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ABSTRACT 

KNOWLEDGE OF PAIN MANAGEMENT IN OLDER ADULTS AS A CONTENT 

AREA FOR CONTINUING PROFESSIONAL EDUCATION 

FOR LICENSED NURSES 

by Wanda Cleveland Dubuisson 

December 2008 

The research of the last 30 years has revealed the inadequacy of pain management 

in the older adult. Although evidenced based clinical practice guidelines exist to direct 

the management of pain in the older adult, health care providers are either unaware or 

lack the proper understanding of the guidelines. This study investigated the differences 

in knowledge of pain management in older adults when examining licensed acute care 

nurses and extended care nurses. It sampled 118 acute care nurses working in two 

hospitals in Mississippi and 78 extended care nurses working in six extended care 

facilities (ECF) in Mississippi. 

Based upon the findings of this study, there was a significant difference in three 

of the four hypotheses. There was a significant difference in the knowledge of pain 

assessment scores with acute care nurses scoring higher than extended care nurses. There 

was a significant difference in the knowledge of pharmacological pain management 

scores with acute care nurses scoring higher than extended care nurses. There was no 

significant difference in the knowledge of non-pharmacological pain management scores 

between acute care nurses and extended care nurses. There was a significant difference in 

the knowledge of pharmacological and non-pharmacological pain management in the 

older adult scores with acute care nurses scoring higher than extended care nurses. 

ii 



Interviews with educators in acute care facilities and extended care facilities revealed that 

there were more resources such as staff educator personnel devoted to continuing 

professional education in the area of pain management in acute care facilities than there 

were in extended care facilities. Comprehensive ongoing continuing professional 

education programs that contribute to transfer of learning and application of pain 

management principles may be the key to improving pain management in the older adult. 

in 
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CHAPTER I 

INTRODUCTION 

Inadequate pain management has long been cited as a common factor in 

patients' dissatisfaction with the health care system (Marks & Sachar, 1973; Merboth 

& Barnason, 2000). According to the joint Standards of Clinical Nursing Practice for 

Pain Management of the American Society for Pain Management Nursing and the 

American Nurses Association (American Nurses Association, [ANA], 2005, p.85), 

pain is the most common nursing diagnosis encountered by clinicians. Additionally, 

pain is cited as the most common problem experienced by patients and encountered 

by clinicians that lead people to seek medical attention (Clarke, et al., 1996; Simpson, 

Kautzman, & Dodd, 2002). 

The general population in America is aging, and the fastest growing segment 

of the population in the United States is composed of those older than age 85 

(Ebersole & Hess, 1998; Eliopoulos, C. 2001; McCaffery & Pasero, 1999; Stanley, 

Blair, & Beare, 2005). Older adults utilize health care resources to a greater degree 

than do younger persons. The Administration on Aging reports that most older adults 

have at least one chronic condition, and many have multiple conditions 

(Administration on Aging, 2004). The Agency for Healthcare Research and Quality 

(AHRQ) found that in 2002 more than one-quarter of community-dwelling 

Americans with the very highest expenditures for healthcare were between the ages of 

65 and 79, and another 14 % were aged 80 and older (Conwell & Cohen, 2005). 

Flaherty (2000) indicates that 25%-45% of older adults living in the community 

report having chronic pain. As a result, this population group is placing increased 
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demands on the health care system that will only worsen in time. Consequently, the 

health care of older adults is at risk of not being adequately managed, especially in 

the area of pain management. 

Ageism, a type of discrimination that accompanies aging and that is based 

only on age (Ebersole & Hess, 1998), remains a challenge in delivering appropriate 

health care to older adults. As a group, older adults have often been seen in negative 

terms (Ebersole & Hess, 1998), resulting in misconceptions that can influence the 

care provided to them. Stereotypes and stigmatization are frequent outcomes of 

ageism. Further, a lack of knowledge of normal aging patterns by health care 

providers can have a negative impact on how they treat older adults. For example, one 

stereotype or misconception holds that pain is an expected outcome of growing old. 

This can lead to undermedication of the older adult. 

Moreover, older adult patients are at increased risk for failure of health care 

providers to manage their pain appropriately due to misconceptions about pain 

management in this patient population (Pasero, Reed, & McCaffery, 1999). A study 

by Duerson, et al. (as cited in Ebersole & Hess, 1998) revealed that an increased 

amount of knowledge about aging decreased medical students' biases against aging as 

shown by scores on Palmore's Facts on Aging Quiz. Health care providers need to be 

aware of misconceptions about aging and their influence on patient outcomes, 

especially in the area of pain management. 

