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Abstract 

 

RESEARCH SUBJECT:  Nurses’ Knowledge on Pain Management   Practices and  

      Organizational Pain Management Policy  

STUDENT: Carolyn Land 

DEGREE: Master’s of Science 

COLLEGE: Applied Sciences and Technology 

Date:  December, 2010 

 Inadequate management of patients’ pain is a continuing problem despite research 

findings that support patients’ complaints of inadequate pain management. Numerous studies 

have examined nursing knowledge and pain management but very few studies have examined the 

influence of an organizational pain management policy on nursing knowledge and pain 

management practices. The research problem that will be examined is: Does nursing knowledge 

of a formal organizational pain management policy improve the pain management practices of 

nurses giving care to the post operative patient and do organizational factors influence pain 

management practices in a given healthcare setting? The purpose of the study is to examine 

nursing knowledge on pain management practice when a formal organizational pain management 

policy is implemented.  The framework for this study will be based on the Model of Healthcare 

Organization as an open system.  The descriptive correlational study will involve 90 nurses 

providing direct patient care on five study units during a 72-hour study period.  Nurses, one half 

hour before the end of their eight hour shift, will complete three self-administered questionnaires. 

Opioid administration data will be collected for the study. Instruments are the Chronic Pain 

Management and Accountability for Pain Management, and the Knowledge of Pain Management.  



 

 

Chapter 1 

 

 

Introduction 

 

 Almost 35 million patients were discharged from U.S. hospitals in 2004; of these 

patients, 46% had a surgical procedure and 16% had one or more diagnostic procedures 

(Wells, Pasero, & McCaffery, 2008). Although pain is an anticipated postoperative effect, 

many patients continue to report moderate to severe unrelieved pain during their 

hospitalized stay. Recent data suggest 80% of patients experience pain postoperatively 

with between 11 - 20% experiencing severe pain (Wells et al., 2008). Despite advances in 

medicine and pharmacology as well as the recognition of pain management problems by 

healthcare providers and institutions, and national pain management guidelines, the 

incidence of postoperative pain has remained stable over the past 40 years. Unrelieved 

acute pain lengthens patients’ hospital stays, has adverse physiological and psychological 

effects, and impacts the hospitals’ patient satisfaction and quality scores. Undermanaged 

pain and inadequate pain management is a major health care issue.  

 Many factors are associated with inadequate pain management: nursing and 

physician knowledge, nursing and physician attitudes towards pain, inconsistent pain 
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management practices among staff, patients’ misperceptions surrounding pain 

management, and lack of organizational pain management policies, to name a few. Many 

studies have focused on these factors to attempt to identify a better pain management plan 

for patients.  

 Untreated acute pain has the potential to produce acute neurohormonal changes, 

neuronal remodeling, and long lasting psychologic and emotional distress and may lead 

to prolonged chronic pain states (Dunwoody, Krenzischeck, Pasero, Rathmell, & 

Polomano, 2008). Once the pituitary-adrenal axis has been activated by constant 

unrelieved pain, immune system suppression begins and may lead to inadequate wound 

healing and postoperative infection. When unrelieved pain occurs, the sympathetic 

system becomes activated which affects all the other body systems, cardiovascular, 

respiratory, gastrointestinal, and the renal system.  

 Unrelieved acute pain affects the patient’s physiological state and also profoundly 

affects the patient’s psychological well being. Patient’s family members are also 

adversely affected when their loved ones experience unrelieved pain. Patients and their 

family members begin to feel hopeless and helpless when pain can’t be managed. These 

feelings contribute to anxiety and depression in the patient and family. Inadequately 

managed acute pain may lead to the presence of chronic pain. 

 Besides the physiological and psychological adverse effects that unrelieved pain 

has on postoperative patients, providers also risk legal action for patient’s unrelieved 

pain. The Joint Commission set the current standards for pain management and patients’ 

pain must be addressed and properly managed. Since this standard was set, there have 

been documented instances of legal action taken against providers for patient’s 
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uncontrolled pain experiences. Nurses, as part of the healthcare team, may also find 

themselves liable for undermanaged or undertreated pain.  

Background and Significance 

 Acute and chronic care hospitals have taken numerous steps to address better pain 

management since the Joint Commission and Accreditation of Hospitals stated that pain 

relief is a patient right and increased the focus on pain management in 2003. The under 

treatment of pain was first documented in a landmark study by Marks and Sachar in 1973 

(Wells et al., 2008).  Hospitalized medical patients were noted to have moderate to severe 

pain for the majority of their hospitalized stay. Thirty years later in 2003, Apfelbaum and 

others found that 80% of surgical experienced acute pain after surgery, and 86% of those 

had moderate to extreme pain (Wells et al., 2008). After the Acute Pain Clinical Practice 

Guidelines were established in 1992 to guide organizations in better pain management, it 

was thought that better pain management would be realized. These guidelines continue to 

lay the foundation for current pain management guidelines. Despite the establishment of 

clinical pain management guidelines and the numerous research studies exploring pain 

and pain management, little progress appears to have been made. Numerous factors 

surrounding pain management have been explored but very few studies have examined 

the effects of an organizational pain management policy on pain management. 

 Alley (2001) identified organizational pain management policies as a factor in 

better pain management practices. Prior to Alley’s study very little research had been 

done exploring this particular factor surrounding pain management. Since Alley’s study 

very few studies have examined the effects of an organizational policy on pain 

management. More recent studies have examined the influences of quality improvement 
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projects on pain management and pain management practices (Buhr & White, 2006; 

Hansson, Fridlund, & Hallstr m,    6; Paice, Barnard, Creamer, & Omerod, 2006). 

Other studies have examined the barriers and influences of organizational factors 

affecting pain and pain management practice (Latimer, Johnston, Ritchie, Clarke, & 

Gilin, 2009; Gimbler-Berglund, Ljusegren, & Ensk r,    8 . Studies that have an 

organizational focus include studies examining the implementation of comprehensive 

pain programs to improve pain management practice (De Rond, De Wit, & Van Dam, 

2001; Ellis, McCleary, Blouin, Dube, Rowley, MacNeil, & Cooke, 2007). 

 Howell, Butler, Vincent, Watt-Watson, and Stearns (2000) examined the effects 

of an educational intervention on nurses’ knowledge, attitudes, and practice in pain 

management. The study findings suggested that further educational and organizational 

support is needed to improve pain management because improvements in practice were 

not maintained over time.   

  Research examining organizational policy and pain management practice 

continues to remains under researched. Since so many factors related to pain management 

have been explored but pain continues to be undermanaged and undertreated, the factor 

of an organizational pain management policy should be explored further. Because of the 

lack of research in this area, this study will examine nurses’ knowledge on pain 

management practice and organizational policy. 

Statement of the Problem 

 Organizational factors related to nursing knowledge and pain management 

practices continue to be under researched. Organizational factors that may affect pain 
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management practices and are influenced by nursing knowledge may be contributing to 

the patients’ complaints of unrelieved pain in the hospital setting.  

Purpose 

            The purpose of this study is to explore nurses’ knowledge on pain management 

practices and organizational pain management policy in an acute care hospital setting. 

This is a partial replication of Alley’s (   1  study.  

Research Questions 

1. What is the relationship among nurses’ knowledge on pain and pain  

     management and the nurses’ knowledge of the organizational pain  

     management policy? 

2. What is the relationship between nurses’ perceived accountability for patients’  

     pain management and the   nurses’ knowledge of the organizational pain  

     management policy? 

3.  What is the relationship between nurses’ administration of actual opioid  

     analgesics to patients for postoperative pain and the nurses’ knowledge of the   

     organizational pain management policy?  

Theoretical Framework 

   The Model of the Healthcare Organization as an Open System will guide this 

study. This model has eight interrelated elements which are also influenced by the other 

elements. The eight elements in the model include: purpose, culture, behavior, processes, 

technology, structure, inputs, and outputs, as they are affected by the environment. 

Furthermore, the open system constantly changes as relationships among the system’s 
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elements shift (Harrison, 1987; as cited in Alley, 2001). The variables explored in this 

study are contained within the technology or structure elements of the model. The 

premise of this study is that organizational pain management policies influence the pain 

management practices of the nurse in the acute care setting. Relationships that will be 

explored in this study include: nursing knowledge, pain management practices, and 

organizational pain management policies. This framework will be an effective tool to 

help guide this study and examine these relationships. 

Definition of Terms 

            Nursing Knowledge on Pain: Conceptual 

            Alley (   1  defined nurses’ knowledge of pain and pain management and the 

nurses’ perceived accountability for pain management as “knowledge technologies used 

by nurses to help patients to achieve optimal pain relief”.  

 Nursing Knowledge on Pain: Operational 

    Nursing knowledge on pain is operationally defined by a score obtained on the 

Chronic Pain Management Questionnaire (CPMQ) for that part. 

            Pain Management Practice: Conceptual 

            Both knowledge and physical technologies used by nurses are a reflection of pain 

management practices (Alley, 2001). 

 Pain Management Practice: Operational 

    Pain management practices will be operationally defined by the score obtained on 

the CPMQ for that part. 

 Organizational Pain Management: Conceptual 
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    Organizational pain management includes those practices that are stated/regulated 

by the organization policies. 

 Organizational Pain Management: Operational 

    Organizational pain management is operationally defined by a score obtained on 

the CPMQ for that part. 

Study Limitations 

    Limitations to this study include use of only one organizational pain management 

policy within the confines of two acute care hospitals and two similar settings in an urban 

area within the same Midwest City. These study limitations will limit generalization of 

findings. 

Assumptions 

   The following will be considered assumptions in this descriptive correlational  

study: 

         1. In the healthcare setting, organizational factors affect the pain management  

     practices. 

 2. Inadequate nursing knowledge related to opioid analgesics contributes to  

     patients’ inadequate pain management. 

Summary 

   Inadequate postoperative pain management continues to be a huge problem for 

acute care hospitals nationwide. Despite all the research over the past 30 years examining 

factors associated with pain and pain management, little progress has been made in 

decreasing patients’ complaints of pain postoperatively. The purpose of this research 



8 

 

study is to examine nurses’ knowledge on pain management practice and organizational 

pain management policy. This topic has not been examined extensively. The Model of 

Healthcare as an Open System will guide this study. The variables for this study are 

contained within two elements of the model, technology and structure. This study will be 

a partial replication of Alley’s (   1  study. It is hoped that information obtained from 

this research study will contribute to better pain management for patients in acute care 

hospitals.



 

 

Chapter II 

 

Literature Review 

Introduction 

 Patients continue to experience moderate to severe pain during their 

hospitalizations despite research studies examining nursing and physicians’ knowledge, 

attitudes, experiences with patients in pain(Bird & Wallis, 2002; Puls-McColl, Holden, & 

Buschmann, 2001; Wilson & McSherry, 2006; Dihle, Bjolseth, & Helseth, 2005; Alley, 

2001; Howell et al., 2001). In spite of the contributions of prior researchers, much more 

remains to be done to study pain management from an organizational perspective 

(Alley, 2001). Few studies have examined the organizational aspects of pain management 

with respect to nursing knowledge. This study is a partial replication of Alley’s (   1  

study using a descriptive correlational design. The purpose of this study is to examine 

nurses’ knowledge on pain management practices and organizational pain management 

policy. This study focus may help to identify better organizational pain management 

strategies and facilitate better overall pain management for patients. 

  The literature review examines selected studies associated with nursing 

knowledge and attitudes, pain management, and organizational influences and barriers to 

pain management.  Previous research studies have been examined for guidance in 
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conducting the research project. Qualitative and quantitative studies have been reviewed 

for knowledge and direction. 

This literature review has been divided into five sections: 

1. Theoretical framework: Model of an Organization as an Open System. 

2. Nursing knowledge, education, and clinical experience on pain management. 

3. Nursing attitudes and communications and its effect on pain management. 

4. The effects of quality improvement programs and organizational changes on pain 

management.  

5. Barriers and influences on pain management 

Theoretical Framework 

 The Model of an Organization as an Open System is the framework for this study. 

The model has eight major elements that are interrelated and impact the final system’s 

outcome. This model tends to be used more extensively in corporate organizations but its 

usefulness within the healthcare organization cannot be dismissed. Alley noted that the 

open system changes as relationships among the system’s elements shift. This changing 

and evolving model works well as the healthcare organization is frequently changing.  

 Elements of the theoretical framework include: the environment, purposes, 

culture, behavior, processes, inputs, and outputs, technology and structure. This study 

will focus on variables in the structure or technology elements of the model. Following 

the lead from Alley’s (   1  study, this study will examine the health care organization’s 

pain management policy as it relates to nursing knowledge on pain and pain management 

within the confines of a hospital unit.   
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 Alley (2001) noted numerous researchers that have explored the influence of an 

organizational pain management policy. However, the influence of an organizational pain 

management policy on nursing pain management practices and technologies has not been 

examined. This study will examine those influences as they relate to the model of an 

organization as an open system. 

Effect of Nursing Knowledge, Education, and Clinical Experience on Pain Management 

 Several variables have been examined for this literature review. The first variable 

examined for this study is the influence of nursing knowledge on pain management. In a 

descriptive correlational study done by Bird and Wallis (2002), the relationships between 

nurses’ assessment skills, knowledge base, and pain management were explored with an 

obstetrical patient population receiving epidural anesthesia. The study was a convenience 

sample of 158 nurses working in 7 surgical and obstetrical units where epidurals were 

commonly performed. Nurses with all levels of experience from novice to senior 

permanent staff were included in the study. There was not any inclusion or exclusion 

criteria noted. Tools utilized for the research were developed by the researchers 

specifically for the study.  Use of the Clinical Skill Assessment Tool (CSAT) and a 16 

item survey were not discussed for reliability or validity. The CSAT was trialed with 5 

nurses prior to the start of the study.  

 Study results showed that nurses with clinical experience who had completed the 

self-directed learning pain management package, and worked in surgical areas scored 

higher than other nurses. There were no differences in scores for the observation exercise 

for the different groups of nurses. There was a significant positive correlation between 

the survey score results and the observation score results (r = 0.329; p = 0.004). Study 
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implications show that a sound nursing knowledge base and accurate assessment skills 

are necessary for safe and efficient patient care. These study findings support the need for 

the education of advanced practice nurses in pain management surrounding epidural 

infusion.        

 Puls-McColl, Holden, and Buschmann (   1  examined the registered nurses’ 

(RN) knowledge of pain assessment and intervention. This exploratory pilot study using a 

non-experimental descriptive design was done using a convenience sample of all 

available RNs (N = 25) on an orthopedic surgery floor who were willing to complete the 

survey. Inclusion and exclusion criteria were not noted but included any nurse who 

happened to be working on the day the researchers appeared.  

 Puls-McColl et al. (2001) used a demographic data sheet to compile information 

on the participating nurses’ educational background and length of practice. The second 

part of the study involved use of the Knowledge of Pain and Interventions Questionnaire. 

The researchers had 7 experts in pain management evaluate the questionnaire with some 

revisions occurring prior to study implementation. Reliability and validity of the tool was 

not established. Answers were based on the Kuder Richardson 20 score. The distributions 

of the nurses’ answers were bimodal which questions the validity of the tool for this 

study.     

 Study results showed the associate degree nurses and the diploma prepared nurses 

had the same mean score (28.7 ± 2.7, mean ± SD) when compared by educational level. 

The bachelor’s prepared nurses’ scores were higher (3 .5 ±  .4, mean ± SD . The 

difference did not reach statistical significance. For this study, educational level did not 

make a difference in pain knowledge scores. The experience levels of the nurses did not 
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reach statistical significance (experience [F = 0.73, p = NS], nursing orthopedic 

experience [F = 2.4, p = NS]). P value was only stated as “not significant” without any 

numerical value given. Based on this study by Puls-McColl et al. (2001) nursing 

education and years of clinical experience did not affect nurses’ pain management 

knowledge base. 

 Implications from the Puls-McColl et al. (2001) study support previous research 

studies identifying deficits in nurses’ knowledge base surrounding pain management 

based on 1993guidelines. Pain management education is deficient regardless of nursing 

education level or years experience. Nursing leaders should recognize that ongoing pain 

management education is necessary for improving the quality of patient care. 

 Wilson and McSherry (2006) conducted a study to determine if nurses' ongoing 

education (post registration education  and clinical experience influence the patient’s 

perception of pain. An opportunity sample of 100 nurses was chosen to participate in the 

qualitative descriptive study. 72 nurses were selected to participate. The instrument used 

for the study included a self-administered questionnaire consisting of 6 vignettes 

describing hypothetical pain situations with adults and children in a hospital setting. The 

vignettes were selected to measure and explore the nurses’ inferences of physical pain 

based on their knowledge and beliefs. A pilot study was conducted using the vignettes 

with 6 experienced nurses to validate that the vignettes reflected current nursing practice, 

research, and pain management. Instrument reliability was not discussed. 

 Results of Wilson and McSherry’s (   6  study showed that a significant 

difference was found between the generalist and specialist nurses’ inferences of physical 
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pain. Results of the differences amongst the nurses’ inferences of pain based on the 

hypothetical vignettes were scored using the Mann Whitney U-test (observed U = 176, 

Z = -5.345, p ≤ 0.01; based on all vignettes scored together). Interestingly the specialist 

nurses tended to perceive lower levels of physical pain in the patients’ perceptions of pain 

than the generalist nurses but the order ranking for the pain (least to most severe) was the 

same for both groups of nurses. It is possible that nurses who deal with pain on a regular 

basis may become desensitized to the patient’s perception of pain. Nurse specialists did 

not always appear to transfer their clinical knowledge and experience into actual practice. 

This study implies that nurses’ desensitization of the patients’ pain inhibits better pain 

management. Since a large majority of patients in the hospital settings are experiencing 

pain, organizations will need to be mindful of the impact of nurses’ desensitization of 

pain when assessing their organizational pain management strategy. 

 Few studies have examined the influence of an organizational pain management 

policy on nursing knowledge and pain management practices. The purpose of Alley’s 

(2001) study was to evaluate the influence of an organizational pain management policy 

on the practice of pain management among nurses. There were 91 nurses (53% RN,  

n = 48; 43% LPNs, n = 43; n = 85, female) who were giving direct patient care on five 

general medical inpatient units at a tertiary care medical facility and agreed to participate 

in the descriptive correlational study. Inclusion and exclusion criteria were not 

specifically stated. Two new tools were developed by the researcher for use in the study, 

the Chronic Pain Management Questionnaire, and the Accountability for Pain 

Management Questionnaire. The other tool utilized for this study was the Knowledge 

about Pain and Pain Management Questionnaire. 
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           The chi square results revealed no significant difference in the highest formal 

nursing education levels with the 91 nurses on the five study units. A T-test analysis did 

not reveal any significant difference between the RNs and LPNs with nursing experience, 

employee years at the medical center, and number of years worked on present unit. There 

was a significant positive correlation between nurses’ knowledge of pain management 

policies and nurses’ knowledge regarding pain and pain management (r = 0.245, df= 84, 

p ≤  . 5 . Study results also showed a significant positive correlation between nurses’ 

knowledge of policy and nurses’ perceived accountability for pain management activities 

(r = 0.278, df = 85, p ≤  . 5 . There was not a significant correlation between nurses’ 

knowledge of policy and the mean ratio of opioid medication given to the patient. 

