMS-UK2015.pdf 

18.  Andualem AA, Lema GF, Nigatu YA, Ahmed SA. Assessment of Acute Pain 

Management and Associated Factors among Emergency Surgical Patients in Gondar 

University Specialized Hospital Emergency Department, Northwest Ethiopia, 2018: 

Institutional Based Cross-Sectional Study. Pain Res Treat [Internet]. 2018 Dec 2 [cited 

2019 Sep 7];2018. Available from: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6304567/ 

19.  Trevino C, Harl F, deRoon-Cassini T, Brasel K, Litwack K. Predictors of Chronic Pain 

in Traumatically Injured Hospitalized Adult Patients. J Trauma Nurs. 2014 Apr;21(2):50.  

20.  El-Aqoul A, Obaid A, Yacoub E, Al-Najar M, Ramadan M, Darawad M. Factors 

Associated with Inadequate Pain Control among Postoperative Patients with Cancer. Pain 

Manag Nurs. 2018 Apr 1;19(2):130–8.  

21.  Allione A, Pivetta E, Pizzolato E, Lorenzati B, Pomero F, Barutta L, et al. Determinants 

of inappropriate acute pain management in old people unable to communicate verbally in 

the emergency department. Turk J Emerg Med. 2017 Dec 1;17(4):160–4.  

22.  Gausche-Hill M, Brown KM, Oliver ZJ, Sasson C, Dayan PS, Eschmann NM, et al. An 

Evidence-based Guideline for Prehospital Analgesia in Trauma. Prehosp Emerg Care. 

2014 Jan 1;18(sup1):25–34.  

23.  Scholten AC, Berben SAA, Westmaas AH, van Grunsven PM, de Vaal ET, Rood PPM, 

et al. Pain management in trauma patients in (pre)hospital based emergency care: Current 

practice versus new guideline. Injury. 2015 May 1;46(5):798–806.  

24.  Patrick PA, Rosenthal BM, Iezzi CA, Brand DA. Timely Pain Management in the 

Emergency Department. J Emerg Med. 2015 Mar 1;48(3):267–73.  

25.  Cousins M, Lynch M. The Declaration Montreal: Access to pain management is a 

fundamental human right. Pain. 2011 Dec;152(12):2673–4.  

26.  Baker SP, O’neill B, Haddon WJ, Long WB. The injury severity score: a method for 

describing patients with multiple injuries and evaluating emergency care. J Trauma Acute 

Care Surg. 1974 Mar;14(3):187.  

27.  Fosnocht DE, Swanson ER, Bossart P. Patient expectations for pain medication delivery. 

Am J Emerg Med. 2001 Sep 1;19(5):399–402.  

28.  Pathan SA, Mitra B, Cameron PA. A Systematic Review and Meta-analysis Comparing 

the Efficacy of Nonsteroidal Anti-inflammatory Drugs, Opioids, and Paracetamol in the 

Treatment of Acute Renal Colic. Eur Urol. 2018 Apr 1;73(4):583–95.  

29.  Ridderikhof ML, Lirk P, Goddijn H, Vandewalle E, Schinkel E, Van Dieren S, et al. 

Acetaminophen or Nonsteroidal Anti-Inflammatory Drugs in Acute Musculoskeletal 

Trauma: A Multicenter, Double-Blind, Randomized, Clinical Trial. Ann Emerg Med. 

2018 Mar 1;71(3):357-368.e8.  



16 

 

30.  Lee SK, Lee JW, Choy WS. Is multimodal analgesia as effective as postoperative patient-

controlled analgesia following upper extremity surgery? Orthop Traumatol Surg Res. 

2013 Dec 1;99(8):895–901.  

31.  Koehler D, Marsh JL, Karam M, Fruehling C, Willey M. Efficacy of Surgical-Site, 

Multimodal Drug Injection Following Operative Management of Femoral Fractures: A 

Randomized Controlled Trial. JBJS. 2017 Mar 15;99(6):512.  

32.  Maheshwari AV, Blum YC, Shekhar L, Ranawat AS, Ranawat CS. Multimodal Pain 

Management after Total Hip and Knee Arthroplasty at the Ranawat Orthopaedic Center. 

Clin Orthop Relat Res. 2009 Feb 13;467(6):1418.  