Today's public is more discriminating and more demanding of quality health 

care. As a result of being better informed, consumers of health care insist on 

knowledgeable clinicians who are current in the field of pain management. In fact, as 



3 

a result of the focus on pain management in healthcare, the 106 U.S. Congress 

passed H. R. 3244 that declared January 1, 2001 the beginning of the Decade of Pain 

Control and Research. In order to meet the objective of the emphasis on knowledge 

and practice of pain management in the older adult, adult education must find a way 

to transform licensed nurses' knowledge of pain assessment and pain management 

behaviors. Identification of knowledge deficit areas is the first step. Continuing 

professional education that facilitates transfer of learning regarding pain management 

in the older adult is the best method for producing competent practitioners in pain 

management. 

Background 

Pain and suffering were historically believed to be punishment from the gods 

(St. Marie, 2002). Primitive societies as well as the ancient Hebrews, used shamans, 

sorcerers, or priests as practitioners for treating pain. Egyptians drilled holes in skulls 

to treat headaches; Chinese developed acupuncture to treat pain; and the Greeks 

expanded the pharmaceutical management of pain (St. Marie). The basic science of 

pain and pain management has continued to be explored over the years. DeLeo 

(2006) points to Rene' Descartes as being identified as the first scientist to attempt to 

understand pain. Published in 1664, Descartes' The Treatise of Man first documented 

a scientific theory of pain transmission, albeit an incorrect one (DeLeo, 2006). 

In the early post World War II period pain was managed in nerve block clinics 

(St. Marie, 2002). In the 1970's pain management organizations began to be formed. 

The International Association for the Study of Pain (IASP) was formed in 1974; the 

American Society of Regional Anesthesia (ASRA) in 1976; the American Pain 



Society in 1977; the American Academy of Pain Medicine in 1983; and the American 

Society of Pain Management Nurses (ASPMN) in 1990 (St. Marie, 2002). 

For the past thirty years there has been an increased focus on understanding 

and treating pain. Marks and Sacher found in a study published in 1973 that a 

majority of medical inpatients reported experiencing moderate to severe pain and that 

their physicians did not appropriately manage the patients' pain pharmacologically. 

Although the past 15 years have shown progress in the study of pain, there has been 

little improvement in managing patient's pain (McCaffery & Pasero, 1999). More 

recent studies (Coyne et al., 1999; Gujol, M. C , 1994; Wessman & McDonald, 1999) 

have identified nurses' lack of knowledge of pain assessment and pain management. 

This knowledge deficit results in needless pain and suffering and negatively impacts 

the health care of patients (McCaffery & Pasero, 1999). 

The Joint Commission on Accreditation of Health Care Organizations 

(JCAHO, 2000) specifies pain assessment and pain management standards that must 

be met in order for a health care organization to remain accredited. Because JCAHO 

has targeted pain management, health care facilities must now demonstrate that their 

employees are able to manage patients' pain appropriately. These pain management 

accreditation standards have been in place since January 1, 2001. Health care 

facilities have been working to ensure that the knowledge level of their nursing staff 

meets these standards. These facilities attempt to ensure competency in a variety of 

ways. Most commonly they require employees to attend continuing professional 

education programs. The education departments of health care facilities are 

responsible for developing and implementing programs that will meet the learning 
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needs of the nursing personnel. However, simple attendance at continuing 

professional education programs and learning are not synonymous. Nor does 

attendance ensure implementation of the new knowledge. 

The research prior to January 2001 did not support institutional compliance in 

the area of pain management; thus, appropriate standards for quality care have not 

been met, resulting in the undertreatment of patients (McCaffery & Ferrell, 1997). 

While the JCAHO requirements have been in place since January 2001, little 

published research exists to support the belief that health care facilities have 

improved their nursing staffs basic knowledge of pain management or that patients' 

reported pain intensity has decreased. Even fewer published studies examine 

knowledge of pain management in the older population. Of particular concern is the 

lack of research regarding those working in extended care facilities. 