 Alley’s (   1  study supported the idea that knowledge of an organizational 

policy influences nurses’ pain knowledge and nurses’ perceived accountability. 

Implications from this study support the idea that organizational pain management 

policies can impact the pain and pain management of patients. 

 Howell et al. (2000) sought to examine the effects of an education intervention on 

nurses’ knowledge, attitudes, and practice in pain management and assessment. They 

theorized that nurses’ lack of knowledge, personal attitudes on pain, and the lack of 

organizational accountability are the reasons for ongoing pain management problems. 

The researchers used concepts from the normative re-educative theory to guide their 

interventions. In this descriptive correlational study, 101 nurses from 6 medical/surgical 

inpatient units at a university affiliated hospital were recruited for the study.  Inclusion 

criteria included any nurse working in the area either part time or full time. Exclusion 

criteria were not noted. 
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 Various tools were used in the study to assess the nurses’ knowledge base on pain 

and pain management. A 46 item Nurses’ Knowledge and Attitude Scale (NKAS  was 

used to measure the knowledge and attitude variables of the nurses involved in the study. 

Reliability for the NKAS was based on Cronbach’s alpha for internal consistency and 

found to be greater than .70 for knowledge and attitudes. Test/Re-test reliability was 

noted to be greater than 0.80. Content validity of the tool was established by experts in 

pain management but the details were not fully explained. Nursing practice behaviors, 

case situations, chart audits tools were also used to measure nursing knowledge and 

attitudes. A Pain Flow Sheet (PFS) and a Pain Assessment Tool (PAT) were adapted 

from existing tools to monitor patients’ pain. Reliability and validity of these tools was 

not discussed. 

 Results from the Howell et al. (   1  study showed that nurses’ knowledge and 

attitude scores improved immediately after the study intervention but declined 3 months 

after the study intervention. The researchers noted this to be statistically significant but 

did not give the p value. Pain management was noted to be improved through use of the 

case situations; however it is unclear if these results were maintained at the 3 month mark 

after the study. Chart audits showed an improvement in nursing documentation of 

patients’ pain but the significance was not noted.  Multiple barriers to pain management 

were identified that will be discussed in a later portion of this paper. 

 Implications from the Howell et al. (2001) study are broad. Basic and continuing 

pain education, and pain management organizational policies and practices should be 

evaluated and monitored to improve pain management practices and outcomes. 
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 A portion of a cross sectional study by Latimer et al. (2009) examined nursing 

factors which influence evidenced based pain care delivery during tissue damaging 

procedures in neonates. A convenience sample of 93 nurses from 2 neonatal intensive 

care units from large teaching hospitals in central and eastern Canada completed the 

study. Nursing descriptive data as well as a Pain Knowledge and Use instrument (PKU) 

were developed by the researchers for use in the study. Content validity of the tool was 

established at 88%. Reliability testing was acceptable with Cronbach's alpha coefficient 

of .84 for all 25 items and test-retest reliability .68 (p ˂ .01). 

 Results of the Latimer et al. (2009) study showed that 62% (N = 93) of the nurses 

were able to accurately identify evidenced based pain care with neonatal venipuncture. 

45% (N = 93) of the nurses were able to identify evidenced based pain care with neonatal 

heel lance procedures. It is significant to note that only 8% (N = 93) of the participating 

nurses actually provided evidenced based pain care to the study infants for venipuncture, 

and only 4% for heel lance.  The nurses’ knowledge of pain management, access to 

education, and nurses’ educational level had no effect on pain management as noted in 

the study’s regression analysis. The researchers considered nursing knowledge a 

theoretically important variable in the final equation despite the lack of statistical 

evidence.   

 Implications from the Latimer et al. (2009) study are consistent with other 

research studies (Puls-McColl et al., 2001; Howell et al., 2000). Nursing education and 

work experience did not correlate with higher levels of pain care. Nursing knowledge of 

pain care management does not always correlate with pain management care delivered. 

Nurses in this study identified other colleagues as a major source of pain management 
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knowledge. Nursing and organizational leaders should utilize this information to provide 

educational and practice direction in future pain management courses for staff. 

 Hansson et al. (2006) examined nursing knowledge in their study as it pertained to 

a quality improvement initiative. 101 nurses and 17 physicians were involved in the cross 

sectional interventional study. The educational portion of the quality improvement 

initiative was optional for the nursing and physician staff. Of the 101 participating study 

nurses only 31 went through the educational program. Physician participation was also 

low, 4 out of 17 physicians went through the educational program.  The participating 

nurses (n = 31) stated that the pain education provided from the study was adequate  

(p ˂ 0.001). The four physicians stated the pain education program was adequate (p value 

not given). The low physician response rate makes conclusions unreliable for study 

results. 

             After implementation of the quality improvement program nurses knowledge 

base improved with respect to patients having more control over their pain treatment, 

patients’ risk of addiction with medication, prevention of pain, and medication side 

effects. Nurses participating in the study (N = 101) were also more likely to treat a 

patient’s pain prior to mobilization efforts than non participating nurses. These results 

were noted in a comparison analysis between participating and nonparticipating nurses.  

 Implications from the Hansson et al. (2006) study with respect to nursing 

knowledge are general. Improving pain management knowledge and routines is a 

complex process in an acute care facility. Providing an educational program for all staff 

is an enormous task which requires adequate amounts of staff resources, time, and 

nursing and physician acceptance.   
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 De Rond et al. (2001) identified that inadequate pain management is thought to be 

related to lack of nursing and physician knowledge about pain and also from the lack of 

nursing daily pain assessments. The purpose of their study was to examine the effects of a 

nursing pain monitoring program in daily clinical practice and examine nursing and 

physician pain knowledge and attitudes before and after program implementation. 277 

nurses and 115 physicians in 5 general hospitals were involved in the study. 244 nurses 

(88.1%, N = 277) participated in a 3 hour program focusing on knowledge, attitudes, and 

current trends in pain management. Physicians did not participate in the education 

program.  

 The pretest posttest designed study included the use of several study instruments. 

The educational 3 hour program was only attended by the nursing staff. The reliability 

and the validity of the class were not noted. The Dutch Language Version of the Pain 

Assessment Questionnaire (PKQ-DLV  was used to assess the nurses’ pain knowledge. 

De Wit established reliability and validity of the tool. Specific reliability and validity for 

this specific study was not done. Post program implementation was measured using the 

Daily Pain Assessment Questionnaire with a 5 point Likert scale. The reliability and 

validity of the tool was not noted. 

 There were 88.1% (N = 277) of the study nurses who participated in the initial 

education program. After the education program, 201 nurses (N = 236) completed the 

post test questionnaire at the six month mark. The response rate was 85.2%. The 130 

nurses who completed the pre and post test nursing knowledge and attitudes survey were 

older (p ˂ .001), most often registered nurses (p ˂ 0.001), and had more work experience 

(p ˂ 0.001). The physicians were asked to complete the Daily Pain Assessment 
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Questionnaire. 68 physicians (N = 115) returned the questionnaire which noted problems 

with the patients’ pain score, daily pain assessment timing, and the effect of the daily 

pain assessment on staff communication. Most of the responses on the DPAQ were from 

general practitioners (n not noted). 

 After implementation of the program, nurses assessed pain on a daily basis 75-

82% of the time on a daily basis for the first five months. However at the 7 month mark, 

the percentage of nurses assessing pain on a daily basis was noted to be only 59%. The 

medical ward nurses were noted to be more compliant with the daily pain assessment 

than the surgical ward nurses on a daily basis (p ˂ 0.001). Nurses' pain knowledge 

increased after implementation of the pain education program, (pretest 71.1; post test 

77.3; p ˂ .001). Physician knowledge was not able to be assessed since they did not 

participate in the pre education program. Daily pain assessment compliance ranged 

between 36-99% in the five study hospitals. There were few details provided in the study 

regarding the broad range of compliance in the five study hospitals. 79.4% of the 

physicians (N = 68) and 84.6% of the nurses (N = 201) felt the daily pain assessment was 

important. However, only 50% of the physicians and nurses felt the daily pain assessment 

was appropriate. 15.4% of the nurses (N = 201) felt the physicians valued use of the daily 

pain assessment tool. 47.1% of the physicians stated that they checked the daily pain 

assessment score daily. This contrast suggests that communication between physicians 

and nurses may have been less than optimal. 
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Effects of Nursing Attitudes and Communication on Pain Management 

 The De Rond et al. (2001) study illustrates the importance of communication, 

both real and perceived, in the management of patients’ pain with nurses and physicians. 

After the study’s completion 46% of the nurses (N = 201) and 37% of the physicians 

(N = 68) felt the communication was improved. 50% of the physicians felt that the 

communication surrounding the patients’ pain was improved with the nursing staff.  

 The nursing attitude (15.4%; N = 201) that very few physicians valued use of the 

daily pain score assessment versus physicians’ perception (47.1%; N = 68) that the tool 

was very effective may suggest the reason for the decline in daily pain assessment scores 

at the 7 month mark.       

 A portion of the study by Dihle et al. (2005) examined nursing attitudes to pain 

and pain management and whether these attitudes influenced postoperative pain 

management. Study limitations included a very small sample size of nurses (N = 9). Semi 

structured interviews and qualitative in-depth interview guides were used for the study. 

The interviews were transcribed verbatim and videotaped by the researchers for analysis. 

These study instruments were developed based on a theory of pain and postoperative pain 

management, prior research, and clinical experience. Prior to the study, a pilot test was 

conducted using two nurses and the study instruments. Pilot test results and the 

researchers’ claims of instrument validity can be questioned due to the low number of 

nurses involved in the pilot test. 

 During the study each nurse was observed over a period of five shifts, day and 

night, and then interviewed after the final observation. Once the researchers reached a 
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point of saturation between the interviews and the observations, the results were 

compiled.  

            Four themes emerged from the data analysis: preoperative information, 

assessment, treatment, and evaluation of pain management. Nurses state they give 

information about pain management in the preoperative period but the study results show 

that nurses typically use this time to gather patient information or give information per 

patient request. Postoperatively nurses state they assess pain by communicating, 

assessing, and observing patients. On actual study observations, nurses communicated 

very differently from their perceived perceptions on patient assessment and had varying 

levels of attentiveness to the patients’ pain. Nurses stated that they treated postoperative 

pain “by the book” however study observations showed that pain management was often 

insufficient and unsystematic. The same observations were made by the researchers for 

evaluation of postoperative pain.  

 There were several implications from the Dihle et al. (2005) study. Nurses do not 

always do what they say they do in postoperative pain management practice.  Pain 

management programs for nurses need to promote empathy and nursing communication 

to facilitate better pain management practices. Nurses need to take an active approach to 

pain management in order to enhance patients’ pain relief. 

 Wilson and McSherry (2005) noted that education and clinical experience affect 

nurses’ knowledge, attitudes, and beliefs about pain management but close contact with a 

patient in pain may ultimately desensitize the nurse to the patients’ experience of pain. 

This desensitization decreases the optimal pain management of the patient. This 
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desensitization of pain needs to be acknowledged and addressed because pain relief is a 

basic human right. 

 Gimbler-Berglund et al. (2008) did a study which identified factors that influence 

nurses’ pain management in children. The researchers identified pain as a basic human 

right and despite research on pain management children and adults continue to experience 

pain. 

 All nurses (N not given) working in a midsized hospital pediatric ward in Sweden 

were asked to participate in the qualitative design study. Exclusion criteria were less than 

one year working experience on the pediatric ward. 20 nurses agreed to participate in the 

study. Open ended interview questions and answers were taped by the researchers and 

transcribed verbatim. The questions focused on several areas that influence pain 

management including: cooperation with physicians, parents, and the child; child’s 

behavior, diagnosis, and age; organizational factors, and nursing factors such as 

knowledge, attitudes, and experience.   

 Results of the qualitative study identified four categories that influence pain 

management in children. Nurses identified that cooperation with the physicians and the 

patients’ parents as necessary for good pain management. Nurses also identified the 

nurse/patient relationship and the ability to observe the child’s behavior influenced the 

patients’ pain management. Nurses felt that their own past pain experiences influenced 

their pain management practices. Nurses in the study felt children had the right to 

adequate pain relief and this belief helped to facilitate better pain care. 

 Implications from the Gimbler-Berglund et al. (2008) study show there are 

multiple influences that affect pain management in the hospital setting. Patients benefit 
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when adequate structures are present to assist nurses in managing patients’ pain. Nursing 

attitudes towards the patient, the family, and the child’s diagnosis can influence pain 

management. 

 De Rond et al. (2001) in their study with 277 nurses and 115 physicians, 

measured pain and pain management attitudes with a Pain Attitude Inventory (PAI) tool 

which was developed by De Rond.   This 5 point Likert scale questionnaire was based on 

7 items and was slightly altered by the researchers for this study. Reliability and validity 

of the tool was not discussed. The attitudes measured pre and post study included: 

patients receive more/less/adequate/unknown for pain management. The attitudes of the 

nursing staff improved after the study and were noted to be statistically significant at  

p ˂ .01. Other attitudes showing improvement after the study implementation included: 

nurses’ opinion of quality pain management (p ˂ .05); nurses pay attention to the 

patients’ complaints of pain (p ˂ . 1 ; and nurses have adequate skills and knowledge to 

relieve the patients pain (p ˂ .05).           

 There are some study limitations which should be noted with the De Rond study. 

There was not a control group of nurses or physicians included in the study. The PAI tool 

has not been used extensively and the reliability and validity of the tool has not been 

established. Nurses who completed the PAI pre and post study implementation were 

different demographically than those who only completed a pre test or post test. These 

nurses were noted to be older with more work experience and were registered nurses.  
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Effects of Quality Improvement Programs and Organizational Change on Pain 

Management 

 Numerous research studies have been done evaluating all facets of pain and pain 

management in an attempt to improve patients’ pain while hospitalized. Nursing and 

physician factors such as knowledge, clinical experience, and attitudes have been studied 

extensively without any real impact on decreasing patients’ pain. Few studies have 

addressed organizational factors that may impact pain management. There are few studies 

that have specifically addressed the impact of organizational factors or quality 

improvement programs on pain management.  

 Alley (2001) sought to examine these organizational influences affecting pain 

management. The purpose of her study was to examine nursing pain management 

practices and the influence of a formal pain management hospital policy. There was a 

significant positive correlation between nurses’ knowledge of pain management policies 

and nurses’ knowledge regarding pain and pain management (r = 0.245, df= 84, 

 p ≤  . 5 . There was also a significant positive correlation between nurses’ knowledge of 

policy and nurses’ perceived accountability for pain management practices (r = 0.278, 

df= 85, p ≤  . 5 . There was not a significant relationship between the nurses’ knowledge 

of policy and the mean opioid ratio given to the patient. Alley’s study supported the idea 

that knowledge of an organizational policy influences nurses’ pain knowledge and 

nurses’ perceived accountability but the relationship was not as strong as expected.  

 Latimer et al. (2009) sought to examine the effects of organizational, nurse, and 

neonate factors on the delivery of evidenced-based pain care and collaboration by nurses. 

The premise of their cross sectional design study was that adhering to national policies 
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and accreditation guidelines for pain management is the responsibility of the organization 

caring for the patient as well as individuals caring for the patient within the organization.  

 A convenience sample of 93 registered nurses from 2 neonatal intensive care units 

(NICU) and from large teaching hospitals in Canada performing 170 tissue-damaging 

procedures were selected for the study. Inclusion criteria for the study included nurses 

that could read and understand English, worked at least half time on the study units for at 

least 6 months, and be caring for an eligible study infant. Infants eligible for the study 

were ≥ than  8 weeks gestation and experiencing a tissue damaging procedure during the 

data collection period by a nurse or assisted by a nurse. Any infant less than 28 weeks 

was not a candidate for the study. 

 Results for the Latimer et al.(2009) study found that the nurses perception of 

collaboration for organizational factors at the two study sites were significantly different 

as noted by independent sample t-test analysis (Site 1: M = 4.15, SD = 1.69; Site 2: M = 

4.71, SD = 1.34, p = .05). Infant and organizational factors were more likely to predict 

evidenced-based pain care in the individual model and comprehensive model than nurse 

factors alone. 

 Organizational implications from the Latimer et al. (2009) study were numerous. 

Nursing knowledge of pain care management does not always correlate with pain 

management care delivered. Better infant pain care is delivered when nurse-physician 

collaboration is present. Latimer et al. (2009) found this consistent with previous studies. 

Nurses also identified other colleagues as a major source of pain management 

knowledge. This finding provides education and practice training direction for future pain 

management development courses.  
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 In the study done by Hansson et al. (2006) the results were more useful for 

nursing knowledge than organizational factors. The organizational implications from the 

Hansson et al. study were general. Engagement of a quality initiative improvement group, 

implementing changes in organizational policies and procedures, and providing an 

educational program for all involved staff is a challenge that requires an enormous 

amount staff resources, time, and nursing and physician acceptance to effect a change in 

organizational pain management.  

 Ellis et al. (2007) examined the implementation of a comprehensive program to 

improve the practices of pain management in a pediatric hospital. Inadequate pain control 

affects the length of stay, patient outcomes, and contributes to the development of 

chronic pain and the researchers sought to examine factors which could improve pain 

management outcomes.  The 366 out of 528 nurses were working full-time, part-time, 

and per diem in the children’s hospital at the time of the study. Inclusion and exclusion 

criteria were not noted. 

 The 366 nurses who attended the pain workshops all completed the pre-

intervention measures. Physicians were not included in the pre-intervention measures. 

The post intervention questionnaire was available to 344 of the 366 nurses who attended 

the pain workshop but only 120 nurses completed the post intervention questionnaire. 

The researchers were not clear why the response rate was so low at 35%. The low 

response rate decreases the result validity of the post intervention questionnaire.            

           The results of the Ellis et al. (2007) study evaluated four focus areas in nursing: 

demographics, nurses’ perceptions, nurses’ assessment and pain management, and 

nurses’ beliefs and perceptions about children experiencing pain. Nursing and physician 
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focus groups also identified barriers and best pain management practices. The program 

was evaluated with a pre-intervention and two post intervention chart audits. Post 

intervention there was a statistically significant increase in nurses use of pain scales  

(p = .005) and documentation of pain assessment in the nurses’ narrative notes (p ˂ .001). 