33.  Greimel F, Maderbacher G, Baier C, Keshmiri A, Schwarz T, Zeman F, et al. Multicenter 

cohort-study of 15326 cases analyzing patient satisfaction and perioperative pain 

management: general, regional and combination anesthesia in knee arthroplasty. Sci Rep. 

2018 Feb 27;8(1):1–9.  

34.  Sturesson L, Falk A-C, Castrén M, Niemi-Murola L, Lindström V. Mandatory 

documentation of pain in the emergency department increases analgesic administration 

but does not improve patients’ satisfaction of pain management. Scand J Pain. 

2016;13(1):32–35.  

35.  Noorani MM, Khaliq MF, Shoaib M, Sheikh A, Moughal U-E-R, Moazzum W, et al. 

Time intervals and associated factors of emergency treatment: first insight into Pakistani 

system. Int Arch Med [Internet]. 2014 Sep 24 [cited 2019 Sep 9];7. Available from: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4258270/ 

36.  Spaite DW, Bartholomeaux F, Guisto J, Lindberg E, Hull B, Eyherabide A, et al. Rapid 

process redesign in a university-based emergency department: Decreasing waiting time 

intervals and improving patient satisfaction. Ann Emerg Med. 2002 Feb 1;39(2):168–77.  

 

 

  



17 

 

Appendices  

Appendix 1: IRB Approval 

 



18 

 

 



19 

 

Appendix 2: CHUK Approval 

 
 



20 

 

Appendix 3: CHUB Approval 

 



21 

 

Appendix 4: RMH Approval  

 



22 

 

Appendix 5: KFH Approval 

 
  



23 

 

Appendix 6: Questionnaire  

Pain management in trauma patients in Rwanda teaching hospitals  
Data collection Sheet Study ID: _______/________/________ 

Date  and time (DD/MM/YYYY): ____/___/_____          ____hh___mm 

Date of admission (DD/MM/YYYY): ____/___/_____          ____hh___mm 

Hospital: CHUK CHUB RMH KFH  

I. Sociodemographic characteristics 

- Distance travelled to Hospital:  

- Kilometers:____ 

- Hours______  

- Date and time of your injury 

- dd/mm/yyyy __/__/___ hh__mm 

- Origin (select all that apply):   

☐ Home 

☐ SAMU 

☐ Road 

☐ Health Center 

☐ District Hospital  

☐ Provincial Hospital  

☐ Referral Hospital  

☐ Other (specify) 

- Refereeing health facility 

name:_________ 

- Gender: Male__Female__ 

- Birth date (dd/mm/yyyy)___/__/____ 

- Marital status:  

☐ Single 

☐ Married 

☐ Divorced 

☐ Widow 

☐ Living together 

☐ Separated 

☐ numbers of children 

- Ages of children__ __ __  

- Education status  

☐No formal education  

☐Primary school  

☐Secondary school  

☐High institutions(University, 

College…) 

- Ubudehe Category: 

- occupational status  

☐ Unemployed  

☐ Employed  

☐ Self-employed  

☐ Financially dependent eg:student,… 

- health insurance coverage  

☐ Self-payer  

☐ Private insurance coverage  

☐ RSSB (Former RAMA) 

☐ RSSB (Former MUSA) 

- Degree of the condition of the disease   

☐ Emergency (Managed Now) 

☐ Urgency(can wait 24 hours) 

- Department or service  

☐ Emergency  

☐ Surgery  

☐ Internal medicine  

☐ Intensive Care Unit 

☐ Ear Nose and Throat (ENT)  

☐ Ophtalmology  

☐ Somatology  

☐ Others (specify) 

Traumatized by  

☐ Bicycle  

☐ Car 

☐ Motorcycle 

☐ Falling from height  

☐ Assault  

☐ Burn: electrical, fire, others (specify) 

☐ Other…. 