Pain is a universal problem. The risk for health care complications increases 

when health care providers do not manage pain appropriately (Furrow, 2001; Merboth 

& Barnason, 2000). When patients hurt, they do not move as much, deep breathe as 

much, or participate in activities as much. As a result, the risk for complications of 

immobility increases. Moreover, unrelieved pain can result in the following 

complications: a depressed immune response; initiation of the stress response; 

alteration in the cardiovascular system as a result of activation of the sympathetic 

nervous system; diminished gastrointestinal, genitourinary, and pulmonary 

functioning; delayed healing; and deep vein thrombosis (Curtiss, 2001; McCaffery & 

Pasero, 1999). Furthermore, inadequate pain management negatively affects quality 

of life and patient satisfaction. 
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In addition to the deleterious effects on patients, health care costs are 

increased when pain is not managed appropriately. Curtiss (2001) indicates that an 

estimated $100 billion annually is spent treating chronic, unrelieved pain and its 

effects. Furrow (2001) reports that appropriate pain management improves patient 

outcomes as evidenced by reduced hospital time and decreased hospital costs. 

McCormick, Cummings, and Kovner (1997, p.538) further report that after 

implementation of the acute pain standards from the 1992 AHCPR Acute Pain 

Management Clinical Practice Guideline, several hospitals documented reduced 

length of stays and increased patient reports of pain relief compared to a time period 

prior to implementation of the guidelines. 

There are many barriers to effective pain management. The health care 

providers, both nurses and physicians, may have inadequate knowledge to effectively 

manage pain (Coyne, et al., 1999; Drayer, Henderson, & Reidenberg, 1999; Nagel-

Erickson, 2002). Also, health care providers may believe that they are the best judges 

of the person's pain. It is often assumed that pain produces similar physiological 

responses in all persons. In addition, both patients and health care providers have an 

unrealistic fear of addiction or respiratory depression (McCaffery & Pasero, 1999; 

McGuire, 2005). Lastly, the cultural beliefs of both patients and healthcare providers 

influence pain management. 

The percentage of the older population is increasing at a rapid rate. For this 

segment of the population pain is a significant problem. Older adults frequently 

have one or more chronic illnesses that may result in pain of some degree. This pain 

restricts their ability to carry out activities of daily living (ADLs) and erodes their 
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quality of life. Often both patients and clinicians stereotypically expect that pain is a 

normal function of aging and, therefore, do not aggressively treat the cycle of pain. 

Additionally, many older adults become disoriented or confused when admitted to 

the unfamiliar surroundings of a health care institution. As a result they do not 

adequately express their feelings of pain or discomfort to the health care provider. 

The literature presents many anecdotal accounts of nursing staff inadequately 

treating patients' pain. A number of articles deal with the psychological aspects of 

the pain experience (Davitz & Davitz, 1980, 1981; Raine et al., 2002; Soares & 

Grossi, 1999), while other articles cite research on gender and ethnic disparities 

(Ramer et al, 1999; Todd & Lee, 1994; Weisse, Sorum, Sanders, & Syat, 2001). All 

these factors compound the problems associated with adequate pain management in 

the older adult. 

Utilizing principles of adult learning may be the key to improving the quality 

of the education program and ultimately the knowledge and practice of pain 

management among nurse clinicians. Adult education can address health 

management problems such as pain management through continuing professional 

education. Houle (1980) observed that continuing education contributes to the 

assurance of professional quality. As such, continuing professional education 

remains a cornerstone of sustaining quality patient care. In Continuing Learning In 

the Professions (1980), Houle additionally discusses the concept that life-long 

learning in the form of continuing professional education is essential for any 

profession to maintain quality of performance. Continuing professional education 

implies that transfer of learning occurs in order to make the education useful. 
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Transfer of learning can be defined as taking the generalization of information 

learned in training or professional education settings and applying it to the work 

environment or life situation as well as maintaining the learned information over time 

(Kirwan & Birchall, 2006). Kirwan and Birchall identified three categories of factors 

that affect transfer of learning in a training or continuing education setting. These 

broad categories are trainee factors, training design factors and work environment 

factors. They found that trainee factors encompass motivation to learn, personality 

factors, learner expectations, goal orientation, cognitive factors, and commitment to 

the organization. Training design factors are influenced by learning strategies, use of 

various training methodology, and use of distributed learning rather than massed 

learning. Further, goal setting and coaching have been found to be effective strategies 

in promoting transfer of learning. A work environment in which there is supervisory 

support and peer support is highly effective in facilitating transfer of learning from 

continuing education programs (Kirwan & Birchall, 2006). 