Nurses perceived their assessment and pain management practice were improved after 

implementation of the program (p = .004, p = .017; respectively). Nursing documentation 

was not perceived to be improved after program implementation (p = .44). 

 Organizational implications from the Ellis et al. (2007) study are important for 

future program implementations. In complex organizations, change is difficult to 

accomplish. This aspect needs to be considered when implementing an organizational 

change of this scale. When implementing a pain management program, the sustainability 

of the program needs to be considered to achieve success. Adequate monetary and staff 

resources need to be appropriated for program success. Although pain management is a 

complex phenomenon, procedural pain management may be improved using a hospital 

wide and systematic approach. The organization’s pain management programs need to be 

evaluated and improved to deliver effective pain management. Improvements that are 

attainable include: utilizing a hospital wide interdisciplinary pain service which would 

help consolidate and standardize pain management practice; use of advanced practice 

nurses with a pain management focus; and unit based pain management champion nurses 

who mentor the other unit based nurses. 

 Paice et al. (2006) sought to examine a quality improvement project 

implementation and examine the outcomes at 18 months. The framework for the study  
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was based on a quality improvement programs utilizing the pain resource nurse (PRN) 

programs. Nurses (N = 96) at Northwestern Memorial Hospital (NMH) in Chicago 

attended the first PRN program. The inclusion and exclusion criteria were not noted. 46 

of the original 96 nurses also completed the advanced PRN course. The nurses’ licensures 

were not noted. 

 The program consisted of a two consecutive day curriculum with each day lasting 

8 hours. Nurses received 16 continuing education units for course completion. Monthly 

hour long sessions were held once a month for all participating nurses. Monthly 

attendance was not noted in the study. Twice monthly newsletters were sent to all the 

PRN participants on pain and local pain management conferences. These newsletters 

were to be given to the unit based nurses by the PRNs. A listserv was established by the 

hospital so all the PRNs could network and discuss pain related problems with others 

participating in the program. All the nurses working in the hospital had access to the 

listserv. The nurses in the PRN program had meetings with their manager and the director 

of the PRN program to establish goals for the coming year. A standardized audit tool was 

developed to help guide the goal setting. The reliability and validity of the tool was not 

noted. The PRNs were offered an optional clinical experience at a palliative care unit 

where the nurses were invited to attend rounds. Any nurse who completed a year as a 

PRN was offered an advanced pain management course (n = 46). The PRN program also 

consisted of a competency program developed by University of Wisconsin Hospitals and 

Clinics. The competencies focused on the PRN as a staff role model, active participant in 

staff development, and a participant in quality pain management initiatives. The validity 
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of the clinical competencies is determined by the PRN clinical manager annually. 

Reliability was not noted.       

  One year after the initiation of the PRN program nurses involved in the study had 

given an average 3 in-services to the unit based staff, developed five pain posters, and 

conducted patient chart audits (n = 64, average for all nurses) and completed patient pain 

interviews (n = 100, average for all nurses). The PRN participants spent an average of six 

hours a month on pain related activity, with the median time being two hours. The pain 

related activities were not defined by the researchers. Many of the PRN participants 

became involved in creative quality initiative activities which were defined in the 

research literature.  At the end of the two day curriculum there was a statistically 

significant differences between the pretest scores (59.2% ± 12.6) and the mean post-test 

score (92.6% ± 5.3, p = .001). Knowledge retention was measured at the eighth month 

mark after the consecutive two day class (83% ± 8.5). The knowledge retention score is 

statistically significant when examined against the pre-test scores (p = .001). Although 

not intended to be a part of the study results, the researchers noted that nurses 

participating in the PRN course had an overall lower turnover rate (4.3%) than other 

nurses not participating (12.4%).  

 Patient results from the initiation of the PRN project are important to note. Patient 

satisfaction was measured pre and post program implementation by the standard patient 

satisfaction surveys mailed to the patient after discharge. Six months prior to the PRN 

course the patient satisfaction the patient satisfaction scores averaged 85 on a 0-100 

numeric scale. Six months after the program implementation patient satisfaction scores 

averaged 86.2 on a 0-100 numeric scale (p = 0.03). For three additional years after the 
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PRN program started the patient satisfaction scores remained at 86.1 on a 0 - 100 numeric 

scale (p ˂ .0004). 

 One of the goals of the PRN program was to decrease the patients’ pain 

prevalence. Six months before the PRN program was implemented an observational study 

of hospitalized patients (N = 84) was conducted. This observational study was done to 

examine the prevalence of pain and patients’ recall of nursing or physician pain related 

conversations. This observational study was also done one year after the PRN program 

was implemented (N = 220). 93% (N = 220) of the patients stated they had spoken with a 

physician or nurse about their pain after program implementation versus 89% (N = 84) 

prior to program implementation. There is a considerable difference in the n 

observational group, pre and post implementation. Patients’ rating of pain also dropped 

after the PRN program started. Post program implementation 69% (N = 220) of patients 

surveyed stated they had experienced pain in the past 24 hours versus 75% (N = 84) in 

the pre program group (p value not noted). 

 The documentation of a pain score is important for pain management but also is 

important for regulatory compliance. Post program implementation pain chart audits 

showed near 100% compliance with the documentation of pain on admission, pain 

intensity every 12 hours, and reassessing pain after pain management interventions.  

 Implications from the Paice et al. (2006) study are important for future studies and 

for organizational consideration. The PRN programs enhance nurses’ pain education, 

address negative attitudes surrounding patients’ pain, and provide tools for nursing staff 

education. The PRN program also empowers the nursing staff to initiate quality 

improvement strategies to improve patients’ pain at the unit level. Nursing satisfaction 
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and decreased staff turnover are realized when nurses participate in a PRN program. The 

PRN participants’ knowledge and attitudes surrounding pain were improved following 

the implementation of the PRN program. Improved patient satisfaction scores and 

decreased prevalence of pain can be accomplished with a successful PRN program. 

Organizational changes, such as an implementation of a PRN program, can be an 

effective strategy to improve patients’ state of pain control. In order to effect an 

organizational change there are many barriers and influences that must be examined to 

facilitate better pain management and organizational success. 

 The purpose of a study by Buhr and White (2006) was to improve chronic pain 

management and assessment in a nursing home patient population through a method of 

continuous quality improvement. Using the Plan-Do-Study-Act paradigm, the researchers 

conducted a study over 17 months to examine the impact of a care facility’s role in pain 

management. A convenience sample of nursing home staff completed a pretest and post-

test before and after the educational component of the program. A 16 question multiple-

choice test was used to assess the staffs’ knowledge of pain. The reliability and validity 

of the tool was not noted.  

 For the patient component of the study, ten cognitively impaired and ten 

cognitively intact nursing home residents, who were receiving analgesics other than 

acetaminophen as needed, on had their charts audited before and after the educational 

component of the quality improvement project on the four study nursing units. Exclusion 

criteria included anyone who did not have any documented pain. In addition 15 - 20 

cognitively intact patients with documented pain were interviewed to assess satisfaction 

of pain assessment and management. The inclusion and exclusion criteria were not noted. 
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Also 15 - 20 family members or friends of patients with documented pain were 

interviewed if they visited the patient at least once a week. It should be noted that the 

family and friend interviews were not necessarily matched to the 15 - 20 cognitively 

intact patients who were interviewed. The actual number of paired versus unpaired were 

not noted.   

 After the educational intervention the pain knowledge test scores improved  

(means: RN 16/16, LPN 12.9/16, and CNA 12/16). The largest improvement was noted 

in the CNA group. The RN sample size (N = 1) was too small to draw any conclusions. 

There were several pain topics which showed an improvement in staff knowledge base. 

Pain topics which showed the greatest amount of improvement included: distraction as a 

valid pain intervention, distinguishing the difference between acute and chronic pain, 

appropriate use of non-steroidal anti-inflammatory drugs (NSAIDs), and assessing pain 

with the appropriate frequency. Areas which still needed improvement included: 

nonpharmacologic pain therapies and their benefit, patients’ pain is not always obvious to 

staff, and understanding the meanings of tolerance, addiction, and dependency. 

 The mean patient satisfaction scores were almost identical before and after the 

pain education quality improvement initiative as noted through the interviews. 53% of the 

study patients reported receiving nonanalgesic support for their pain after the study. Prior 

to the study, only 5% (N not stated) of the patients reported receiving nonanalgesic 

support for their pain.  

 Implications from the Buhr and White (2006) study show that improvements in 

pain management can be made through a quality improvement process and a dedicated 

staff. In order to improve pain management, organizations need to take a multifaceted 
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approach. Education, job aides, and ongoing continuing education need to be 

incorporated into any quality improvement initiative to facilitate continuing pain 

management improvements. Organizational policies and procedures need to be evaluated 

and revised based on information obtained from the quality improvement initiative. 

Physicians, families, and friends should be included in the initiative to enhance success of 

the program. 

Barriers and Influences Affecting Pain Management 

          Multiple barriers to pain management exist within the healthcare system. Nursing 

and physician barriers as well as operational and organizational barriers influence the 

pain care delivered every day in the hospital setting. Some researchers have identified 

barriers in their studies which need to be recognized on the organizational level if better 

pain management is to be realized for patients. 

 Puls-McColl et al. (2001) identified nursing barriers to pain management in their 

2001 study of nursing knowledge of pain assessment and intervention. The conceptual 

framework used in the study relates to a field of system response which can be affected 

by external sources. The field of system response refers to the environment and 

healthcare systems’ reaction to the patient in pain. Utilizing this framework, nursing 

barriers were identified from one of the study questionnaires. These major barriers were: 

responsibility for other acutely ill patients, inadequately assessed patients, lack of nursing 

time to assess and manage pain, and patient reluctance to report pain. In order to improve 

pain management, nursing and organizational leaders will need to address these issues in 

any kind of pain management improvement project. 
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 Brown and McCormack (2006) examined pain management practices and sought 

to identify factors that enhance or inhibit effective pain management with older people 

following colorectal surgery in an acute care hospital. This ethnographic study included 

39 nurses and 6 acute pain specialists. Inclusion criteria only noted nurses working in the 

colorectal unit. There was not any exclusion criteria noted. Total sample of participating 

patients was small (N = 48). 

 Results from the Brown and McCormack (2006) study showed nursing 

interruptions of patient care to be a major barrier to giving adequate pain management. 

47% (N = 45) of the staff did not feel there was sufficient staff to provide quality care. 

Another barrier identified was nurses’ lack of knowledge regarding the importance of 

spending enough time with the patient to adequately assess pain. Older patients also 

seemed unaware that nurses could impact their pain management and also wished to be 

active participants in their care.  

 Implications from the Brown and McCormack (2006) study are important for 

organizational consideration. Healthcare workers must examine their own values and 

beliefs surrounding pain management and examine how these things could affect the 

patients’ pain. The existing pain management practices disempower older people causing 

them to be reluctant to report pain or discuss their pain management plan with the nurse. 

Successful interventions to impact pain management must include multiple strategies 

such as pain assessment practices, staff knowledge, insight and strategies to cope with 

patients’ uncontrolled pain, and organization of care within the hospital unit. 

           The purpose of the study by Dihle et al. (2005) was to increase understanding of 

how nurses contribute to postoperative pain management in the clinical setting and to 
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identify barriers to achieving optimal pain relief in the postoperative period. Nursing 

sample size was small (N = 9). 

 Results from the Dihle et al. (2005) study showed that what nurses say they do 

and what they actually do in pain management practice are different. This gap was 

identified as a barrier to achieving better pain control. The researchers noted this gap was 

decreased when nurses take an active approach towards postoperative pain relief. 

 Pain management barriers were identified in a study by Howell et al. (2000) 

which examined the effects of an education intervention on nurses’ knowledge, attitudes, 

and practice in pain management and assessment. The descriptive correlational design 

study involved 53 nurses from six medical and surgical inpatient units at a 

university affiliated hospital where patients were receiving oncology care.  The barriers 

identified included: patient reluctance to report pain; inadequate nursing assessment of 

pain and pain relief, inadequate staff knowledge of pain management, patients’ reluctance 

to take opioid medications; and nursing reluctance to administer opioid medications. 

Although these barriers were initially identified, they were not noted to be statistically 

significant 3 months after the intervention. 

 Implications from the Howell et al. (2000) study should be noted. When 

examining the practice behaviors of health care professionals, the effects of 

organizational support should be evaluated to determine if pain assessment and 

management are affected. Future studies should examine organizational influences that 

may affect pain management strategies. Another important aspect is to examine basic and 

continuing pain management education and the organizational policies and practices 

surrounding pain management to improve pain practice.   
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 Ellis et al. (2007) used focus groups to identify barriers and influences in their 

study examining the implementation of a comprehensive pain management program at a 

pediatric hospital.  The focus groups (n not noted) met over a period of 4 months and 

included PRN staff, nurses, and physicians; each session lasted 60-120 minutes. 

Participation in the groups was voluntary and the meetings took place post program 

implementation. Inter-rater reliability was established by researchers coding each 

transcript and the differences were discussed and negotiated.  

  Barriers and best pain management practices were identified by the focus groups. 

Barriers indentified included: lack of communication between the nursing and physician 

staff, timeliness of notifying physician about patient’s pain, staff variability in practice 

surrounding pain management, and lack of clear delineation of pain assessment and 

treatment guidelines. Barriers surrounding pain management that had physician 

influences included PRN pain medication orders which create variation in pain 

management practices among nursing staff and affects the patients’ overall comfort level. 

Nurses and physicians also identified that pediatric pain management is perceived to be 

more difficult than adult pain management. Nurses identified that patient acuity and 

nurse-to-patient ratios directly impacted their pain management practices.  

Nurses and physicians identified that patient comfort and pain management were 

important and could be achieved.            

 Best practices to better pain management were noted by the focus groups in the 

Ellis et al. (2007) study. Clear, concise, and timely communication between nurses and 

physicians was seen as a necessary practice for improved pain management. This 

communication was also important in determining the effectiveness of the patients’ 
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treatment plan. Documentation of a pain score as well as utilizing a pain resource nurse 

on the unit was perceived to be beneficial to a better pain management practice. At the 

hospital in-patient unit level, nurses identified having a unit base pain champion nurse 

and more staff support as necessary to improve pain practice. 

 Implications from the Ellis et al. (2007) study are important for future studies and 

implementing pain management programs. In complex organizations, change is difficult 

to accomplish. This aspect needs to be considered when implementing an organizational 

change of this scale. When implementing a pain management program, the sustainability 

of the program needs to be considered to achieve success. Procedural pain management 

may be improved by a hospital-wide and systematic approach. Existing pain management 

programs need to be evaluated and improved to enhance pain management practice. From 

an organizational and leadership focus the study had one implication which is becoming 

more common for large organizations. A hospital-wide interdisciplinary team helps to 

consolidate and standardize pain management practices. The use of advanced practice 

nurses and local unit based pain champion nurses aid the nursing staff in achieving better 

patient pain management. 

 Gimbler-Berglund et al. (2008) identified barriers and influences to pain 

management practice in their qualitative design study. The researchers sought to identify 

factors that influence nurses’ pain management practice in pediatric patients. Nurses 

identified that good cooperation with the physicians was vital to adequate pain 

management with the pediatric population. Nurses also felt that the parents’ presence and 

cooperation was a contributing factor to achieving pain control in their patient 

population. Nurses felt that their relationship with the child helped to  
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facilitate pain management. Nurses stated that observing the child’s behavior allowed 

them to assess the level of pain. However younger children who could not verbalize their 

pain were often not medicated as frequently for painful procedures by the nursing staff. 

Nurses stated that a child’s diagnosis made it easier for them to give adequate pain relief 

as some conditions have a higher level of associated pain. 

 Nurses in the Gimbler-Berglund et al. (2008) study also identified organizational 

factors influencing pain management. Nurses noted that having pain medications 

prescribed and having a pain management routine helped with relieving the children’s 

pain. Adequate pain resources were also important at the organizational level to help the 

staff achieve better patient pain control. 

 Barriers identified by the nursing staff in the  Gimbler-Berglund et al. (2008) 

study includes lack of adequate time to fully assess the patient’s pain and nurses’ lack of 

knowledge with pain management when the child’s pain lacked an obvious cause. 

Nurses’ personal pain experiences were viewed as positive factor in the child’s pain 

management. Nurses felt that pain assessment was an obstacle to care when it was 

viewed as unnecessary. However nurses felt that children had a right to adequate pain 

management and this belief helped to facilitate better pain care. 

 Implications from the Gimbler-Berglund et al. (2008) study show that multiple 

influences affect adequate pain management in the hospital setting. Patients benefit when 

adequate structures are present to assist nurses in managing pain. Organizations can 

recognize these barriers and influences that affect patients’ pain management and put 

structures into place to assist the staff to better manage pain.  
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 Mann and Redwood (2000) identified several barriers to patients’ pain 

management.  Barriers to pain management that were identified included: lack of nursing 

knowledge and education, attitudes and misconceptions about pain relief, and time delays 

in pain medication administration. 

 Mann and Redwood (2000) identified these barriers as invisible organizational 

barriers which influence pain management. The researchers noted that these barriers must 

be identified and addressed to improve pain management. 

 A leading expert in pain management, Pasero, McCaffery, and Gordon (1999) 

discussed in an article how nurse managers can help promote effective pain management. 

Pasero et al. extensive pain management background and education have helped to 

facilitate the interdisciplinary pain management program approach. Those beliefs about 

pain management are also fostered by the American Pain Society Quality improvement 

Guidelines. Pasero et al. philosophy is that nurse managers can play a crucial role in the 

development of a hospital-wide interdisciplinary pain management team. Organizational 

considerations must include empowerment of the pain care committee to make decisions. 

Summary 

 Pain management is a complex and multi-faceted problem for the patient, 

caregiver, and the institution. Newer pain management guidelines by the Joint 

Commission Accreditation of Hospitals and patient rights to pain relief are an ever 

challenging problem. Clearly multiple factors need to be considered in a pain 

management improvement process.  

 Nurses’ knowledge on pain management is improved by pain education classes 

but sustaining improved changes in pain management practice is a challenge for the 
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organization. Certainly the environmental barriers and influences faced by the medical 

staff face impact the pain care delivered to the patient. Organizational changes and 

quality improvement programs offer benefit for improved patient pain management. 

Using Advanced Practice Nurses (APNs) with extensive knowledge and clinical 

experience in pain management is beneficial to better pain management but getting this 

plan to operational level is complex. The literature search did not support sustained better 

pain management care based on the knowledge base of the licensed practical nurses, 

associate degree RNs, and baccalaureate degree RNs. The concepts that emerged through 

this literature review showed sustaining practice changes and organizational influences 

impact pain management in the hospital setting. Organizations should address these 

issues to sustain an improved pain management policy. 