Clinical presentation 

- Chief Complaint: 

- History of the present illness(3lines) 

- Past medical histor
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Medications the patient is taking  

 

Name Dosage Frequency  Route Start time* End Time* **Adverse Effects ***Prescribed 

        

        

        

        

 

*For starting and end time precise the date and hour  and min of start and anticipated ending 

** For side effect: State the side effect, the date and time, measure taken if any 

** Yes or not if prescribed by medical doctor   

- Have you had any of the following side effects? Please circle “0” if no; if yes, please circle 

the one number that best shows the severity of each: 

a. Nausea  

0 1 2 3 4 5 6 7 8 9 10 

None          Severe 

b. vomiting  

0 1 2 3 4 5 6 7 8 9 10 

None          Severe 

c. Drowsiness (sleepy) 

0 1 2 3 4 5 6 7 8 9 10 

None          Severe 

d. Itching  

0 1 2 3 4 5 6 7 8 9 10 

None          Severe 

d. Dizziness  

0 1 2 3 4 5 6 7 8 9 10 

None          Severe 

 

Investigations  

- Summary of clinical assessment  

- Summary of investigations done and finding 

- Differential diagnosis  

- Definitive diagnosis  

- Management done 

- Management anticipated  

• Surgery done or planned: Yes__No__Date and 

time: ___/___/___ ___hh__mm 

• Type of anesthesia: General__ Spinal__ 

Regional__ Local__None___ 

others(specify)_______  

 

II. Pain assessment  

- When your pain started? Date&Time__/_/__ 

__/__ 

Investigation Order date Examination date Results 
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- Describe how your pain started  

- What are you believing is causing pain? 

- What can you do if you pain reduced by half? 

- How pain is affecting your life? 

- Describe your pain (cicle): 

- Aching, throbbing, sharp, hot, cold, etc 

- describe your pain : Brief constant__comes and 

goes___ continuous___ 

- What do you do to ease your pain? 

- What makes your pain worse? 

- What is the treatment you believe can alleviate 

your pain? 

- Describe the activities you can’t perform because 

of pain? 

- Does the pain irradiate somewhere else except 

primary site 

☐ Yes, specify  

☐ No

 

Pain intensity rating  

- On this scale, please indicate the least pain you had in the first 24 hours since trauma 

 0 1 2 3 4 5 6 7 8 9 10 

 No pain         Worst Pain Possible  

- on this scale, indicate the worst pain you had in the first 24 hours since trauma 

 0 1 2 3 4 5 6 7 8 9 10 

 No pain         Worst Pain Possible  

- How often were you in severe pain in the first 24 hours? Please circle your best estimate of the percentage 

of time you experienced severe pain: 

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

Never In severe pain   always in severe pain   

- Circle the one number below that best describes how much pain interfered or prevented you from: 

A. doing activities in bed such as turning, sitting up, repositioning,… 

0 1 2 3 4 5 6 7 8 9 10 

Doesn’t interfere        Completely Interfere 

B. Doing activities out of bed such as walking, sitting in chair, sitting on bed or going to toilet  

0 1 2 3 4 5 6 7 8 9 10 

Doesn’t interfere        Completely interfere 

C. Falling asleep  

0 1 2 3 4 5 6 7 8 9 10 

Doesn’t interfere        Completely interfere 

D. Staying asleep  

0 1 2 3 4 5 6 7 8 9 10 

Doesn’t interfere        Completely interfere 

- Pain can affect our mood and emotions. On this scale, please circle the one number that best 

shows how much the pain caused you to feel:  

a. anxious  

0 1 2 3 4 5 6 7 8 9 10 

not at all         Extremely  

b. depressed  

0 1 2 3 4 5 6 7 8 9 10 

not at all         Extremely  

 

c. frightened  

0 1 2 3 4 5 6 7 8 9 10 

Not at all          Extremely  

d. helpless  

0 1 2 3 4 5 6 7 8 9 10 

Not at all         Extremely  

At all  

III. Patient attitude towards pain management  
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- Identified barriers to administration of medication for pain management  

☐ fear of adverse effects  

☐ Fear of addiction potential  

☐ Fear of additional dose  

☐ Fear of intolerance  

☐ Fear of injections 

☐ Others (specify) 

- Generally, when you’re in pain would you like to be treated  

☐ Yes  

☐ No 

☐ Depend on severity  

-Was your pain assessed before start of pain medications?  

☐ Yes  

☐ No 

- Did a healthcare provider discussed with you pain management? 

☐ yes  

☐ Yes, but not sufficient  

☐ No though I wanted to know  

☐ No and I don’t want to know  

- Did health care provider asked you to report when you have pain? 