Transfer of learning originally occurs when the would-be nurse completes an 

introductory nursing program, including supervised clinical experiences. Further 

transfer of learning takes place as the graduate practitioner gains clinical expertise 

through first hand experience. Some form of continuing professional education then is 

utilized to ensure that the practitioner's education and clinical practice remains 

current. Adult educators are responsible for facilitating the transfer of knowledge in a 

variety of human resource development settings. 

As Houle (1980) asserted, initial preparation for practice does not sustain a 

clinician throughout the life of a career. Only continued learning assures the 
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maintenance and improvement of quality of practice. Licensed nurses must, 

therefore, be knowledgeable of how to translate pain management standards into 

practice. Improved practice as a result of these standards will impact pain 

management of older adults. Identifying general patterns of pain management 

knowledge deficit and, in particular, deficits related to pain management in older 

adults, will guide health care facilities' education departments in tailoring continuing 

professional education programs to meet the learning needs of the licensed nursing 

staff in facilitating transfer of learning. 

Statement of the Problem 

Ineffective pain management has been documented as an area of concern 

among clinicians, patients, and health care institutions. The "graying" of America is 

accelerating and leading to a management problem with this segment of the 

population. The thrust of past research has focused on pain management knowledge 

of health care providers in acute care settings. There are far fewer studies that 

concentrate on identifying the pain management knowledge level among nurses that 

care for older adults in extended care settings. 

In spite of numerous studies identifying a general pain management knowledge 

deficit, the problem remains. Little current research assesses whether or not the 

organizational push from the JCAHO accrediting body is influencing pain 

management knowledge and spurring change. A number of questions remain 

unstudied. Thus this dissertation will address whether general pain management 

knowledge differs between licensed acute care nurses and licensed extended care 
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nurses and whether the difference in pain management knowledge differs in relation 

to older adults. 

Purpose of the Study 

The purpose of this study is to determine if differences exist between licensed 

acute care nurses and extended care nurses in their knowledge of pain management in 

older adults. This comparison study will include licensed nurses caring for adult 

patients and working in acute care facilities in Mississippi and licensed nurses caring 

for primarily older adults and working in extended care facilities in Mississippi. 

The fundamental goals of the study are to improve the understanding of 

clinical applications of pain management knowledge, to guide planning of 

continuing professional education for licensed nurses, and to enhance and expand 

the theoretical foundation of adult education theory and nursing theory. 

The specific goals of this study are: 

1. To identify and evaluate descriptive data of the subjects relative to the 

variables of the study. 

2. To compare pain management knowledge, including assessment and 

pharmacological and non-pharmacological, between licensed nurses working 

in acute care settings and licensed nurses working in extended care facilities. 

3. To compare pain management knowledge relating to older adults between 

nurses working in acute care settings and nurses working in extended care 

facilities. 
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4. To determine deficit areas in pain management knowledge related to older 

adults as content areas for continuing professional education among licensed 

nurses. 

Research Hypotheses 

The hypothesis for this study will include: 

Hi: There will be a significant difference in the knowledge of pain assessment 

scores between acute care nurses and extended care nurses. 

H2: There will be a significant difference in the knowledge of pharmacological 

pain management scores between acute care nurses and extended care nurses. 

H3: There will be a significant difference in the knowledge of non-

pharmacological pain management scores between acute care nurses and 

extended care. 

H4 There will be a significant difference in the knowledge of pharmacological 

and non-pharmacological pain management in older adults scores between 

acute care nurses and extended care nurses. 

Definitions of Terms 

For the purposes of this study, the following operational definitions will be 

used: 

1. Acute care nurses refer to nurses treating acutely ill patients in acute care 

facilities. 

2. Adult refers to a person older than the age of 20 who is either living 

independently or has lived independently. 



Adult learner is an individual who is involved in post-secondary formal or 

informal education. 

Andragogy refers to an adult learning theory encompassing a set of 

assumptions that reflects the characteristics of adult learners (Rnowles, 

1990A). 

Clinical practice guidelines are clinical management standards that have 

been systematically developed through research, extensive literature review, 

and expert clinical judgment. These standards are designed to assist health 

care providers in making appropriate decisions about pain management. 

Continuing professional education program is an educational program that is 

considered staff development for a health care facility. 