 

 

Chapter III 
 

Methods and Procedures 

 

Introduction 

 Inadequate pain management is a major problem for acute and chronic care 

hospitals. The literature summary examined multiple factors surrounding pain assessment 

and management. Few studies have examined the influence of an organizational pain 

management policy on pain management practice.  Alley (2001) questioned whether 

organizational policies have an effect on pain management and whether those 

organizational factors influence pain management practice in a healthcare setting. This 

study is a partial replication of Alley’s (   1  study. The purpose of this study is to 

examine nurses’ knowledge on pain management practice when a formal organizational 

pain management is implemented. The framework guiding this study is based on the 

Model of Healthcare Organization as an Open System. This chapter will discuss the 

sample, population, measurements, procedures, methodology, and study design which 

was used to guide this study. 

Research Questions 

1. What is the relationship among nurses’ knowledge on pain and pain management  

          and the nurses’ knowledge of the organizational pain management policy? 

2. What is the relationship between nurses’ perceived accountability for patients’ pain 
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          management and the nurses’ knowledge of the organizational pain       

          management policy? 

3. What is the relationship between nurses’ administration of actual opioid analgesics     

        to patients for postoperative pain and the nurses’ knowledge of the organizational  

          pain management policy?  

Setting, Population, and Sample 

   The setting for this descriptive correlational study will be two obstetrical in-

patient units in two tertiary-care hospitals in a large metropolitan area in the Midwest. 

The two obstetrical hospital units are under the same organization and structure.      

            The population will include all nurses (N = 160) working in two urban acute care 

hospitals on the two obstetrical units. The sample will include any nurse willing to 

participate in the study during the study period and working on one of the two study 

units. The anticipated sample size is 90 nurses. Only Registered nurses (RNs) are 

included because they administer and help manage the patients’ post operative pain 

management. Opioid analgesics are typically ordered as needed (prn) and the nurses 

typically determine independently the dosing amount and frequency for the patient. RNs 

will be noted by their degree status, either associate’s degree or bachelor’s degree. The 

sample will also include the nursing clinical managers on the two study units and the two 

clinical nurse specialists working in the obstetrical areas. Inclusion criteria will include 

any nurse working full-time or part-time on the obstetrical postpartum unit or any nurse 

working in the obstetrical float pool. Exclusion criteria will include any nurse not 
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working in the obstetrical area on a part-time or full-time basis, and any nurse in the 

medical-surgical float pool.  

Protection of Human Subjects 

 The study will be submitted to the Clarian-based International Review Board 

(IRB) and the Ball State University International Review Board. After study approval by 

the two IRB committees, the study will commence. All study subjects and participants 

will have the rights and confidentiality afforded to them through an IRB accepted study. 

Study participants will be informed that participation is voluntary and withdrawal from 

the study is acceptable. Study participants will be provided ethical consideration by 

adhering to the ethical principles established for research studies. 

Procedure 

 The procedures for the study will be as similar to the Alley (2001) study as 

possible. After the IRB approval process, the nursing leadership (Obstetrical Nursing 

Director, Obstetrical Unit Manager, & Nursing Vice President) and organizational 

leadership staff (Nursing Research Clinical Director and Obstetrical Medical Director) 

will be notified of IRB approval for the study and the intended study units. After formal 

approval is obtained from nursing and organizational leadership then securing study 

participants will commence.  

 The data collection process will be coordinated by the researchers and the trained 

research assistants. The same trained research assistants will gather the information from 

their assigned prospective units. Nurses will be approached by the researcher or research 

assistants about study participation during their first on-duty shift during the study period. 
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Data will be gathered one-half hour before the end of each 12 hour nursing shift from the 

off-going nurses to decrease the amount of data sharing amongst the participating nursing 

staff.   

 The researcher or trained assistants will obtain informed consent from the nursing 

study participants. Nursing study participants will then complete a demographic 

information sheet and three questionnaires, about 20-25 minutes in length. Based on 

nursing unit staffing patterns on the two study units, a 14 day period would be necessary 

to collect data from the minimum established number of 70 nurses.  

 During the study period, opioid administration data will be collected. The 

researchers will review all patients’ charts on the two obstetrical units who are receiving 

opioid administration postoperatively during the 12 day study period and for five days 

after the nurse data study collection completion. The patient data collected will include: 

age, sex, race, current height and weight, and any chronic pain diagnoses which may 

affect pain management. The information collected on the opioid administration will 

include: the complete medication order for each opioid that could be administered during 

the 14 day study period, time and date each dose of opioid was administered, and a code 

number for the nurse participant who administered the dose. The researcher or trained 

assistants will calculate medication ratios for each specific opioid given to the patients 

based on amount given and maximum amount that could have been given during the 12 

hour shift.  
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Research Design 

 This study will use a descriptive correlational design. The purpose of a descriptive 

correlational design is to examine the relationships that exist in a situation (Burns and 

Groves, 2005). The researcher will not attempt to manipulate or control the situation with 

this study. The study variables are clearly identified and defined by the researcher. Only 

those variables will be examined in the course of this research.   

 Prior to the start of the study, the researcher will conduct a quality-assurance 

monitor on the two study units involving any postoperative patient receiving opioid 

analgesia to document the current status of pain management in this patient population. 

Instruments, Reliability, and Validity 

 The nurse information sheet will collect demographic data from the participating 

nurses. The information that will be obtained from all participating nurses includes: age 

and sex, number of years in practicing nursing, number of years working for the study 

organization, current work assignment and the number of years working in the obstetrical 

area, current nursing role, and formal educational experience. This demographic 

information is consistent with the nursing demographic data collected by Alley (2001).   

 A medical records data collection sheet will collect patient information on those 

who receive opioid analgesics for pain management during the study period. Each patient 

will receive a code to ensure confidentiality and the assigned obstetrical care unit will be 

noted. Other patient information that will be noted include: diagnoses, age, any diagnosis 

of chronic pain, and race. Analgesic related information will be included on the medical 

records data-collection sheet. This information will include: each opioid analgesic order 
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written verbatim by the physician in the patients’ record, the maximum amount of each 

opioid analgesic ordered for each patient that could be obtained in the 12 hour study 

period per the physicians’ written orders, the amount and time of each ordered opioid the 

patient received during the 12 hour study period, the nursing identification code for each 

patients’ administered opioid medication, and whether the drug order was timed or 

ordered “as needed” (prn . Timed opioid drug administration, if physician ordered, is 

given on a set timed schedule with a designated dosage without regard to the patient’s 

actual complaint of pain. If the patient is having adverse side effects from the timed set 

dosage then the nurse would need to call the physician for a medication hold order. “As 

needed” or prn administration is given upon the discretion of the nurse or as the patient 

requests the medication for pain relief and is not administered on a fixed schedule. 

Alley’s (   1  medical records data-collection sheet was used to collect information from 

chronic pain patients receiving opioid analgesia during the study period. For the purposes 

of this study, this medical records data-collection sheet will be used to collect information 

from patients’ experiencing post-operative pain in the obstetrical study units. Patients 

with a diagnosis of chronic pain will be excluded in the data analysis for this study.  

 For the purposes of this study, the Chronic Pain Management Questionnaire 

(CPMQ  developed by Alley (   1  will be used to measure the nurses’ awareness of the 

healthcare organization’s policy on the nursing management of pain and nurses’ 

knowledge of the actual content of the pain management policy. The study’s 

organizational policy on pain management is noted on the organization’s adult care 
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policy and procedures intranet page. All nurses employed by the organization receive 

formal training on accessing the organization’s policies. The first part  

of the questionnaire measures awareness of a national healthcare system-approved 

nursing care plan for chronic pain, and the second and third parts measure knowledge of 

the system-approved nursing care plan for chronic pain (Alley, 2001). The first portion of 

the questionnaire asks participants if they believe a national system-approved care plan 

for chronic pain exists and how certain they are of their answer. The answer to this 

portion is recorded by the researcher or trained assistants prior to study participants 

completing the second and third portions of the questionnaire. The second and third 

portions of the questionnaire measures the nurses’ knowledge about the actual items in 

the chronic pain care plan sections related to goals and expected outcomes as well as 

nursing interventions and orders section. Nurses’ knowledge of the two content sections 

will be tested by presenting two lists of possible care plan content items. Nurses will 

indicate which item they believe is included in the care plan content and also how sure 

they are of their answer.     

 The next instrument that will be used in the study is called the Knowledge about 

Pain and Pain Management Questionnaire. The tool measures nursing faculty members’ 

knowledge and beliefs about pain and pain management. The main focus of the 

questionnaire is the accuracy of nurses’ knowledge as it relates to pain and nurses’ beliefs 

about pain control. Misconceptions about opioid analgesics are prevalent among 

healthcare workers and these misconceptions contribute to the under treatment and 

inadequate administration of medications for pain relief. This particular questionnaire has 
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a strong focus on the nursing use of opioids for pain management and will be beneficial 

for this study. 

 This study tool questionnaire will be used with the participating nurses who range 

in experience from novice to expert. This tool is able to discern differences in pain 

practice among the nurses in the novice to expert groups with respect to knowledge, 

beliefs, and combined knowledge and beliefs scores. A panel of nursing pain experts will 

evaluate the questionnaire for content validity by rating each of the 23 items individually. 

A panel of nursing pain experts will be defined as the clinical nurse specialists on the 

pain management committee in the study organization as well as the staff nurses actively 

involved on the pain management committee. In prior studies the items of the 

questionnaire were found to be greater than 90% in agreement on 18 of the 23 items 

related to content and wording. The other five items were noted to be 60-80% in 

agreement and were revised by the nursing pain experts. The questionnaire covers 

knowledge and beliefs on the intended study areas and will be noted on analysis.  

 Construct validity of the tool will be done using a panel of nurses from two 

university-based nursing schools (Ball State University and Indiana University-Purdue 

University-Indianapolis . The panel will consist of staff nurses, masters’-prepared 

obstetrical nurses, and faculty based nurses. The content validity of the tool will be 

evaluated by the panel of nursing pain experts in the study community. Alley (2001) 

noted that the review of the questionnaire by local nursing experts supported its construct 

and content validity. 
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 The final instrument to be used in the study is the Accountability for Pain 

Management Questionnaire (APMQ), an eight item questionnaire developed by Alley 

(2001). This tool will measure perceived accountability for an in-patient’s pain 

management among the nursing participants. Accountability is defined as “your 

responsibility as a nurse for pain management activities with patients” (Alley . The focus 

of the Accountability for Pain Management Questionnaire is nurses’ knowledge about 

good practiced-based pain management activities and poor nursing pain management 

activities based on evidence and current research.  

           The construct validity of the tool will be evaluated by several methods. The 

questionnaire scores will be compared based on the nurses’ novice to expert levels. This 

tool is noted to be able to discern the nurses’ expertise levels as noted by the responses 

and scoring. Alley noted prior to the study that these expertise levels were noted to be 

correlated with the nurses’ current positions (staff nurses, masters-prepared nurses, and 

university based faculty nurses). A review of these scores by this researcher and trained 

assistants will revalidate this tool prior to the start of the study using the novice to expert 

model for questionnaire answers. A panel of local nursing experts, who will be defined as 

the clinical nurse specialists and the staff nurses on the pain committee, will evaluate 

both questionnaires, the CPMQ and APMQ, before the study begins. Any suggestions by 

the panel will be considered and addressed. The panel will be used to assess the 

questionnaires’ completeness and clarity. There will also be a group of nurses, similar to 

the study participants, who will take all three questionnaires prior to the study. The 

voluntary sample for this group of nurses (n=30) will come from post-operative medical 
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and surgical units.  Any changes suggested by the nursing group will be considered and 

addressed.    

Data Analysis 

 Various methods of data analysis will be utilized to obtain accurate results. 

Correlational, t-test, chi-square, analysis of variance analysis, and descriptive statistics 

will be used in summarizing the data results from the nurse participants and the opioid 

analgesic data. The relationships between the nurses’ knowledge of their healthcare 

organization’s pain management policy and (a  nurses’ knowledge about pain and pain 

management, (b  nurses’ perceived accountability for patients’ pain management, and 

(c) the patients’ opioid ratios will be analyzed using the Pearson’s product-moment 

correlation. Correlations between the nurses’ knowledge of organizational policy and the 

variables addressed in each of the two research questions will be determined based on 

independent nurse-patient data pairs. All statistical tests will be established  

with a 95% confidence level (alpha=0.05).  In the research question analysis related to the 

opioid ratio, the only data included will be those individual nurses who had administered 

all doses of a specific opioid analgesic to a particular patient in a given twelve hour shift. 

 After the study data is obtained, the construct validity of the three questionnaires 

will be evaluated further through a multi-trait and multi-method matrix. The internal 

consistency reliability of the three questionnaires will be assessed using Cronbach’s alpha 

after obtaining the study results. 
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Summary 

 This chapter describes the methods, procedures, instruments, and data analysis 

techniques that will be used during the study. The three research variables that will be 

examined in this study are: nurses’ knowledge on pain and pain management, the nurses’ 

perceived accountability for pain management, and the patients’ opioid ratio as they 

relate to nurses’ knowledge of an organizational pain management policy. A descriptive 

correlational design will be used with an anticipated sample of 90 obstetrical nurses 

participating in the study. The data will be collected from the Chronic Pain Management 

Questionnaire, Knowledge about Pain and Pain Management Questionnaire, 

Accountability for Pain Management Questionnaire, the nursing information sheet, and 

the patients’ medical records data collection sheet. The data will be analyzed using 

descriptive statistics, analysis of variance analyses, Pearson’s product-moment 

correlation, t-test, and chi-square. All statistical tests will be established with a 95% 

confidence level (alpha = 0.05). This study will be a partial replication of a study by 

Alley (2001) and attempt to validate previous findings. It is hoped that using this study 

with a slightly different patient population will help to further define nurses’ knowledge 

on pain management practices and organizational pain management policy in acute care 

facilities. 
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Literature Review Summary Table 

Source 
 

Problem Purpose Concept Framework Sample 

Bird &Wallis,

      2002 
There is very 

little research 

evidence to 

indicate 

the efficacy of 

educational 

preparation 

of nurses 

undertaking 

pain  

management 

To describe 

nurses' 

skills & 

knowledge 

related to 

management of 

a pt with 

epidural 

infusion 

and to explore  

relationships 

between these 

variables and 

the 

level of 

education 

and clinical 

experience of 

the 

nurses 

 

Pain 

management 

 

Nursing 

knowledge 

 

Levels of 

education 

 

Nursing 

clinical 

experience 

 

Clinical 

Decision 

making 

 

None 

stated 
Convenience 

Sample of  158 

 RNs working in 

7 surgical &OB 

units where 

epidurals 

were common 

place. 

 

158 nurses 

completed  

part 1 of  

survey 

 

80 (of the 158) 

completed part 2 

-observation. 

 

Sample were all 

volunteers 

who agreed 

to participate. 

 

Inclusion 

criteria not 

stated. 

 

Nurses from all  

levels of 

experience, 

new grads to  

senior 

permanent staff 

 

Exclusion 

 criteria  

not stated. 
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Design Instruments Results Implications 

Descriptive correlational Part 1-16 Question 

Survey- 

Human Dermatomal 

Chart 

 

Part 2-direct 

Observation. 

Clinical Assessment  

Tool (CSAT) 

 

The CSAT & Survey 

were 

Developed specifically 

for the study by the re 

searchers. 

 

Survey validity not 

discussed. 

 

The CSAT was trialed 

with 5 nrs.who worked 

in the surg.orOB areas 

prior to collection of 

formal data. 

 

Specific validity of 

CSAT not discussed. 

The  study indicated that 

the nurses had good 

knowledge base for the 

performance of  sensory 

blockade assessment 

but scored less well in 

motor blockade 

assessment 

and clinical decision  

making. 

 

Nurses who had 

clinical experience had 

completed a self-

directed 

learning package & 

worked in surgical areas 

scored higher on the 

survey 

than other nurses. 

 

There were no 

differences 

in scores for the 

observation exercise for 

the different groups of 

nurses. There was 

a positive correlation 

between the survey 

score  

results & observation 

score  

results. 

(r =  0.329 p = 0.004 

Sound knowledge base 

& accurate 

assessment techniques 

are vital for safe & 

efficacious management 

of a pt. with epidural 

infusion in the clinical 

setting.  

 

Findings  support the 

need for advanced 

nursing education in the 

specialist field of pain 

management with 

epidural 

infusion.  

 

Education of the nurses 

should be evidenced 

based & context specific 

to concentrate on 

each area of practice. 
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Source Problem Purpose Concept Framework Sample 

Puls-McColl, 

Holden, & 

Buschmann 

         -2001 

There is a gap 

in the literature 

that 

identifies a 

need for a 

detailed 

assessment of 

nursing 

knowledge 

related to pain 

management in 

order to 

identify the 

knowledge 

deficits. 

The purpose of 

this study was 

to assess RNs’ 

knowledge of 

pain 

assessment 

& intervention. 

Pain 

management 

 

Nursing 

knowledge of  

pain 

interventions & 

pain 

assessments. 

 

Barriers to 

effective pain 

management 

 

Nurses’ 

knowledge of 

pain 

 

 

 

 

Loeser’s (198   

Model Of Pain. 

 

 The conceptual 

framework 

related to a 

“field of system 

response” 

which can be 

affected by 

external 

sources.  

 

System 

response refers 

to the 

environment 

and healthcare 

systems 

reaction to the 

pt who is 

exhibiting pain 

behaviors. 

Convenience 

sample 

of all  

available RNs 

(25) on an  

ortho/surgical 

floor who were 

willing to 

complete 

 the survey. 

 

Inclusion 

criteria 

not specifically 

stated but 

included 

any nurse who 

happened to be 

working on the  

day the 

researchers 

came to the 

ortho/surgical 

floor 

at the suburban 

community 

hospital. 

 

No exclusion 

criteria was 

listed. 
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Design Instruments Results Implications 

Exploratory pilot  

using a non-

experimental 

descriptive 

design 

Demographic data 

sheet- 

Nurses educational 

background, 

length of practice. 

 

Knowledge of Pain 

Assessment  

& Interventions 

Questionnaire 

evaluated by Tanabe in  

1996 for internal 

consistency,  

inter-item reliability, & 

test-retest reliability.   

 

Answers based on 

Kuder Richardson 20 

score.  

Distribution of answers 

was bimidol- validity of  

questionnaire 

questioned. 

Prior to study validity 

of questionnaire 

evaluated by panel of 7 

experts 

in pain management & 

revised format was 

reviewed by CNS 

 in ortho-surgical area. 
 

 

The associate and diploma 

prepared 

 nurses had the same  mean 

score 

  (28.7 ± 2.7, mean ± SD) when    

  compared  by educational level.  