☐ yes  

☐ Yes, but not sufficient  

☐ No though I wanted to know  

☐ No and I don’t want to know  

- Were you informed when your pain medicine where about to be administered  

☐ yes  

☐ No  

☐ Not consistent 

 

- What was the longest time you had to wait to get a pain medication after asking for it  

☐ < 10 min 

☐ 10-30 min  

☐ 30-60 min 

☐ >60 min  

☐ Asked but never received medication  
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Appendix 7: Consent form in English  

University of Rwanda 

College of Medicine and Health Sciences 

School of Medicine and Pharmacy  

Department of Anesthesiology, Critical Care Medicine  

and Emergency Medicine 

 

Informed Consent form for participation in study called: pain management in trauma patients 

in teaching hospitals in Rwanda 

 

This consent form is for adult trauma patients presenting at the following teaching hospitals: 

Kigali University Teaching Hospital, Butare University Teaching Hospital, Rwanda Military 

Hospital and King Faisal Hospital, Kigali 

 

PI: Joseph Niyitegeka Anesthesiology Resident in University of Rwanda 

Supervisor: Dr. Paulin Ruhato Banguti 

 

Introduction 

I am Joseph Niyitegeka, anesthesiology resident in department of Anesthesiology, Critical Care 

and Emergency Medicine, school of medicine and pharmacy, college of medicine and health 

sciences, University of Rwanda. I am conducting this study under supervision of Dr. Paulin 

Ruhato Banguti. 

 

We know that the pain is most common cause of consultation in hospitals, this project will 

focus on trauma patients in teaching hospital in Rwanda. We will look specifically how pain is 

assessed in trauma patients, how it is managed and the perception of the patients from the 

management. The data will be collected from interviews and from the patient records after the 

later consented to participate in this study. During our data collection we will keep anonymous 

the data so that none will link the provided data to the patients. This study will give us the 

baseline and recommendations for management of trauma patients. 

 

Your participation in this research is entirely voluntary, you can participate or refuse to 

participate without any consequence to you and it will not affect how you are treated. You may 

also withdraw from the study at any stage of this study. 

 

This study will take from you about fifteen minutes and will not interfere with the treatment 

you are receiving. This study doesn’t have any risks as there no special interventions planned 

to be done on you. 

 

This study have been presented and accepted at the college of Medicine and and Health 

Sciences Institution Review Board (IRB), in case you fill that you are right are abused or need 

further clarifications you are allowed to contact the principle investigator (Dr. Jospeh 

Niyitegeka 0788761667), the supervisor of the study and head of department (Dr. Paulin 

Ruhato Banguti 0788772114) or the Chair of IRB Committee at the College of Medicine and 

Health Sciences. 

  

Certificate of Consent  
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I have read the foregoing information, or it has been read to me. I have had the opportunity to 

ask questions about it and any questions that I have asked have been answered to my 

satisfaction.  I consent voluntarily to participate as a participant in this research. 

 

Print Name of Participant_________________________________    

  

Signature of Participant __________________________________ 

Date ___________________________ 

 Day/month/year    

     

 

If the patient cannot sign consent him/herself  a caretaker can approve the consent as below 

 

I have witnessed the accurate reading of the consent form to the potential participant, and the 

individual has had the opportunity to ask questions. I confirm that the individual has given 

consent freely.  

Print name of witness_____________________________________                  

Signature of witness ______________________________________ 

Date ________________________ 

                Day/month/year 

  

Statement by the researcher/person taking consent 

 

I confirm that the participant was given an opportunity to ask questions about the study, and 

all the questions asked by the participant have been answered correctly and to the best of my 

ability. I confirm that the individual has not been coerced into giving consent, and the consent 

has been given freely and voluntarily.  

Print Name of Data collector_________________________________   

  

Signature of Data Collector __________________________________ 

Date ___________________________    

                 Day/month/year 
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Appendix 8: Consent form in Kinyarwanda 

 

University of Rwanda 

College of Medicine and Health Sciences 

School of Medicine and Pharmacy  

Department of Anesthesiology, Critical Care Medicine  

and Emergency Medicine 

 

Amasezerano yo kwemera kuba mu bushakashatsi: Pain managment in trauma patients in 

teaching hospitals in Rwanda 

 

Uru rupapuro rugaragaza amasezerano areba abantu barwaye bivuriza kubitaro bikurikira: 