Extended care nurses refer to nurses working in nursing homes treating 

primarily older adults. 

Joint Commission on Accreditation of Healthcare Organizations (JCAHO) is 

an independent, not-for-profit organization whose goal is to improve the 

safety and quality of healthcare provided to the public through the provision 

of health care accreditation and related services (2002). 

Knowledge of pain assessment refers to the knowledge of those standards 

necessary for assessing the existence and intensity of the patient's pain and 

the effectiveness of any treatments (McCaffery & Pasero, 1999, p. 5) 

Knowledge of non-pharmacological pain management refers to the 

knowledge of those standards necessary for utilization of non-medication 
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interventions or treatments for pain management including cutaneous 

stimulation, distraction, and relaxation (McCaffery & Pasero, 1999, p. 400). 

11. Knowledge of pharmacological pain management refers to the knowledge of 

those standards necessary for administering analgesic medications, including 

non-opioids, opioids, and adjuvants (McCaffery & Pasero, 1999, p. 104) 

12. Learning is a process in which a change in behavior, knowledge, or attitudes 

occurs as a result of experience. 

13. Licensed nurse is a nurse who has completed a vocational nursing program, 

diploma nursing program, an associate degree nursing program, or a 

baccalaureate nursing program and passed the state board licensing 

examination. 

14. Older adult refers to an individual who is age 65 or older. 

15. Pain management is a comprehensive approach to managing the pain of 

individuals that includes pain assessment, pharmacological pain 

interventions, and non-pharmacological pain interventions. 

Delimitations 

1. The study will be limited to licensed nurses working on adult medical-

surgical nursing units in acute care facilities and licensed nurses working in 

extended care facilities. 

2. The time frame for this study will be restricted to 2008. 

3. The sample size in this study may be small. 

4. There will be no randomization of subjects in this study. 
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5. All subjects, variables, and conditions not so identified are considered 

beyond the scope of this study. 

6. The generalizability of the results may be limited by the design and the 

sample. 

Assumptions 

The following assumptions will be made in this study: 

1. The anonymity of the participants will assure the honesty of the responses of 

nurses to test items regardless of the setting. 

2. The sample will represent the population of interest. 

3. Acute care nurses have experience working with patients experiencing acute 

and/or chronic pain. 

4. Extended care nurses have experience working with patients experiencing 

acute and/or chronic pain. 

Justification of the Study 

Pain management is often ineffective because pain is a highly subjective 

phenomenon. Health care providers are taught the following accepted definition of 

pain: "Pain is whatever the person experiencing it says it is, and existing whenever 

the person says it does" (McCaffery & Pasero 1999, p. 17). Pain assessment has been 

found to be one area of deficient knowledge (Carr, 1997; Coyne et al., 1999). Carr 

(1997) found that although all nurses were able to use a pain assessment instrument, 

this knowledge did not guarantee an improvement in the quality of pain management. 

Carr's findings suggest that nurses need educational offerings that demonstrate the 

relationship between pain assessment and pain management. 
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Older patients are at increased risk for inadequate management of their pain. 

As a consequence, they continue to suffer pain needlessly. Therefore, pain must be 

assessed and managed appropriately. People do not necessarily perceive pain in the 

same way or possess the same beliefs about pain. To further complicate the situation, 

the established guidelines for assessing pain in adults are not intended for those who 

are unable to verbally communicate their discomfort. The result is unnecessary 

discomfort for patients, increased costs, and increased use of resources. 

Clinical practice guidelines have been developed as an organized method for 

directing patients and health care providers in making effective health care 

management decisions and in guiding the delivery of care. These guidelines identify 

appropriate care for specific clinical situations, e.g., pain management, both acute and 

chronic. In addition, these clinical practice guidelines are based on scientific evidence 

and a consensus of opinion of health care experts. The Agency for Healthcare Policy 

and Research (AHCPR), a division of the Public Health Service, was initially 

responsible for developing clinical practice guidelines for a variety of disorders. In 

1996, it transferred this responsibility to individual specialty organizations that 

submit their standards of practice to the National Guideline Clearinghouse. The 

National Guideline Clearinghouse (2002) collects and disseminates this information 

to interested persons. The agency's mission is to improve the quality of health care 

and to improve access to health care services by providing an easily used mechanism 

for disseminating objective, detailed information on accepted clinical practice 

guideline standards. 
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Educators must make these standards for pain management available to 

nurses and readily transferable into practice in order for implementation of the 

standards to occur in the clinical setting. Nurses may desire to maintain currency in 

nursing knowledge but they don't know how to translate that knowledge into 

practice. Often current policies and procedures regarding pain assessment and 

management are not reflected in practice; therefore, continuing professional 

education in the area of pain management must be provided to clinicians. Continuing 

professional education is a fundamental component of quality patient care. Staff 

development educators must design and implement educational programs that 

increase nurses' knowledge and willingness to transfer that knowledge into practice. 