 

  The bachelor's prepared nurses'  

  scores  were higher (30.5 ± 2.4,  

  mean ± SD). The difference did  

  not reach statistical  

  significance. 

 

  For this study, educational  

back- ground did not appear to 

make a difference in knowledge 

scores. 

 

  The difference between more  

  experience and less experienced 

did   not reach statistical 

significance,  

(experience[F=0.73,p=NS], 

nursing orthopedic  

  experience[F=2.4,p=NS]) 

  NS stands for not significant.  

The P value was not stated.  

 

Based on the results of this  

study neither education nor  

years of experience  in nursing  

appeared to make a difference  

in knowledge. 

 

  Barriers to effective pain  

  management noted from the  

  questionnaire were: nurses  

  responsibility for other acutely  

ill patients, inadequate  

assessment, nurses lack of time  

to adequately assess and control 

pain, and patient reluctance to  

report pain. 

 

 

The results of this study 

supports previous 

research identifying 

nursing knowledge 

deficits in pain 

management based 

on the pain management 

guidelines established in 

1993.  

 

Education, assessment 

and intervention were 

identified in this study as 

potential problem 

areas in pain 

management for nursing 

 staff in patient care. 

 

Nurses know how to 

assess pain 

theoretically but are not 

doing it 

clinically. Adequate 

knowledge of  

pain management 

practices is necessary 

for nursing staff to 

achieve adequate 

pain relief in their patient 

population.  

 

Pain management 

education is deficient 

regardless of nursing 

education level  

or years of experience 

and ongoing 

continuing education in 

pain management is 

necessary for improving 

the quality of patient 

care. 
 

 



60 

 

 

 

Source Problem Purpose Concept Framework Sample 

Brown & 

McCormack,  

2006 

Pain assessment 

and management 

- little research 

has examined the 

care older people 

receive in the 

acute care 

setting.  

Pain in older 

patients can be 

under recognized 

and unrelieved.  

Currently the 

literature does 

not identify how 

nurses actively 

contribute to the 

assessment and  

control of 

postoperative 

pain in older 

people, or why 

they have been 

unsuccessful in 

translating the 

information and 

advances in pain 

management 

available in 

clinical practice.  

Since post 

surgical pain can 

be under 

recognized and 

unrelieved it is 

important to 

identify factors 

that enhance 

or inhibit 

effective pain  

management. 

To examine 

pain 

management 

practices  

and identify 

factors that 

enhance or 

inhibit 

effective 

pain 

management  

with older 

people 

following 

colo-rectal 

surgery inan 

acute care 

hospital. 

To examine 

pain 

management 

practices 

for this older 

patient 

population 
 

 

Pain 

management 

 

Pain 

assessment 

 

Nursing 

knowledge 

 

Postoperative 

Pain 

experience 

 

Factors that 

enhance 

pain 

management 

 

Barriers to 

pain 

management 
 

 

No 

framework 

specifically  

stated. 

44 nursing staff 

& 6 acute pain 

specialists. 78% 

agreed to participate 

(n=39) & be 

observed. 35 (90%) 

of the 

nurses who  

participated 

completed the 

Nursing Work 

Index-Revised 

Questionnaire 

Inclusion criteria 

was not stated other 

than the staff was 

working on the 

colorectal unit. 

Exclusion criteria 

was not  

stated. 46 of 108 

older people 

admitted to the 

colorectal unit for 

surgery over a 7 

month period of time 

were observed 

(42%). 5 of the 46 

(12%) declined to 

participate.  10 

additional older 

people between 

the ages of 69 - 84 

were invited to 

participate in two 

taped semi- 

structured 

interviews.  7  

provided data 

(mortality of 3). 

Inclusion criteria 

included age 65 or>.  

& pt. of the 

colorectal  

unit within the past 7 

mo. 
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Design Instruments Results Implications 

Ethnographic 

Study 

 

Nursing Work Index 

Revised Questionnaire 

(NWI-R) to assess the 

culture and nurse 

decision making. 

Non- participant 

observations in 2 hour 

blocks over a 32 day 

period to examine the 

interaction between 

patients and staff. 

Pre and postoperative 

semi-structured taped 

interviews of  

predetermined 

questions. 

Field notes in free form 

manner taken by the 

researchers to record the 

observed events and 

data on emerging 

themes. 

Measures for internal  

reliability for concepts 

were calculated for the 

total sample using 

Cronbach's alpha. 

Control over practice 

setting and autonomy 

scored 0.7, considered 

internally reliable. 

Cronbach's alpha scores 

show consistency of 

scoring on the 

statements in the 

questionnaire relating to 

each concept. 

As measures of 

reliability and validity 

statements with average 

(Cronbach's alpha) 

scores of 2.5or < were 

considered present 

within the unit. 

Qualitative data from 

interviews, individual 

discussions, and 

fieldwork 

notes were recorded, 

transcribed and analyzed 

using the 10 step  

approach to data 

analysis. 

31 items were identified 

as having an impact 

upon  

person-centered pain 

management practices. 

 

Under the sub-theme of 

pain assessment and 

practice, the findings  

showed that the 

presence of 

sophisticated pain 

management  techniques 

such as epidural 

analgesia  

appeared to improve 

pain assessment 

practices but may have 

contributed to  

increased anxiety.  

 

Non-pharmacologic pain 

management strategies 

did not receive much  

attention by the nursing 

staff. 

Preop:   

86% (6) patients wished 

to be informed of and 

make decisions related 

to their care. 

Postop:  71% (5) 

patients did not  have  a 

choice of pain 

management  

 technique.   

Health care workers must 

examine their own values 

and beliefs surrounding 

pain &examine how 

these things could impact 

a patient's pain 

management plan.  

 

Existing pain 

management 

practices disempower 

older 

people causing them to  

be reluctant to discuss 

their 

pain management with  

their nurse. 

 

The information obtained 

from pain assessments 

should be used to assist 

nurses to plan the care of 

their patients. 

 

Successful interventions 

must create multiple 

strategies such 

as pain assessment 

practices, 

knowledge/insight 

and strategies to cope 

with episodes of 

uncontrolled pain, and 

organization of care 

within the unit. 
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Instruments Results Implications 

   Under the sub-theme of  

 knowledge/insight & 

 strategies 

 to deal with episodes   

 of uncontrolled  

 pain, the nursing staff  

 appeared proficient in  

 managing pain by 

 completing the 

necessary 

 tasks to ensure safe   

 practice.   Nursing  

 appeared to  lack   

 strategies   to deal with  

 uncontrolled 

 pain but severe pain 

was 

 noted as the exception 

 rather than the norm 

 when observed. 

 No exact data was   

 supplied. 

 

Under the sub theme of 

organization of care, the 

team of caregivers 

(nurses, doctors, and the 

APS) in collaboration 

with  the older patients 

did work together to 

bring about effective 

pain management care  

decisions.  Nursing 

interruptions were 

perceived as a barrier to 

effective pain 

management. NWI-R 

showed 47% did not 

perceive that there was  

sufficient staff to 

provide quality care. 
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  The study showed that 

accurate and holistic 

pain assessment was 

inadequate in the 

surgical setting for  

older people.  Nurses 

seemed unaware of the 

importance of spending 

time with older patients 

to adequately assess 

their pain. 

 

Older patients seemed 

unaware that nurses 

could impact their pain 

management and also 

wished to be active 

participants in their care.  

 

Existing pain 

management practices 

disempower older 

patients causing them to 

be reluctant to discuss 

their pain management 

with their nurse. 
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Source Problem Purpose Concept Frame Sample 

Dihle, 

Bjolseth, 

Helseth-2005 

 

Post op pain is  

inadequately 

managed.  

Nurses play an 

important role 

in postoperative 

pain 

management 

of pts but how 

nurses 

approach 

this task has 

rarely  

been studied. 

Failure of staff 

to  

assess and 

evaluate 

pain as well as 

barriers 

to pain 

management  

such as 

insufficient 

knowledge 

about 

pain, 

inadequate 

assessment 

& evaluation of 

pain, and 

various 

attitudes to pain 

and its 

management 

may contribute 

to 

inadequacy in 

postoperative 

pain 

management . 

 

 

The purpose of 

this study was 

to increase 

understanding 

of how nurses 

contribute to 

postoperative 

pain 

management in 

a  

clinical setting 

and to identify 

barriers to 

achieving 

optimal pain 

relief in the 

postoperative 

period. 

 

Nursing 

knowledge 

 

Pain 

management 

 

Postoperative 

pain 

 

Nursing 

approach 

 

Nursing 

involving  

pain manage- 

ment. 

 

Communication 

 

 

 

 

 

Theory of Pain 

and Post-

Operative 

Management 

 

 

A strategic  

sample of 9  

nurses from 3 

surgical wards 

in two hospitals 

was drawn 

(5 out of 23 

from  

hospital A and 

2 out of 39 

nurses 

from 2 wards 

in Hospital B) 

 

Inclusion  

criteria 

included: 

nurses with  

experience and  

interest in the 

topic 

(experience 

and interest not 

defined); 

nurses familiar 

with pain 

routines on the 

ward  

(not defined); 

nurses were 

selected by the  

head nurse after 

meeting 

inclusion 

criteria 

(possible 

study bias).  

 

Final sample  

included 

7 women and  

2 men age 27-

35 yrs. Avg 

length of 

experience 2. 

78 yrs. No 

exclusion 

criteria noted. 



65 

 

 

 

Design Instruments Results Implications 

Descriptive Semi structured 

observation and 

qualitative in-depth 

interview guides were 

the instruments used for 

this study. Instruments 

were developed based 

on a theory of pain and 

postoperative pain 

management, prior 

research, and clinical 

experience. To establish 

validity and 

trustworthiness of 

the study, 2 researchers 

with experience and 

special training in pain 

management analyzed 

the data independently at 

each level of the 

analysis process. 

Observation and 

interviews were also 

piloted on 2 nurses 

prior to the start of the 

formal study 

(validity questioned due 

to low # of nurses 

piloted). Interview guide 

and observation guide 

used was provided in the 

study. Interviews were 

audiotaped & 

transcribed exactly.  

Observation notes 

 written continuously 

    during the nurse's shift. 

Researchers then 

rewrote immediately 

after completion of the 

shift. After saturation 

was obtained between 

the observations and 

interviews the 

researchers compiled 

results. 

Analysis of the data  

completed qualitative 

Guidelines: self-

understanding, common 

sense and theory.  

Condensed data was 

sorted into 5areas :  

preoperative 

information, assessment, 

treatment, evaluation  

& environmental factors. 

4 themes emerged from 

this process: 

preoperative 

information, assessment, 

treatment & evaluation 

of pain management. 

Under the theme of 

preoperative 

information: Nurses say 

they give information 

routinely but study 

showed nurses only give 

information on pt 

request. Nurse usually 

used the preop time to 

get information from the 

pt. 

Under the theme of 

postoperative 

assessment: Nurses say 

they assess pain by 

communicating and 

observing  the patients.  

Nurses communicated  

differently with the pts 

on actual observations & 

had varying 

attentiveness to the 

patient's signs of pain. 

There is a gap between 

what nurses say they do 

and what they actually 

do for postoperative pain 

management. 

 

This gap is a barrier to 

achieving adequate pain 

management for pts.  

This gap is reduced 

when nurses take an 

active approach toward 

patients related 

 to postoperative pain to 

enhance pain alleviation. 

 

Nursing education and 

practice both need to 

promote knowledge of 

pain and pain 

management as well as 

empathy and 

communication related 

to pain; collaborate in 

guiding nurses to act 

in accord with 

theoretical knowledge; 

and enhance competence 

in nursing actions 

related to postop pain 

management. 
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 Each nurse involved was  

observed over a period 

of 5 shifts (day and 

night), then 

interviewed after the 

final observation. 

 

Data collection and 

analysis  

followed qualitative 

research guidelines. 

 

Under the theme of 

postoperative pain 

treatment: Nurses say 

that they treat pain 

according to knowledge 

about pain  

 and "by the book".  

Observations 

revealed that treatment 

of pain was often 

insufficient and 

unsystematic. 

Peripheral and central 

analgesics were 

not regularly combined. 

 

Under the theme of 

evaluation of post- 

operative pain: Nurses 

state that they 

are routinely evaluating 

the pts pain by  asking. 

Observations reveal that 

nurses evaluations are 

insufficient and  

unsystematic. 

Actual numbers of 

nurses for each theme of 

saying and doing was 

not  

    given. 
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Source Problem Purpose Concept Framework Sample 

Wilson & 

McSherry, 

2005 

Patients' pain is 

a complex and 

subjective 

phenomenon. 

Evaluation of 

 patient's pain 

is 

an on-going 

interactive 

process 

that frequently  

results in  

inadequate 

pain 

management. 

Nursing 

education 

 should address  

this knowledge 

deficit but the  

clinical 

environment  

is thought to be  

more 

influential 

in the 

acquisition 

of nursing  
pain 

management  

skills. 

 

The purpose 

of this 

study was to 

determine 

if post 

registration 

education and 

clinical 

experience 

influence the 

nurses' 

perception of  

patients' 

physical pain. 

 

Nurses 

Perceptions 

 

Pain 

Management 

 

Nursing 

Knowledge 

 

Nursing beliefs 

about pain. 

 

Physical pain 
 

 

No specific 

framework was 

specified. 

 

Opportunity 

sample of 100 

nurses chosen on 

willingness to 

participate. 86 

nurses returned 

the study 

questionnaire.  

72 nurses selected 

to participate 

 (35 nurses in 

hospice/oncology; 

32 generalist 

nurses).  

Inclusion criteria: 

willingness to  

participate, > 3 

yrs post 

registration  

experience,  >1 yr 

in  field of 

expertise, 

attended 

courses on pain  

management  

Exclusion 

criteria: any 

generalist nurse 

who attended 

specific classes 

on pain 

management 

(Possible study 

bias because of 

pain classes with 

the specialist  

nurses and the  

lack of pain 

classes for the 

generalist nurses), 

those with less 

than 3 years 
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Source Problem Purpose Concept Framework Sample 

     post registration 

experience and 

those 

with less than  

one year within 

their 

field. 

 

 



69 

 

 

 

Design Instruments Results Implications 

Qualitative 

descriptive 

 

Self administered 

questionnaire consisting 

of 6 vignettes describing 

hypothetical children and 

adults within a hospital 

setting who were 

experiencing pain. 

Patients' pain was scored 

using a Likert scale  

intervals representing (0) 

no pain to (5) severe 

pain.   

Vignettes #2 & #4 were 

based on a pain survey.. 

Vignettes #1,3,5,6 were 

designed to include 

adults of different ages 

and gender.   

Vignettes also reflected 

the current knowledge 

and beliefs from current 

research findings. 

Information in each 

vignette was related to 

myths and biases of 

pain management such as 

behavioral expression of 

pain, cultural diversity, 

use of distraction, 

addiction, etc.   

Vignettes were intended 

to measure and explore 

the nurses' inferences of 

physical pain based on 

their beliefs and 

knowledge. Multiple 

researchers and studies 

were listed giving some 

validity to the vignettes. 

The 6 hypothetical 

situations/vignettes were 

listed in  the 

research study. 

 

The data was analyzed 

using descriptive and 

inferential statistics.  

Data analysis of the 

written responses was 

carried out using SPSS 

and qualitative 

analyses of the written 

responses. 

A significant difference  

found between the 

Specialist and General 

nurses' inference 

of pain. Results of the  

differences between the 

specialist nurses and the 

generalist nurses 

inferences of patients' 

pain based on the 

hypothetical vignettes 

were scored using the 

Mann Whitney  U-test. 

(observed U=176,  

Z= -5.345, p<0.01; 

based on all 6 vignettes 

scored together) 

Specialist nurses tended 

to perceive lower levels 

of physical pain in the 

patients, the order 

ranking for the patients' 

perceptions of pain 

(least to most severe) 

was the same for both 

groups of nurses. 

Friedman's test was 

used to determine if the 

specialist nurses 

differentiated between  

the situations in the 

vignettes when 

perceiving levels of pain 

for the patients 

[Friedman's test  

χr²=93.041 

(d.f. = 5), p <0.01]. 

It is possible that nurses 

who deal with pain on a 

regular basis may 

become slightly 

desensitized to the 

patient's perception of 

pain. This may be a 

strategy used by nurses 

to deal with the patients' 

on-going pain and 

suffering and to help 

decrease the nurses' 

feelings of helplessness 

and inadequacy.  

 

Nurse specialists did not 

appear to transfer their 

knowledge and clinical 

experience to practice.   

 

Although education and 

clinical experience 

influence nurses' 

knowledge, attitudes and 

beliefs about pain, this 

study along with 

previous studies shows 

that close contact with a 

patient in pain may not 

be beneficial for better 

pain management due to 

the nurses' 

desensitization of 

patients' pain. 
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 6 experienced nurses,  

representing different 

areas of nursing, piloted 

the vignettes to assure 

the vignettes reflected 

current nursing practice, 

current research, and 

current pain 

management. 

 

Validity of the Likert 

scale has been 

established.  

 

Instrument reliability was 

not specifically 

discussed. 

 

Friedman's test  used to 

determine if the 

generalist nurses 

differentiated between 

the situations in the 

vignettes when 

perceiving levels of pain 

 for the patients  

[Friedman's test 

χr²=87.3  (d.f.=5 ,  

p <0.01]. 

Significant difference in 

frequency of responses. 

Kendall's W test used to 

establish whether there 

was a difference in rank 

order of the  pain ratings 

inferred by the two 

groups of nurses 

Specialist nurses: 

[W²= 0.532 (d.f.= 5) 

 p <0.01] 

Generalist nurses: 

[W²=0.472 (d.f. = 5),  

p <0.01] showing there 

was a significant 

difference between pain 

inference scores.  

T-test  to determine if 

differences between the 

experience of the 

specialist  nurse and the 

generalist nurses 

[t=1.683 (d.f. =70) 

 p value stated as NS-

not significant] 

Results indicated no 

significant difference 

related to experience. 

No significant  

difference in the 

experiences of the 

specialist and the 

generalist nurse  in 

reference to years in 

nursing practice. 
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Source Problem Purpose Concept Frame Sample 

Alley, 

2001 

 

Much research has 

been done 

surrounding pain 

management but  

much more 

research is needed 

evaluating pain 

management from 

an organizational  

perspective. 

Specifically, what 

effect do 

organizational 

policies have on 

the pain  

management of 

patients and do 

organizational 

factors influence 

pain 

management 

practices  in a 

given healthcare 

setting. 

 

 

 

 

 

 

The purpose of  

the study was to  

evaluate the 

influence of a 

formal  

organizational  

pain 

management  

policy on the  

practice of 

pain 

management  

among nurses. 