Ibitaro bya Kaminuza bya Kigali, Ibitaro bya Kaminuza bya Butare, Ibitaro by’ Igisirikari cy’ 

u Rwanda, Ibitaro byitiriwe Umwami Faisal, Kigali 

 

 

Umushakashatsi Mukuru: Joseph Niyitegeka, umunyeshuri mukinya murk Kaminuza y’ u 

Rwanda 

Uhagarariye Ubushakashatsi: Dr. Paulin Ruhato Banguti 

 

Intangiriro 

Nitwa Joseph Niyitegeka, Umunyeshuri mu Kinya muri Kaminuza y u Rwanda, ubu 

bushakashatsi ndikubukora nyobowe na Dr. Paulin Ruhato Banguti 

 

Tuzi ko ububabare aribwo buza kumwanya wambere mugutma abarwayi bagana ibitaro, 

tuzareba abarwayi baba bakomeretse. Tuzareba ahanini abarwayi bakomeretse uburyo 

basuzumwa n’ uburyo bavurwa. Tuzareba kandi uburyo abarwayi bakira imivurire y 

ububabare. Tuzavugana n’ abarwayi turebe no muri dosiye zabo. Ntamazina tuzatangaza 

mubushakashatsi cyangwa icyatuma hamenyekana uwatanze amakuru muri ubu bushakashatsi. 

Ubu bushakashatsi buzatuma tuvugurura ubujyo tuvura ububabare. 

 

Kuba muri ubu bushakashatsi ni kubushake, ushoboza kububamo cyangwa ukabureka kandi 

ntangaruka kumivurirwe yawe. Ushobora kandi kuva muri ubu bushakashatsi igihe burimo 

bukorwa igihe icyaricyo cyose ubishatse. 

 

Gusubiza ibibazo biri muri ubu bushakashatsi bizatwara iminota cumi n’itanu kandi 

nibuzagongana no kwivuza kwawe. Ntangaruka ziteganijwe cyangwa ibizakorwa bidasanzwe 

kuri wowe binyuze muri ubu bushakashatsi. 

 

 

Ubu bushakashatsi bwerekanwe kandi bwemezwa n ishami rishinzwe kwemerera 

ubushakashatsi  mu ishuri ry’ ubiganga n’ ubuvuzi muri Kaminuza y’ u Rwanda. 

 

Ugize ikibazo, ushaka ubusobanruro cyangwa wumva uburenganzira bwawe buhungabanyijwe 

wakwiyambaza umushakashatsi mu kuru (Dr. Jospeh Niyitegeka 0788761667), Uhagarariye 

ubushakashatsi (Dr. Paulin Ruhato Banguti 0788772114) cyangwa uhagarariye komite 

yemerera gukora ubushakashatsi mu ishuri ry’ ubuganga n’ ubuvuzi muri Kaminuza y’ u 

Rwanda. 
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Amasezerano  

 

Nasomye cyangwa nasomye amakuru ari muri ubu bushakashatsi. Nahawe umwanye wo 

kubazag ibibazo no kubisubiza Kandis nanyuzwe. 

 

Nemeye kubushake kuba muri ubu bushakashatsi 

 

Amazina_________________________________      

Umukono__________________________________ 

Itariki ___________________________ 

 Umunsi/Ukwezi/Umwaka    

     

 

Igihe umrwayi atabasha kwisinyira muri ubu bushakashatsi umurwazawe azabimushamo 

mubujyo bukurikira 

 

Nakurikiranye isomwa ry’ aya masezerano kandi Umurwayi wanjye yabajije ibibazo  

arasubizwa kandi yemera kububamo. 

 

Amazing y’ umurwaza_____________________________________                  

Umukono ______________________________________ 

Itariki________________________ 

                Umunsi/ukwezi/Umwaka 

  

Umushakashatsi 

 

Nemeje ko Umurwayi cyangwa umurwaza yahawe umwanya wo kubaza ibibazo kuri ubu 

bushakashatsi kandi byasubijwe. 

Ntategeko cyangwa agahato byakoreshejwe mukwemera kuba muri ubu bushakashatsi. 

Umurwayi yemeye kuba mubushakashatsi kubushake.  

Umushakashatsi_________________________________     

Umukono __________________________________ 

Itariki___________________________    

                 Umunsi/Ukwezi/Umwaka 

 

 