In addition, staff development educators must begin to address the effect of 

misconceptions about aging and pain and their influence on patient care. 

The value of this research study is that it provides information regarding 

nurses' level of knowledge regarding pain management and attitudes toward older 

adults following the implementation of the JCAHO pain management standards. The 

need for research to support improved pain management for patients is both apparent 

and obvious. The population of those persons aged 65 years and older in the United 

States alone will reach between 20%-25% of the population by the year 2035, with 

the largest growth occurring in those aged 85 years and older (Stanley, Blair, & 

Beare, 2005). If the current state of scientific knowledge of pain management in 

older adults is translated into practice, then older adults will benefit from this research 

by experiencing adequate pain management. When deficits in knowledge are 

identified, then these deficits can be addressed. This research provides direction to 
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education departments of health care institutions as continuing professional education 

programs are planned. This study sought to provide direction for program 

development and improved delivery of pain management care in both acute and 

extended care facilities. 

Summary 

"Pain is a universal patient phenomenon" (Coyne et al., 1999, p.154). The last 

30 years have seen a concerted effort by health care professionals to investigate the 

phenomenon. Unfortunately, health care providers have demonstrated only small 

increments in knowledge of pain management during that time. The primary 

accrediting agency for healthcare institutions has placed a priority on pain 

management; the United States Congress has designated the current decade as the 

Decade of Pain Control and Research; and healthcare institutions have begun to 

make commitments to confronting the problem. Older adults are especially 

vulnerable to the consequences of inadequate pain management. Comprehensive 

ongoing programs that contribute to transfer of learning and application of pain 

management principles may be the key to correcting the problem. 
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CHAPTER II 

REVIEW OF LITERATURE 

Theoretical Framework 

The theoretical framework that informed this study was based upon principles 

of adult learning. Themes woven throughout the study were continuing professional 

education and knowledge of pain management standards in the older person including 

assessment, pharmacological and non-pharmacological interventions. 

A comprehensive review of the literature in English relevant to the current 

study was completed using the computerized indexes of Academic Search Elite and 

Premiere, ANNA, CINAHL Plus, EBSCO Online Citations, ERIC, Education 

Research Complete Database, and MEDLINE to search for appropriate references. 

In addition, reference citations in books, articles, dissertations, and papers provided 

direction leading to further resources. The search of online databases yielded 

abstracts of articles, full-text articles, and books addressing the following topics: (a) 

pain management knowledge, (b) pain knowledge and attitudes, (c) pain management 

education, (d) nursing knowledge, (e) older adult/elderly/old age, (f) adult learning, 

(g) life-long learning, (h) continuing professional education, and (i) transfer of 

learning. 

Although a large amount of data were collected on each of these topics, little 

published literature distinguishes whether or not the requirement by JCAHO to utilize 

pain management standards has resulted in changes in nurses' knowledge or 

implementation of that knowledge. On the other hand, there are numerous studies that 

examine attitudes toward the older adult. However, extensive research regarding 
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nurses' knowledge of pain management in the older person has not been published. 

Although some studies examine pain management knowledge among nurses working 

in extended care facilities (ECF), there exists a paucity of comparison studies of pain 

management knowledge between nurses working in acute care facilities (ACF) and 

those working in ECFs. A review of the literature relevant to nurses' knowledge of 

pain management in older persons as a content area for continuing professional 

education for licensed nurses will be summarized in this chapter. 

Pain Management 

Health care professionals are in agreement that pain is defined by the patient 

and is whatever the person experiencing it says that it is (McCaffery & Pasero, 1999). 

The patient's report of pain is the gold standard of pain assessment. "Pain, whatever 

its sources, is one of the most common complaints of the elderly" (Ebersole & Hess, 

1998, p. 330). In the mid 1980's the World Health Organization (WHO) identified 

the undertreatment of pain to be a public health crisis. 