 

 

Pain management 

 

Nursing 

knowledge  

 

Nursing 

knowledge  

of organizational 

policies which 

affect pain  

management 

 

 

The Model of  

Healthcare 

Organization  

as an Open 

System. 

The study 

focused on 

variables 

included in 

either the 

structure or 

the 

technology 

elements of 

the model. 
 

 

 

The sample 

included 93 

nurses giving 

direct patient 

care on five  

medical 

inpatient units 

at a tertiary-

care medical 

center in a 

large  

metropolitan 

area in the SE 

portion of the 

U.S. during the 

study period. 

91 nurses 

agreed to 

participate. 

materials. 

Inclusion 

criteria not 

specifically  

stated but 

included  

direct patient  

care nurses 

working  

on the 5 study 

units while 

 study was 

being done& 

willingness to 

participate. 

Nurses 

included  

RNs and 

LPNs. 

No exclusion 

criteria were 

specified. 
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 Chronic Pain 

Management 
Questionnaire- tool of 3 

parts developed by the 

researcher for use in the 

study. 
Part 1: Measured 

awareness of a national 

health care system-

approved nursing care 
plan for chronic pain. 
Part 2 & 3: Measured 

knowledge of the system-

approved care plan for 

chronic pain. 
Questionnaire also 

measured nurses' 

knowledge about  items 

included in the 

goals/expected outcomes 

section and the nursing 

interventions/orders 

section of the chronic 

pain care plan. 

 

Accountability for Pain 
Management 

questionnaire- 
tool developed by the  
researcher for this study. 

Consisted of 8 item 

questionnaire that 

measured each 

respondent's perceived 

accountability as a nurse 

in the medical center for 

pain management 

activities with patients.   

Focused on nurses' 

knowledge about nursing 

pain management 

activities that are 

consistent with good pain 

management practices 

and activities that are 

inconsistent with good 

pain management 

practices.  

91 respondents- 48 

(53%)RNs; 43 (47%) 

LPNs. Most participants 

were female (n=85).   

T-test revealed no 

significant difference in 

age between the RNs 

and LPNs(t-test score 

not provided.) 

Chi square analysis 

revealed no significant 

difference in the highest 
formal nursing 

education levels with the 

nurses on the five study 

units. 
(chi square not given).  

T-test analysis did not 

reveal any significant 

difference between the 

RNs and LPNs with 

nursing experience, 
employee years at the 

medical center 
# of years worked in 

present assignment. 

 A significant positive 

correlation was   
found between nurses' 

knowledge of pain 

management policies 

and nurses' knowledge 

regarding pain and pain 
management 

(r =0.245, d.f.= 84, 

p ≤ . 5 . 
(T-test analysis not 

given). 

A significant positive 

correlation was found 

between nurses' 

knowledge of policy  

and nurses' perceived 

accountability for pain 

management  
activities (r = 0.278,  

df = 85, p ≤   . 5 .  

Organizational pain 

management 

policies can impact the 

overall pain and pain 

management 

of the patients. 

 

Gaps exist in the 

research 

that evaluate  

organizational 

pain management 

policies and nursing care 

practice for the clinical 

management of pain. 

 

Specific organizational 

factors 

need to be studied to 

determine 

which factors affect pain 

management. 
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 Reliability & validity of 

two tools 
listed above: Unclear if 

any pilot studies were 

conducted using  
these tools prior to the 

formal study.  A panel of 

local nursing experts (not 

defined) assessed  
the content validity of 

the two tools prior to the 

start of the study.  A 

change was made to one 

of the questionnaires (not 
specified) based on the 

nursing expert panel's 

recommendation. 
Also states that a group 

of nurses (# not 

specified) of nurses 

similar 
to those in the study 

pretested all three of the 

questionnaires used 
in the study.  Five 

changes were suggested 

and incorporated into 
the two researcher 

developed tools.   
Construct validity of the 

Chronic Pain 

Management 

questionnaire was not 

discussed.  Construct 
validity of the 

Accountability 
for Pain Management 

questionnaire was 

evaluated by comparing 

scores of nurses at varied  
levels of expertise from 

two university based 

nursing schools. Tool 

was found to 

discriminate between 

levels of expertise. 

Analysis not given. 

The was not a 

significant relationship 

between nurses' 

knowledge of policy and 

the mean opiod ratio 

given to pts 
in the study. No values 

were given by the 

researcher. 

 
The idea that knowledge 

of   
organizational policy 

influences nurses' 
pain knowledge and 

nurses' perceived 
accountability was 

supported by this 
study. 
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 The Knowledge about 

Pain & Pain 

Management 

questionnaire: 23 item 

questionnaire measuring 

nursing faculty member's 

knowledge and 
beliefs about pain and 

pain management.   
Construct validity was 

evaluated. Analysis not 

presented in the study 

but stated as 

discriminating between 

the various levels of 

nursing knowledge. 

Content validity was 

evaluated by a panel of 

local nursing experts (not 

defined).  A group of 

nurses (# not specified) 

similar to those in the 

study pretested 

questionnaire. 
Nurse Information 

sheet: gathered 

demographic information 

related to the sample 

population. (age, sex, 

number of  years in 

nursing, number of  
years at the medical 

center, current work 

assignment, number of 

years working in that 

assignment, their nursing 

role and their nursing 

education. 
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 Medical records data-

collection sheet-

demographic data  

Information re: patients 

with chronic pain 

receiving opiods during  

study for pain 

control.(Unit assigned, 

diagnosis, sex, age, race, 

analgesia related 

information, order 

written, maximum 

amount patient could 

receive, actual amount 

administered) Reliability 

and validity of the 

nurse information sheet 

and the Medical records 

data-collection sheet- not 

discussed. 

After  study completed 

the construct validity of 

the 3 questionnaires was 

evaluated  extensively 

using a multi-trait multi 

method matrix. Using 

the results from the 

study's three 

questionnaires, internal 

consistency reliability 

was assessed using 

Cronbach's alpha 

(Cronbach's alpha 

scores-0.822 chronic 

pain management; 

0.557 knowledge about 

pain and pain 

management; 0.496 

accountability for pain 

management) 

Before  study, a quality 

assurance monitor was 

used to document the 

status of chronic pain 

management in the 

current study setting.   A 

six  point numerical, 

patient self-report 

intensity scale was used 

to conduct the monitor.   
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Source Problem Purpose Concept Framework Sample 

Howell, 

Butler,  

Vincent, 

Watt-

Watson, 

& Stearns 

-2000 

Despite 

educational 

programs, 

interventional 

strategies, 

interdisciplinary  

pain teams, 

patients  

continue to 

experience 

pain. 

Lack of 

knowledge, 

personal   

attitudes on 

pain, 

and the lack of  

organizational 

accountability 

are perceived to 

be 

the reasons for 

ongoing 

pain 

management 

problems. 

 

The purpose 

of this 

study was to 

examine 

the effects of 

an  

education 

intervention 

on nurses' 

knowledge, 

attitudes, and 

practice 

in pain 

management  

& assessment. 

 

Pain 

management 

 

Nursing 

knowledge 

 

Nursing 

attitudes 

 

Educational 

 interventions 

 

Organizational 

 support 

 

 

Concepts  

related to 

the normative 

reeducative 

theory (NRT) 

guided the  

intervention. 

 

Framework for 

the complete 

study not  

specified. 

 

53  nurses 

from 

6 inpatient 

units- 

medical and 

surgical at a 

university 

affiliated 

hospital  

where patients 

with cancer 

were 

receiving  

care. 

 

Inclusion 

criteria:  

all registered 

nurses 

working in  

oncology, full 

time or part 

time, were 

invited to 

participate in 

an  8 hour 

educational  

in-service 

which 

was based on 

a values 

clarification 

intervention. 
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 Nurses' knowledge and 

attitude scale (NKAS)-

46 items that measured 

the variables of 

knowledge & attitudes of 

nurses in the study. 

Content validity for the 

NKAS was established 

by experts(not defined) 

in pain management 

using scores that 

differentiate between 

nurses with a range of 

expertise (new grads, 

students, pain experts, 

oncology nurses) 

Reliability(based on 

Cronbach's alpha for 

internal consistency) 

greater than 0.70 for 

knowledge& attitude. 

Test/retest reliability-

greater than 0.80. 

Practice 

behaviors-Nursing 

behaviors regarding 

morphine 
doses and patients' 

pain were 

examined using 

case study 
situations and 

chart audits. 
Inter-rater 

reliability not 

noted. 
Reliability and 

validity not  
discussed. 
Case situations-Patient 

case situations were 

adapted for the study 

using scenarios from 

pain education 

workshops by the 

nursing pain experts. 
 

McNamara's test was 

used during pre- 

intervention, post 

intervention, and at 3 

months, to test for 

statistical significance in 

scores (n=53). 15 of the 

35 questionnaire items 

showed improvements  

statistically significant 

after intervention. 

(p ranges-0.001-0.0052). 

Knowledge and attitude 

scores  improved 

immediately after the  

intervention but declined 

3 months after the 

intervention & was  

statistically significant.  

P value not given. 

Barriers to pain 

management (pt 

reluctance to report pain, 

inadequate assessment 

of pain/ pain relief, 

inadequate staff 

knowledge of pain 

management, pt 

reluctance to take 

opioids, nursing 

reluctance to administer 

opioids) were not noted 

to be statistically 

significant over time 

after the intervention.  

Nurses scores (n=53) 

improved in  all 3 case 

situations after the 

 intervention. 

(Case situations: Post-

operative abdominal 

pain, pt grimacing  in 

pain; post-operative 

cancer, pt laughing & 

joking; osteosarcoma of 

femur, pt has asthma) 

 

When examining the 

practice 

behaviors of health care 

professionals, the effects 

of  organizational 

support should be 

evaluated to determine if 

pain assessment & 

management are 

affected. 

 

Future studies should 

examine 

organizational 

influences that may 

affect pain relief  

strategies. 

Basic & continuing pain 

education,  and pain 

management 

organizational  

policies and practices 

should be evaluated and 

monitored  to improve 

pain management 

practices and  

outcomes. 
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 Content validity for the 

situations was reported 

using  cancer pain 

management experts and  
participants from many 

(not specified) pain 

mgmt workshops. 
Cancer pain 

management expert- not 

defined. Content of 

workshops not defined. 
Chart Audit Tool-

developed by the 

researchers from another 
cancer pain audit tool 

and from Standards of 

Nursing Practice in Pain 

Assessment & 

Management. Measures 

before and 2 months 

after the intervention to 

determine the use of 

nursing process in pain 

management & 
assessment. 
Pain Flow Sheet (PFS) 

Pain Assessment Tool 

(PAT)-Tools were 

adapted from existing 
tools w/ no change to the 

PAT. PFS changes 

included titles used in 

narcotics section for 

continuous infusion.  

Chart audits examined 

changes in pain 

management & 

assessment after PFS & 

PAT were initiated. 

Audits 
conducted on 33 more 

charts for which  the 

PFT & PAT were 

initiated. 
Reliability and validity 

not 

discussed. 

(See table 3 for case 

situationT scores related 

to pre and post  

intervention and 3 

months after the 

intervention). 

After implementation of 

the PFS and PAT, chart 

audits showed a 

slight improvement in 

pain frequency, intensity, 

& location being 

recorded. 

 

22 out of 33 of the 

audited charts where the 

PFS and PAT was being 

utilized had documented 

evidence that the nurse 

discussed changing 

the patient's pain 

medication with the 

physician. 

 

In 37 out of 93 charts 

nurses documented that 

the patient was asked 

about pain relief and the  

effectiveness of 

those interventions 
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Source Problem Purpose Concept Framework Sample 

Buhr & 

White, 2006 

 

Patients 

continue 

to experience  

moderate to 

severe pain 

despite various 

strategies to 

impact pain-

nursing pain 

education 

classes, 

national 

guidelines 

for pain  

management, 

patient pain 

management  

education. 

 

Very few 

studies 

have addressed 

the impact of 

the  care 

facility's role in 

improving 

patients' 

experience   of 

pain. 

 

The purpose of 

this 

study was to 

improve 

chronic pain 

management& 

assessment in  

a nursing home  

through a 

method of 

continuous 

quality 

improvement. 

 

Quality 

improvement 

 

Nursing 

knowledge 

 

Nursing 

education 

 

Policy and 

procedure 

 

Pain 

assessment 

 

Pain 

management 

 

Plan-Do-Study-

Act 

paradigm, 

developed 

by Deming. 

 

 

Quality 

Improvement  

Team consisted 

of 5-8 members 

who were 

leaders in the 

facility. 

Inclusion and 

exclusion 

criteria for 

team members 

not listed. 

Convenience 

sample of 

Nursing home 

staff  

(3 RNs, 8 

LPNs, and 22 

CNAs) 

completed the 

pretest 

educational  

component of 

the program.  

Inclusion and  

exclusion 

criteria not  

noted. 

Convenience 

sample  of 

nursing home 

staff 

(1 RN, 17 

LPNs, and 48 

CNAs) 

completed the 

posttest 

educational  

component of 

the program. 

Inclusion and  

exclusion 

criteria not 

noted. 
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Quality 

Improvement 

using the  

AMDA 

chronic pain 

assessment 

and  

management 

guidelines 

 

16 question multiple-

choice test was given 

before and after the 

educational program to 

assess staffs' knowledge 

of pain. 

Reliability & validity 

not noted. 

Chart audits were 

completed before and  

after the educational 

component. 

Reliability & validity 

not noted.  

Interviews to assess 

family and patient 

satisfaction of pain 

assessment and 

management. 

Development, 

reliability, and validity 

of interview questions 

not noted. 

Comparisons were 

made of the interview 

answers between 

patients and 

family/friends. 

Reliability, validity, and 

tool development not 

discussed. 

2 pain management 

inservices, 30 minutes 

in length, were 

developed and given by 

the research author. 

Content was  

designed primarily for 

LPNs and CNAs.  

Reliability & validity 

not noted. 

 

Project was conducted 

over a period of 17 

months. 

It should be noted that 

people in the pre and 

post group may not be 

the same.  

After the educational  

intervention scores 

improved  

(means= RN 16/16, 

LPN 12.9/16, CNA 

12/16) The largest 

improvement was noted 

amongst the CNAs.The 

RN sample size (n=1) 

was too small to make 

conclusions. 

Pain topics which 

showed the greatest 

amount improvement  

included: distraction as a 

valid pain intervention, 

distinguishing the 

difference between 

chronic and acute pain, 

using NSAIDs 

appropriately, and 

assessing pain with the 

appropriate frequency. 

Areas which still needed 

improvement included: 

non-pharmacologic 

pain therapies and their 

benefit, pain is not 

always obvious to the 

staff, understanding the 

meanings of tolerance, 

addiction, and  

dependency.  

The mean patient 

satisfaction scores were 

almost identical before  

and after the intervention 

as noted through the 

interviews. 

Improvements in pain  

management  

can be made through 

 a quality 

 improvement process 

with  

dedicated staff.  

 

In order to improve 

pain 

management  

organizations need 

 to take a 

 multifaceted approach.  

Education, job aides, 

and  

ongoing continuing  

education need to be  

incorporated into the 

 QI initiative to 

 facilitate continuing 

pain 

 management 

improvement. 

 

Organizational policies   

and  procedures need to 

be  evaluated and 

revised based on the 

information obtained 

 from a QI project. 

 

 Physicians, patients, 

and  families should be 

 included in the 

initiatives  to enhance 

success  of the project. 

Successes of the 

 project should be 

 shared with other 

 facilities that do 

 not have an  

 adequate pain  

 management  

 process in place. 
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 Pain assessment job 

aide cards,  

developed by the 

research author in 

collaboration with 

the QI team, were given 

to each employee.  

Reliability and validity 

not noted. 

 

Video tapes on chronic 

pain management & 

assessment 

were made available to 

nursing staff and CNAs 

by the staff development 

coordinator.  

Details of video content, 

 number of staff who 

viewed videos, 

reliability, and validity  

of videos not noted. 

For physicians and 

NPs,a medical education 

session on the principles 

of chronic pain 

management 

& assessment was 

offered. 

Program, development, 

validity, and reliability 

not discussed. 

Family education 

meeting was given by a 

physician to discuss the 

QI initiative. No other 

details provided. 

 

53% of the patients 

reported receiving 

nonanalgesic support for 

their pain after the 

intervention. Only 5% 

of patients reported 

receiving nonanalgesic 

support for their pain 

prior to the intervention. 

 

Because the interviews 

did have a greater 

percentage of people 

answering, "strongly 

agree" and 

"agree", after the 

educational intervention, 

the researchers felt this 

indicated increased  

satisfaction even though 

the mean satisfaction 

scores were nearly 

the same. 
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Source Problem Purpose Concept Framework Sample 

Latimer, 

Johnston, 

Ritchie, 

Clarke, Gilin, 

2009 

 

Adhering to the  

national 

policies 

and 

accreditation  

guidelines for 

pain 

management is 

the 

responsibility 

of the 

organization 

caring for the  

patient as well 

as 

individuals 

caring for the 

patient within 

the 

organization. 

 

The purpose of 

this 

study is to 

examine 

the effects of 

organizational, 

nurse, and 

neonate 

factors on 

delivery  

of evidenced-

based 

pain care and  

collaboration by 

nurses. 

 

Nursing 

Knowledge 

 

Pain care 

delivery 

 

Organizational 

Factors 

 

Pain 

Management 

 

Evidenced-

based 

pain care 

 

Conceptual  

framework was  

developed by 

the researchers  

focusing on the  

connections 

between 

positive 

work-life 

components 

& knowledge 

transition 

factors within 

the context of  

certain 

nurse,  

organizational 

and infant 

factors. 

 

Convenience 

sample of 

93 registered 

nurses from 2 

NICUs from 

large teaching 

hospitals in 

central and 

eastern 

Canada. 

The 93 nurses 

performed 170 

tissue-

damaging 

procedures. 

Inclusion 

criteria 

required that 

the nurses 

understand and 

read English, 

work at least 

half-time on  

unit for 6 

months, and be 

caring for an 

eligible  infant. 

Eligible infant 

defined as ≥  8 

weeks 

gestation and  

experiencing a  

tissue-

damaging  

procedure  

during the data 

collection 

period by a 

nurse or 

assisted by a 

nurse. 

Exclusion 

criteria for 

infants  

included any 

infant  under 

28 weeks. 
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Cross sectional Nursing demographic & 

descriptive data: work  

experience, level of 

education, in-service 

attendance, nursing 

pain management 

knowledge related 

specifically to the heel 

lance and venipuncture 

procedure.  

 

Pain Knowledge and 

Use (PKU) instrument 
developed by the lead 

researcher for this study. 

Content validity testing 

was conducted with 15 

nurses with ≥1  years 

experience working  

with hospitalized 

neonates. 

Content validity index 

guidelines used 

for this instrument were 

acceptable at 88%. 

Reliability testing 

was acceptable with 

Cronbach's alpha 

coefficient of .84 for all  

25 items and test-retest 

 reliability .68 (p ˂  .01) 

 

Collaboration and 

Satisfaction about Care 

Decisions instrument 

(CSACD) was pilot 

tested with NICU staff. 

Validity and reliability 

were reported as 

acceptable. The alpha 

 coefficient for the study  

were .97  (collaboration 

scale), .91(satisfaction 

scale), and r =.85 for the 

global collaboration. 

 

Moderately high scores 

were obtained  by the 

nurses on the 

knowledge of pain care 

instrument 

(M= 4.57, SD= 0.52)   

 

62% of the nurses 

accurately identified 

evidenced-based pain 

care with venipuncture. 

 

45% of the nurses 

accurately  identified 

evidenced-based pain 

care with heel lance. 

 

Only 8%(n= 93) of the 

participating nurses 

actually provided  

evidenced-based pain 

care to the study infants 

for venipuncture. 

 

Only 4% of nurses 

(n=93) provided 

evidenced based pain 

care to study infants for 

heel lance. 

 

Nurse characteristics at 

both study sites were 

similar. Infant factors 

were different: site one 

had a higher percentage 

of younger neonates 

ages 28-32 weeks 

( X²=29.7, p= .05). 

 

Venipuncture and heel 

lance were the 2 most 

frequently performed 

 procedures (n=170; 

51%, and 31% 

respectively). 
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 Daily Environmental 

Complexity Scale 

(ECS) 22 items to 

measure nurses' ratings 

of how unit factors affect 

their ability to do patient 

care. 

Scores of this study: 

.72-change in work 

acuity, .67-resequencing 

of work subscale, .42-

team composition 

subscale. 

Team subscale was 

excluded due to low 

reliability. Validity  

not discussed. 

Neonatal Therapeutic  

Intervention Score 

(NTIS) measures acuity 

of illness by examining 

the intensity and 

frequency of therapeutic 

interventions and is 

scored on 8 clinical sub 

scores to compute a total 

score. 

 No reliability or validity 

for this particular study 

done or reported. 

 

 

Nurses' perception of 

collaboration for 
organizational factors 

were significantly 

different at the 2 sites 

using independent 

sample t-test 
(Site1: M= 4.15, SD= 

1.69; Site 2: M = 4.71, 
SD= 1.34, p=.05) 
Nurses' knowledge and 

collaboration with 

physicians were 

correlated at a level of 

.27. 

Infant & organizational 

factors were more likely 

to predict evidenced-

based pain care in the 

individual model and the 

comprehensive model 

than nurse factors alone. 
 

Higher pain care was 

realized in the study 
with infant acuity, 

unanticipated changes 
in nursing staff work 

assignments, and 
nurse-physician 

collaboration. 

 
Nurses' knowledge of 

pain knowledge, access 

to education, and 

nursing educational level 

had no effect on pain 

management as noted in 

the study's regression 

analysis. 

 
The researchers retained 

nursing knowledge as a 

theoretically important 
variable in the final 

equation despite 
the lack of statistical 

evidence. 

Nursing knowledge of 

pain care management 

did not always correlate 

with pain management 

care delivered. 

 

Nurses are able to 

identify pain display 

indicators but often 

provide low pain care  

management in practice.  

 

This is consistent with 

other research projects 

(Reyes, 2003; Van Hulle 

Vincent, 2005;  as cited 

in Latimer, 2009) 

. 

Better pain care for 

neonates is realized 

when nurse-physician 

collaboration is present.  

 

Infant variables (age, 

acuity) and 

organizational variables 

(collaboration, 

resequence events, 

team composition, 

unanticipated) are more 

likely to influence nurse 

delivery of evidenced-

based pain care. 

 

Nurses identified other 

colleagues as a major 

source of pain 

management knowledge. 

 

This finding provides 

educational and practice 

training direction in 

future pain management 

courses for staff. 
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Pain Care Data Form 

developed 

for the study by the 

researchers. 

Consists of the 

recommended 

pain care standards for 

infant procedures. Pilot 

testing was done on the 

tool.  

Content validity was 

established using content 

validity guidelines with 

5 expert nurses. 

Inter-rater reliability was 

achieved.  

 

Nursing knowledge as 

well as 3 predictors 

contributed significantly 

to evidenced-based pain 

care. 
These 3 predictors 

included: neonatal 
acuity (95% confidence 

interval [CI] 0.008, 

0.0083), unanticipated 

changes to the nursing 

assignment (95% [CI] 

0.0613, 0.012), and 

collaboration (95% [CI] 
0.003, 0.140). These 

variables significantly 

contributed to higher 

neonatal pain care. 
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Source Problem Purpose Concept Framework Sample 

Hansson,  

Fridlund, & 

Hallstr m, 

2006 

Inadequate 

pain 

management is 

still widely 

prevalent in  

hospitalized 

patients. 

Patients have a 

right to be 

adequately 

assessed for 

pain and 

to receive 

optimal 

pain 

management. 
 

 

The purpose of 

this 

study was to  

implement & 

evaluate  a 

quality 

improvement 

program and  

evaluate its 

effects 

on pain 

management 

care  

in acute care 

as  

experienced by  

patients, 

nurses and 

physicians. 

Pain  

management 

 

Quality 

Improvement 

 

Nursing 

knowledge 

 

Barriers to pain 

management 

 

Organizational 

 policy 

Quality 

improvement 

program 

influenced 

by the 1995 

Acute Pain 

Society 

guidelines 

and previous 

QI 

programs. 

Intervention  

sample consisted  

of consecutive 

series of patients 

(n= 34)admitted to 

5 acute medical & 

surgical wards 

with 110 beds at a 

university-

affiliated 

hospital in Sweden 

& all the nurses  

(n=101)& 

physicians (n=17) 

working 

permanently on  

wards during  

study period. 

Patient exclusion  

criteria-mental 

confusion, unable 

to communicate, 

too ill (not 

defined), hospital 

stay ˂ 1 day, 15 

pts missed for 

study recruitment. 

Patient Inclusion  

criteria-ability to 

communicate 

(nurse 

determined),ability 

to read and 

understand 

Swedish, in-

patient stay longer 

than one day. 

Readmitted pts 

were included 

only once during 

the study period. 

No inclusion or  

exclusion criteria 

noted for the 

nurses and 

physicians. 
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Cross sectional 

intervention study 
Patient Pain 

Questionnaire- 

developed and tested by 

the researchers in 2005. 

Assesses pts' experience 

of pain, pain treatment, 

communication, 

interference with 

function, and 

participation. Based on 

an ordinal scale of  

NRS 0-10. 

Construct validity was 

estimated by a factor 

analysis. Cronbach's 

alpha X coefficient for 

20 items was estimated 

at 0.80. 

 

Nurses' & Physicians'  

Questionnaire-face 

validity were derived 

from pain experts at a 

pain clinic in a local 

hospital (1 physician, 2 

nurses, considered 

experts at the hospital 

pain clinic). 

 

Demographic 

variables- age, sex, 

ward, educational level, 

marital status, number of 

days in the hospital, who 

answered questionnaire. 

 

 

Visual Analog Scale& 

NRS-pain scales used to 

help determine patients' 

level of pain. Validity 

and reliability of the 

VAS/NRS tool have 

been established. No 

tests done with this 

study to assess reliability 

or validity of the tool. 

No significant 

differences between 

intervention group or 

between  genders. 

Control group pain 

patients- significantly 

younger (p= ˂ .  1  

than intervention group. 

Control group patients 

who declined 

participation-

significantly older  

(p ˂.001) than those 

who participated. 

84 patients (67.7%) in 

intervention group 

expressed daily pain. 57 

of the 84 patients 

(68.8%) had daily pain 

in the last 3-6 months or 

for longer than 6 

months. 46 of the 84 

patients (80.7%) 

described the pain as 

being unchanged from 

previous experience. 

Patients in the 

intervention group were 

assessed more 

frequently than patients 

in the control group 

using the VAS/NRS 

scale( 28.8% vs. 16.7%; 

p= .011). There were no 

significant differences 

between the control 

group and intervention 

group, except for social 

relationship (p= .049), 

in the patients’ pain 

severity or interference 

with function. 

Pain right now with 

movement was a 

significant predictor of 

general activity (p ˂ 

.001), mood(p ˂ .001), 

and walking (p ˂ .001). 

The educational 

component of program 

was voluntary. Further 

studies should include all 

participating staff in the 

educational component. 

This author is unsure how 

an effective QI program 

can be fully initiated 

without including a 

thorough educational 

component for all 

involved staff. Few 

physicians participated in 

the QI program. Future 

studies should explore 

how to get more MDs 

engaged in organizational 

changes/ improvements. 

Improving pain 

management knowledge 

is a complex process in an 

acute care facility. 

Engagement of the 

QI group, implementing 

changes in organizational 

policies and procedures, 

and providing an 

educational program for 

all staff is challenge that 

requires an enormous 

amount of  staff 

resources, time, and 

nursing/ /physician 

"buy-in" to effect an 

organizational change 

in pain management. 

Increasing use of  

nonpharmacologic 

methods for pain relief 

and identifying staff 

barriers to their use 

should studied further. 

With the abundance of 

pertinent information 

available on the internet, 

staff should be educated 

to use the internet 

resources and utilize it in 

daily practice. 
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  Worst pain was the only 

significant predictor of 

relation (p ˂ .001), 

enjoyment of life  

(p ˂.001), and sleep 

(p ˂.001). 

Worst pain and pain 

right now with 

movement were 

significant predictors of 

work (p ˂ .001 and 

p = .007, respectively). 

There were no 

significant differences 

found between the 

control group and  

the intervention group in 

how much treatment 

relieved the patients' 

pain in the last 24 hours 

[61% (n= 127) in the 

intervention group vs. 

58% (n=100) in the 

control group]. There 

were also no significant 

differences in the 

patients' experience of 

side effects between the 

two groups (18.4%, 

intervention vs. 19%, 

control group). 

In the category of 

communication and  

participation, there were 

no significant 

differences noted 

between the control  

group and the 

intervention group. 

Results on Nurses' and 

Physician's Pain 

Management practices: 

There was a significant 

difference in the nursing 

assessment of patients' 

pain at rest and patients' 

pain with movement 

(p ˂ .001) using the 

VAS/NRS tool. 
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  Nurses participating in the 

study (n=101) controlled 

patients' pain before 

mobilization efforts to a 

higher degree than 

nonparticipating nurses as 

noted in a comparison 

analysis. 

Participating nurses 

(n=101) increased their 

knowledge base of  patients 

having more control over 

their pain treatment, 

patients' risk of opiod 

addiction with opiod 

treatment, and how to 

prevent pain and 

medication side effects. 

Noted on a comparison 

analysis of participating and 

nonparticipating nurses. 

Patients in the control and 

intervention group did not 

note any significant changes 

in nursing practice related 

to: returning to the patient to 

control the  

effect of treatment (81.7% 

vs. 91.1%), & giving 

information to the patient 

about treatment or 

nonpharmacologic 

methods to control pain 

(39.8% vs.38.9%). 

Nurses participating in the 

study increased their usage 

and knowledge of pain 

management web sites but 

daily use was low with all 

nurses, participating and 

nonparticipating 

(p ˂ .001). 30% of the 

participating nurses (n=101) 

used the internet a few (not 

defined) times a week to 

glean pain management 

knowledge vs. none of the 

nonparticipating nurses  

(p= .043). 
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  The nurses 

(nonparticipating & 

participating) felt that the 

patients' overall pain 

relief had improved after 

the intervention (p= .051) 

but difference was found 

on comparison 

analysis. 

Participating nurses  

(n= 31) stated that the 

pain education provided 

from the study was 

adequate (p ˂ .001). The  

educational program was 

not attended by 

all the participating nurses 

(n=101) in the study.   

4 physicians participating-  

pharmacologic methods to 

relieve pain were not 

changed by the QI 

program. In the 

educational intervention 

stated that the 

education was adequate 

 (n not stated). 

The QI program improved 

nursing pain assessment 

routines because pain 

was assessed with 

movement and at 

rest after the 

implementation of the QI 

program. 

The patients' overall 

experience of pain 

intensity, pain 

interference with 

function, pain relief, or 

use of  no pharmacologic 

methods to relieve pain 

were not changed by the 

QI program. 
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Source Problem Purpose Concept Framework Sample 

Ellis,  

McCleary, 

Blouin, Dube, 

Rowley, 

MacNeil, & 

Cooke, 2007 

Inadequate 

pain control 

affects patient 

outcomes, 

length of stay, 

and contributes 

to the 

development 

of chronic 

pain. Despite 

the availability 

of 

pain 

medications, 

research, and 

pain 

management 

techniques, 

children 

continue 

to experience 

significant 

amounts of 

pain. 

The purpose of 

this study is to 

evaluate 

the 

implementation  

of a 

comprehensive  

program to 

improve the 

practices of pain 

management in 

a  

pediatric 

hospital. 

Pain 

management 

best practices  

 

Program 

implementation 

 

Ottawa Model of 

Research Use 

 

Nursing 

knowledge 

 

Organizational 

changes  

related to pain 

management 

Outcomes 

The Ottawa 

Model of 

Research Use 

provided the 

framework for 

this study. 

366 out of 528 

nurses working 

full time, part-

time, and in prn 

positions at the 

time of the study  

in the children's' 

hospital  

participated.  

Hospital & study  

setting not 

described. 

366 nurses 

attended the pain 

workshops, and 

all 366 

completed the 

preintervention 

measures. 

 

Inclusion & 

exclusion 

criteria not 

noted. 

 

344 of the 366 

nurses were   

available to 

complete the 

post- 

intervention 

questionnaire, 

but only 120 did 

so. 

Response rate- 

35%-no reason 

given for low 

rate. 

8 physicians 

participated in 

post 

intervention 

focus groups.  

Inclusion and 

exclusion 

criteria 

not noted. 
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Pretest/ 

Post test 

design 

4 Questionnaires: 

1.Nursing Demographics 

( age, gender, education, nursing 

work experience, pediatric 

nursing 

experience, number of hours 

worked /week, place of 

employment) 

 

2.Nurses' perceptions of 

current practices of pain 

management- 

 Questions focus on 

nurses' perception of:  adequate 

pain assessments, documentation, 

and pain relief in their practice. 

 

3. Nurses' assessment & pain 

management in hospitalized 

children- 

Based on a questionnaire 

focusing on pediatric pain. 

Self-report of pain assessment, 

treatments (pharmacological & 

nonpharmacological),  

developmental issues, and 

pediatric pain management 

decision making, are all included 

in the 2 part questionnaire 

Results based on the 4 

questionnaires: 

 

Demographics: The only 

significant difference noted 

in the demographics 

questionnaire was place of  

employment. The nurses in 

the critical care and medical 

units were more likely to 

complete the posttest when 

compared to the nurses in 

the surgical units and 

emergency department. 

 

Nurses' perceptions- 

A sign test was used to 

assess pre & post scores for 

nursing perceptions of 

pain management. 

With respect to assessment 

& management, nurses 

perceived improvement in 

their practice 

(p= .004, p= .017; 

respectively). Nursing 

documentation was not 

perceived to be improved 

after the intervention  

(p= .44) 

 

Nurses' assessment & pain 

management- 

For part 1 with the 6 

knowledge items- 

Pretest score average was 

72% out of 100%. 12 nurses 

(n= 366) scored 100% or  

3.3%. Post test score 

average was 75% 

(n= 120). 11 of the 120 

scored 100% (9.2%). 

Knowledge gaps identified 

pre and post intervention 

improved 3-6%. 

Significance was not 

determined. 

 

In complex organizations, 

change is difficult to 

accomplish. This 

aspect will need to be 

considered when 

implementing an 

organizational change of 

this scale. 

 

When implementing a 

pain management 

program, the 

sustainability of the 

program needs to be 

considered to achieve 

success.  

 

Procedural pain 

management 

may be improved by 

utilizing a hospital-wide 

and systematic approach. 

 

Existing pain management  

programs need to be 

evaluated and improved to 

deliver effective patient 

pain management.  

 

A hospital-wide 

interdisciplinary 

pain service would help to 

consolidate and 

standardize 

pain management 

practices.  

 

Use of advanced practice 

pain management nurses 

and unit pain champion 

nurses could aid the unit 

level nurses in better 

pain management 

practices. 
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 Part 1 of questionnaire: 

6 question knowledge 

test-contents not noted in 

article. 

Part 2 of questionnaire: 

3 clinical scenarios where 

pain severity, behavioral 

cues, & psychological 

cues are rated and 

evaluated to determine 

the nurses' decision 

making with 

patients' pain. 

Reliability & validity not 

noted. 

Nurses' perceptions & 

beliefs about children 

experiencing 

pain-17 item Likert-type 

scale assessing nursing 

beliefs and perceptions 

surrounding hospitalized 

children in pain. 

Construct validity testing 

and a factor analysis 

confirming good 

internal consistency 

(Cronbach's alpha = .70 

for belief alignment 

& .83 for perception 

awareness subscales). 
 

For part 2 of the 

questionnaire with the 

clinical scenarios- 

the clinical scenarios 

were compared 

pre and post intervention. 

Pre and post 

intervention pain scores 

in all 3 clinical scenarios 

were similar and  the 

p values were not 

significant (p= .89, 

p= .21, p=.86 for clinical 

scenarios 1,2,3 

respectively). 

Nurses' beliefs and 

perceptions about 

children experiencing 

pain- 

No significant differences 

were noted by the 

researchers in the pre and 

post intervention on the 

beliefs and perception 

questionnaire subscales. 

4 of the 6 items regarding 

pain assessment were 

higher after the CPMP. 

The pre and post score 

means were compared 

using a sign test. 

Adjustment was made for 

multiple score 

comparisons. P values for 

these 4 items were 

significant 

(p ˂ .    . 
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 Patient Record Audits- 

Preimplementation, a pt 

record audit tool was 

developed and pilot tested 

prior to data collection 

(75 patient records  

from 5 patient service 

units were examined). 

After the implementation, 

44 charts from the 

preintervention units were 

examined to obtain the 

same information in the 

preimplemention 

audits. The patient charts 

for both audits were 

randomly selected from 

records. A  third audit was 

done with 50 patient 

charts and focused on 

patients with painful 

conditions(a few examples 

given but not defined). 

Focus groups- 

Over a period of 4 

months, 8 focus 

groups(which included 

PRN staff, nurses, and 

physicians),met post 

intervention and  

participation was 

voluntary.  

Area of focus was based 

on support and barriers to 

best practice of pain 

management. The 

meetings lasted 60-120 

minutes and were 

facilitated by the 

researchers. 