Surveys of both medical and nursing schools reveal that there is inadequate 

time spent on pain management education (Breitbart, Rosenfeld, & Passik, 1998; 

Ferrell, McGuire, & Donovan, 1993; Frankel, 1998; Graffam, 1990; Zalon, 1995). 

Forty percent of U. S. medical school graduates reported that they received no 

training in pain management and little clinical experience in pain management 

(Frankel, 1998). A review of prestigious U. S. medical schools reveals that they 

devote approximately one hour in the curriculum to pain management content while 

U.S. nursing schools devote on average 3.9 hours in the curriculum to pain 

management content (Ferrell as cited in Batten, 1995). Carr (1998) reports that 82% 



20 

of physicians surveyed in a descriptive study indicated that their education had been 

deficient in die area of pain management. Graffam (1990) indicated that a National 

League for Nursing survey found 48% of the baccalaureate nursing programs spent 4 

hours or less on pain management education. Likewise, a survey of faculty in schools 

of pharmacy in the United States reported that pain management was inadequately 

covered in the curricula of many schools of pharmacy (Singh & Wyant, 2003). The 

consensus is that pain management is not adequately addressed in the curricula of 

professional schools that deal with health care of individuals. 

In a review of content relating to pain management in older adults, Ferrell 

(1991) found a paucity of information included in medical and nursing textbooks. 

Additionally, Ferrell, McCaffery, and Rhiner (1992) reviewed 14 nursing textbooks 

published from 1985 to 1991. Eight of the textbooks were pharmacology texts and six 

were medical-surgical textbooks. The researchers found confusing terminology and 

incorrect information. The fear of addiction with the use of narcotics for analgesia 

was incorrectly fostered. 

In a study that analyzed the amount and types of content regarding pain and 

end-of-life care in 50 nursing textbooks, Ferrell, Virani, and Grant (1999; 2000) 

found that not only were the subjects inadequately covered, but that in some cases 

erroneous information was provided. 

Internationally, Twycross (2000) found in a study of select British nursing 

programs that there was superficial coverage of pain management. The author 

suggested that nursing education did not appear to be adequately preparing nurses in 

the area of pain management. It is evident from the preceding data that both nursing 
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and medical students are not receiving a sufficient education in the area of pain 

management and certainly not pain management in the older adult. Moreover, even 

the textbooks are deficient in these areas. 

In a follow-up study Twycross (2002) reviewed the literature for articles related 

to the effectiveness of current methodologies used to educate nurses regarding pain 

management. The majority of articles were published between 1990 and 2001. The 

author suggests that nursing education does not seem to be adequately preparing 

nurses to manage pain in the clinical arena. The recommendations from this review 

of research studies found: 

1. There is a need to ensure that nurses have the knowledge and skills to 

manage pain effectively; 

2. Regular updates about pain management should be provided for all 

nurses; 

3. Educational initiatives should be evaluated with relation to changes in 

practice over a prolonged period; 

4. The teaching strategies which support adult learning and encourage 

deep approaches to learning should be used; 

5. A variety of teaching strategies should be used to teach pain 

management including: teaching rounds, case studies, journal clubs, 

reflection and teaching rounds (sic); 

6. There is a need to carry out further research to ascertain: 

• Whether an increase in knowledge is reflected by changes in 

practice; 
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• Which teaching methods are most effective in facilitating 

changes in practice (p. 712). 

People do not necessarily perceive pain in the same way or possess the same 

beliefs about pain. These differences in belief can influence the way that nurses care 

for patients in pain. Failure to manage pain effectively relates to the reality that pain 

is a highly subjective phenomenon. In the past thirty to forty years, nursing education 

has taught that the patient is the authority on the pain experience (McCaffery & 

Pasero, 1999, p. 17). Because of this subjectivity, the use of a formal assessment 

instrument can standardize the assessment and treatment of pain. Although a variety 

of reliable pain assessment tools exist (numerical scales and visual analog scales are 

the two most commonly used), Carr (1997) found that healthcare providers were not 

utilizing pain assessment tools in the general hospital environment. Furthermore, 

Carr found that although all nurses were able to use a pain assessment instrument, this 

knowledge did not guarantee an improvement in the quality of pain management. 

Carr's findings suggest that nurses need educational offerings that demonstrate the 

relationship between pain assessment and pain management. 