 Inter-rater reliability was 

established by 2 

researchers coding each 

transcript &differences 

(not defined) were 

discussed and negotiated. 

Patient Record Audits- 

Results were based on a 

pre intervention 

audit and 2 post 

intervention audits. 

 Post intervention there  

was statistically 

significant increase in 

nurses use of pain scales 

(p=.005) and 

documentation of pain 

assessment in the nursing 

narrative notes (p ˂ .001). 

The other 4 criteria in the 

audit had no 

significant differences pre 

and post intervention 

(evidence of treatment 

effectiveness, opiods 

ordered, at least 

one opiod given, pain 

flow sheet on chart). 

Focus Groups-Barriers 

and best pain 

management  

practices were identified 

by the focus groups.  

Best practices identified 

included: 

communication about 

pain, effectiveness of 

treatment, pain intensity 

scores, presence and 

support of a pain 

management nurse and 

"local champions"(not 

defined), & more peer  

support for good pain 

management. 
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  Barriers to pain 

management included: 

lack of communication 

between the  

nursing and physician 

staff, timeliness 

of notifying physician 

about patient's 

pain, staff  variability in 

practice surrounding pain 

management, lack  

of clear delineation of 

pain assessment and 

treatment guidelines; 

PRN pain ordering 

creates variation in 

pain management 

practices which 

affects patient's overall 

comfort level; 

pain management with 

pediatric patients is 

perceived to be more 

difficult; increases in 

patient acuity, and 

nursing patient ratios. 

Nurses and physicians 

identified that  

patient comfort and pain 

management 

were important and 

could be achieved. 
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Source Problem Purpose Concept Framework Sample 

Paice, 

Barnard, 

Creamer, 

Omerod, 

2006 

All areas of 

healthcare 

continue to 

have difficulty 

with patients’ 

reports of 

unrelieved pain 

even though 

the Joint 

Commission 

has developed 

position 

statements, 

standards, and 

guidelines 

regarding pain 

management.  

The purpose of 

this study is to 

describe a 

quality 

improvement 

(QI) project 

implementation 

and examine the 

outcomes at 18 

months. 

Nursing 

knowledge 

 

Pain Resource 

Nursing (PRN) 

Program   

 

Organizational 

change 

 

Pain 

management 

 

Quality 

Improvement 

Framework is 

based on 

quality 

improvement 

programs 

utilizing the 

PRN program. 

96 Nurses 

working at 

Northwestern 

Memorial 

Hospital 

(NMH) in 

Chicago & 

attended the 

first PRN 

course. 

Number asked 

to participate 

and dropout 

rate not 

discussed. 

Inclusion and 

exclusion 

criteria not 

discussed. 

 

46 of the 

original 96 

nurses attended 

the advanced 

PRN course. 

Inclusion and 

exclusion 

criteria not 

noted. 

 

Nursing 

licensure and 

qualifications 

not discussed. 
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Quality Improvement 2 consecutive (8) hour 

day curriculum. 

Program was reviewed 

by hospital 

administration and 

education 

representatives in the 

NMH organization. 16 

CEUs awarded at 

completion. 

Monthly hour long 

lectures-to build on 

information from the 

two day course. 

Twice monthly 

newsletters-sent to all 

PRNs. Contains lecture 

information, local, and 

regional pain conference 

information, pain 

information web sites, 

quality data related to 

pain management. 

Information is being 

disseminated by the 

PRNs to the unit staff. 

A listserve-established 

to allow the PRNs to 

network and 

communicate with 

others in the program at 

the hospital. All nurses 

at NMH could access 

the website. 

Individual meetings 

with the PRN & their 

manager and PRN 

director- to establish 

goals for the PRN in the 

coming year. 

Standardized audit tool 

was developed to help 

guide this effort. 

Reliability, validity, and 

inter-rater reliability not 

noted.  

After one year the PRNs 

had given 3 inservices 

(on average) to their 

staff, developed 5 pain 

posters, conducted pain 

chart audits (n = 64, 

average)and patient 

interviews (n= 100, 

average) . PRNs spent 6 

hours (mean) per month 

on PRN related 

activities (Median time 

was 2 hours). Activities 

not defined. 

Many (not defined) 

PRNs became involved 

in creative QI activities 

which were stated in the 

paper. 

The PRN outcomes 

measures  included 

examining the 

knowledge and attitudes 

of the participants, PRN 

retention, patient 

satisfaction, prevalence 

of pain, and 

documentation 

compliance. 

Knowledge and Attitude 

Scores-there were 

statistically significant 

differences in the mean 

pre-test scores (59.2% ± 

12.6) and the mean post 

test score (92.6% ± 5.3; 

p = .001) 

Knowledge retention 

measured at 8 months 

after the initial 2 day 

course was 83% ± 8.5. 

This was statistically 

significant when 

compared with the  

pre-test scores  

(p = .001). 

PRN programs enhance 

nurses' pain education, 

addresses negative 

attitudes surrounding 

patients' pain, and 

provides tools for 

nursing staff education, 

and empowers nurses to 

initiate QI strategies to 

improve patients' pain at 

the unit level. 

 

Participation in a PRN 

program appears to 

improve nurses' job 

satisfaction   ↓ 

turnover. 

 

Participants' knowledge 

and attitudes 

surrounding pain were 

improved following the 

implementation of the 

PRN program. 

 

Improved patient 

satisfaction  

scores and decreased 

prevalence of pain can 

be accomplished with a 

successful PRN 

program. 

 

Organizational changes, 

such as implementation 

of a PRN program, 

can be an effective 

strategy to improve 

patients' state of pain 

control. 
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 Optional clinic 

experience-PRNs are 

invited to attend rounds 

on the palliative care 

unit or to identify other 

pain management areas 

that may help them with 

their specific patient 

population. 

 

One day advanced 

course to anyone who 

has completed one year 

as a PRN-Focus of this 

program is to address 

complex pain related 

issues and to teach 

strategies to implement 

unit based QI pain 

related measures. 

 

3 competencies based 

on PRN competency 

program - 

A.PRN functions as a 

resource and staff role 

model for pain 

management. 

B. The PRN participates 

in an active role with 

staff development 

surrounding pain 

management. 

C. The PRN actively 

participates in quality 

pain management 

initiatives and helps with 

quality compliance in 

pain care standards. 

Validity of the 

competencies are 

determined by the PRN 

clinical manager 

annually. Reliability and 

validity not discussed. 

PRN Staff Retention- 

The PRN staff turnover 

rate was 4.3%  

as compared to the 

general nurse turnover 

rate of 12.4% during the 

first year of the PRN 

program. Job satisfaction 

was not part of the 

survey but the 

researchers felt the 

nurses benefitted from 

the professional 

stimulation of the PRN 

program based on 

anecdotal comments. 

 
Patient Satisfaction- 

Patient satisfaction was 

examined  pre and post 

program implementation 

by the standard patient 

satisfaction surveys 

mailed after discharge. 

6 months prior to the 

PRN course, patient 

satisfaction scores 

averaged 85 on a 0-100 

scale. 6 months after the 

PRN course patient 

satisfaction scores 

averaged 86.2 on a 0-100 

scale(p = .03). 

For 3 additional years 

after the PRN program 

started, patient 

satisfaction scores 

remained at 86.1 on a 0-

100 scale (p ˂ .   4 . 
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  Pain Prevalence- 

6 months before the PRN 

program was 

implemented an 

observational study of 

hospitalized patients 

(n=84) was conducted. 

Observational study was 

done to examine 

prevalence of pain and  

patients recall of nursing 

or physician pain related 

conversations. This 

observational study was 

also done one year after 

the PRN program was 

implemented (n= 220). 

93% of the patients 

stated they had spoken to 

a physician or nurse 

about their pain after 

program implementation 

versus 89% prior to  

program implementation. 

Post program  

implementation, 69% of 

the patients surveyed 

stated that they 

experienced pain in the 

past 24 hours versus 

75% pre program 

implementation. P value 

not stated. 
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Pain documentation 

audits are conducted 

three times per year. Pre 

program implementation 

audit scores not listed. 

Post program 

implementation 

audit scores showed 

almost 100% compliance 

with documenting pain 

at admission, pain 

intensity every 12 hours, 

and reassessing after 

pain interventions. 

A causal relationship 

between patient 

satisfaction and the PRN 

implementation program 

cannot be established but 

there are trends which 

suggest that pain 

information is being 

disseminated to other 

staff involved in pain 

management. 
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Source Problem Purpose Concept Framework Sample 

Gimbler- 

Berglund, 

Ljusegren, 

Ensk r, 2008 

Pain relief is 

considered a  

human right 

but patients of 

all ages 

continue to 

experience 

pain because of 

nursing 

barriers related 

to knowledge,  

experience, and 

attitudes 

surrounding 

pain 

management. 

 

The purpose of 

this 

study was to 

identify 

factors that 

influence 

nurses' pain  

management in  

children. 

 

Pain 

management 

 

Nursing 

knowledge 

 

Childrens' pain 

 

Barriers to pain 

management 

 

Organizational  

influence of 

pain 

management 

 

Factors 

influencing 

pain 

management. 

 

Not stated All nurses 

(n not given) 

working in  

midsized 

hospital 

pediatric ward  

in Sweden 

were sent 

letters  

about the study 

and asked to  

participate. 

Exclusion 

criteria was 

less than one 

year working 

experience on 

the pediatric 

ward. 

20 nurses 

agreed to 

participate  & 

were 

interviewed by 

the researchers 

after they were 

granted  

permission 

from the head 

nurse and the 

clinic director. 

Nursing 

demographic 

information 

not noted. 
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Qualitative Taped interviews that 

were transcribed 

verbatim by the  

researchers. 

 

Open-ended questions 

were asked 

focusing on the 

following areas and  

how those factors 

influence pain 

management: 

cooperation with the 

physician, 

cooperation with 

parents, 

cooperation with the 

child, child's behavior, 

diagnosis, and age, 

organizational factors, 

nursing factors 

(experience, 

knowledge, and 

attitudes) 

 

The researchers 

identified 4 categories 

and 13 factors which 

affected nursing pain 

management in children. 

 

The nurses stated that 

good cooperation with 

the physicians was  

vital to adequate pain 

management 

in the pediatric 

population. 

 

The nurses felt that 

parents' presence 

and cooperation was a 

contributing 

factor in achieving 

adequate pain 

management in the 

child. 

 

The nurses felt that their 

relationship with the 

child helped to facilitate 

pain management. 

The nurses stated that 

observing the 

child's behavior allowed 

them to assess the 

child’s pain. 

 

Nurses stated that a 

child’s diagnosis made 

it easier for them to give 

adequate pain relief. For 

example, some 

diagnoses were 

associated with higher 

levels of pain. 

 

Younger children who 

could not verbalize their 

pain were not medicated 

as frequently for painful 

procedures by the 

nursing staff. 

Multiple influences 

affect pain management 

in the hospital setting. 

 

Patients benefit when 

adequate structures are 

present to assist nurses 

in managing patient’s 

pain. 

 

Organizations can 

recognize these barriers 

and influences that 

affect patients’ pain 

management and put 

structures into place to 

assist the staff to better 

manage pain. 
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  Nurses identified 

organizational factors 

which helped to 

facilitate better pain 

management. Having 

pain medications 

prescribed and having a 

pain management 

routine helped the nurses 

with relieving the child’s 

pain. Inadequate nursing 

time to fully manage the 

child’s pain was seen as 

a barrier to effective 

pain management. 

Nurses identified 

resources at the pain 

clinic as useful to 

achieving better pain 

management for 

patients. 

 

Nurses’ personal pain 

experiences were viewed 

as a factor in managing 

the child’s pain. 

 

Nurses’ lack of 

knowledge with pain 

management when the 

child’s pain lacked an 

obvious cause was seen 

as a barrier. 

 

Nurses relied on other 

staff to inform them of a 

child’s pain behaviors. 

Nurses perceived this to 

be a help with pain 

management. 

 

Nurses felt children had 

a right to adequate pain 

management and this 

belief helped to foster 

better pain management. 
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Source Problem Purpose Concept Framework Sample 

DeRond, 

DeWit, 

VanDam, 

2001 

Inadequate 

pain 

management is 

thought to be 

related to lack 

of physician 

and nursing 

knowledge 

about pain and 

from the lack 

of daily pain 

assessments by 

the nursing 

staff. 

The purpose of 

this study is to 

examine the 

effects of a new 

Pain Monitoring 

Program for 

nurses in daily 

clinical practice 

and examine 

nursing and 

physician pain 

knowledge and 

pain attitudes 

before and after 

program 

implementation. 

Nursing 

Knowledge 

 

Pain 

Management 

 

Nursing 

attitudes about 

pain 

management. 

 

Physician 

knowledge and 

attitudes about 

pain 

management 

Not stated 277 nurses 

(licensure not 

noted) 

& 115 

physicians in 5 

general 

hospitals in the 

same program  

region as the 

Comprehensive 

Cancer Centre 

Amsterdam. A 

total of 6 

medical, 4 

surgical, and 

one mixed ward 

were involved 

in the study.  

 

Distribution of 

nurses & 

physicians 

among wards 

and hospitals 

not noted. 
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Pre-test/Post-test 

design 

Education program-

program lasting 

3 hours and including all 

the participating nurses. 

Class focused on 

knowledge, attitudes, and  

current trends on:  

pain assessment, pain 

treatment with 

analgesics, & 

nonpharmacologic 

pain treatment. 

Physicians did not attend 

the 3 hour class and 

received written 

materials about the 

program and received 

instruction (method not 

noted) about the basic 

principles of pain 

management.  

Reliability and validity 

of class content not 

noted. 

 

Daily Pain Assessment 

Questionnaire 

(DPAQ)-5 point Likert 

scale questionnaire 

covering: nurses'  

attitudes to daily pain 

assessment, problems in 

noting pain score, 

daily pain assessment 

timing, effect of the daily 

pain assessment 

on staff communication. 

This tool was used post 

test only and used  

with physicians and 

nursing staff. 

Reliability & validity not 

noted. 

 

244 Nurses (88.1%, 

n= 277) participated in 

the education program. 

6 months after the 

education program, 

201 nurses (n=236) 

completed the post test 

questionnaire for a 

response rate of 85.2%. 

130 nurses completed 

the pre test and post test 

on pain knowledge and 

attitudes. 

These nurses were older 

(p ˂ 0.001),  

most often registered 

nurses (p ˂ 0.001), 

and had more work 

experience (p ˂ 0.01). 

68 physicians (n = 115) 

returned the 

questionnaire, response 

rate of 59.1%. 

Most responses (not 

defined) were from 

general practitioners. 

After implementation of 

the program, nurses 

assessed pain 75-82% of 

the time on a daily basis 

in the first 5 months. 

At the 7 month mark, the 

percentage of nurses 

assessing pain on a daily 

basis was noted to be 

only 59%. Medical ward 

nurses were noted to be 

more compliant with the 

daily pain assessment 

than the surgical ward 

nurses on  a daily basis 

(p ˂ 0.001).  

Daily pain assessment 

compliance ranged 

between 36%-99% in 

the 5 study hospitals (no 

specifics given). 

Nurses and physicians 

are positive about daily 

pain assessment and 

want to see them 

continued. 

 

Nurses and physicians 

have a moderate level of 

pain knowledge. 

Pain management 

education is a useful 

way to improve nurses 

pain knowledge and 

improve nursing 

satisfaction about the 

quality of pain 

treatments. 

 

Because of the success 

of the program, hospitals 

should implement this 

program or expand it if 

it is already in use. 
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 Dutch language 

Version of the  

Pain Knowledge 

Questionnaire 

(PKQ-DLV)-used to 

assess pain 

knowledge.  De Wit 

established  

reliability and validity 

of the instrument in 

1995 using cancer 

patients. Pilot testing of 

the instrument for this 

study as well as new 

tests of reliability and 

validity not conducted 

for this study. A total 

score for overall pain 

knowledge 

 was computed from the 

answers. 

Pain Attitude 

Inventory (PAI)-5-

point 

Likert scale 7 item 

questionnaire  

used to assess attitudes 

surrounding 

pain and pain 

management. Tool 

was developed by De 

Rond et al., 

in 2000. Instrument 

was later changed to 3 

categories. Reliability 

and validity not noted. 

 

201 nurses (n not given)  

and 68 physicians 

(n not given) completed 

the DPAQ.  

 

79.4% of the physicians 

(n= 68) felt the daily pain 

assessment was 

important. 

84.6% (n= 201) of the 

nurses felt the daily 

pain assessment was 

important. 

 

83.6% (n = 201) of the 

nurses felt the  

daily pain assessment 

worked well with their 

daily routine care.  

 

50% of the nurses and 

physicians ( n not 

specified) felt the daily 

pain assessment was 

appropriate. 

 

15.4% of nursing staff 

(n= 201) felt the  

physicians valued use of 

the daily pain assessment 

tool. However 47.1% of 

physicians stated they 

checked the patients' 

daily pain score. 

 

Communication between 

the medical staff 

increased according to 

46% of 

nursing staff (n= 201) 

and 37% of the 

physicians 

(n= 68). 50% of 

physicians  

felt that communication 

with nurses surrounding 

the patient's pain 

improved. 
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  Nurses' pain knowledge 

increased after 

implementation of the 

pain education program 

(pre test-71.1; post test- 

77.3; p ˂.001). Physicians 

were only assessed post 

program implementaion 

on the PKQ-DLV, which 

makes physician scores on 

pain knowledge unable to 

be fully interpreted. 

 

On attitudes towards pain 

management 4  attitudes  

(pts receive more/less/  

adequate/ unknown)were 

assessed pre and post 

program implementation. 

The attitudes of the 

nursing staff improved on 

these questions and were 

noted to be statistically 

significant at p ˂ .01 after 

the study. Other attitudes 

showing improvement 

after the program 

implementation included: 

nurses' opinion of quality 

pain management  

(p ˂ . 5 ; nurses pay 

enough attention to pts 

pain complaints 

(p ˂ . 1 ; and nurses have 

adequate skills and 

knowledge to relieve the 

pts' pain (p ˂ . 5 . 
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  Study limitations that 

should be noted 

include: no control group 

was used, nurses 

were surveyed pre and 

post program 

implementation, 

physicians were only 

surveyed post program 

implementation, 

PKQ-DLV was 

originally used to 

measure cancer patients' 

pain knowledge and the  

PAI had not been used 

frequently.  

Validity of both tools is 

questionable since no 

validity or reliability 

were established on these 

tools for this study. 

One other study 

limitation was noted in 

the nursing 

demographics. Nurses 

who completed the pre 

and post test were 

different than those who 

only completed 

one of the tests-

differences not noted. 

 

 