A study reported in the Journal of Advanced Nursing Practice (Starck, 

Sherwood, & Adams-McNeil, 2000) found a number of factors contributed to poor 

pain management. Among these were knowledge/education deficiencies; lack of 

assessment and documentation; inappropriate drug choice, route, and scheduling; and 

failure to use appropriate non-pharmacological adjuncts. 

In an investigation of 30 pain assessment instruments for use in the 

cognitively impaired older adult, Stolee et al. (2005) found that overall the 



23 

instruments were inadequate and needed further research. In addition the researchers 

found that reliability and validity were either basic or unavailable for most 

instruments. 

In a study of trauma patients in the emergency room, Silka, Roth, Moreno, 

Merrill, and Geiderman (2004) found that when verbal pain scores were used to 

assess for pain, analgesic administration increased. It was not reported if this result 

held up over time. 

McCaffery's Pain Knowledge and Attitude Survey is one of the most 

commonly used instruments to identify health care providers' knowledge and 

attitudes regarding pain management. Using this instrument, McCaffery and 

Robinson (2002) surveyed via a professional nursing magazine over 3,000 nurses 

regarding their knowledge of pain management. Only 4% of respondents answered 

all of the questions correctly. More than 50% of those respondents received a score 

of less than 80% (the minimum score identified for adequate knowledge). So it 

would seem that, in general, nurses continue to exhibit deficits in pain management 

knowledge. 

As previously mentioned, basic nursing education in pain management has 

historically been minimal. A descriptive study conducted in a baccalaureate nursing 

program during the years of 2000 and 2002 demonstrated that some improvements 

are being made in nursing knowledge even though gaps remain (Goodrich, 2006). 

McCaffrey's Pain Knowledge and Attitude Survey was administered to sophomore, 

junior, and senior nursing students at the beginning and the end of each semester for 

two consecutive years. Additionally faculty were administered the survey plus 
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questions related to pain-related content in their courses. The researcher found that 

although students' knowledge and attitudes regarding pain management improved 

over time in the program, deficit areas still remained. While faculty members have 

basic pain management knowledge, implementation in the curriculum is spotty at 

best. This inconsistency may translate into the identified student gaps in knowledge. 

Barriers to adequate pain control that nurses experience have been identified 

in the literature. Inadequate or faulty educational preparation has already been 

addressed. Further barriers are lack of skill to assess and manage pain effectively, 

failure to accept the patient's self-report of pain (belief that the patient is 

exaggerating), unjustified fear regarding the side effects of opioids (respiratory 

depression and addiction), confusion regarding the difference between tolerance and 

addiction, staffing patterns/workloads, cultural/communication impediments; 

institutional support for pain management, and lack of comprehensive treatment 

protocols (McCaffery & Pasero, 1999; Merboth & Barnason, 2000; Simpson et al , 

2002; Starck et al., 2000; St. Marie, 2002). Puls-McColl, Holden, and Buschmann 

(2001) found in their study that insufficient time to manage workload and patient care 

responsibilities was the most significant barrier to effect pain management. 

Gordon et al. (2002) examined the literature from 1992-2001 relating to 

quality improvement in pain management. They analyzed the data and determined 

six quality indicators for hospital-based pain management. "These indicators include: 

The intensity of pain is documented with a numeric or descriptive rating scale; pain 

intensity is documented at frequent intervals; pain is treated by route other than 

intramuscular; pain is treated with regularly administered analgesics, and when 
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possible, a multimodal approach is used; and patients are adequately informed and 

knowledgeable about pain management" (Gordon et al., 2002, p.l 17). 

Further, Gordon et al. (2002) found in examining the literature that certain 

trends emerged. One finding indicated that pain intensity ratings by patients 

remained consistently high, even in studies done over time at the same institutions. 

This seems to suggest that pain is not being managed effectively. A second trend was 

the impact of pain on function. Higher pain intensity ratings were associated with 

impaired physical and psychological functioning. A paradoxical finding indicated 

that even though patients reported high pain intensity ratings, the majority described 

high satisfaction ratings with pain management. Often patients did not understand or 

know how to answer the questions. This seems to suggest that patients may not be 

knowledgeable enough about their pain management to be able to appropriately 

evaluate it. 

A further finding revealed an increased frequency of pain assessments over 

time with no decrease in patient report of pain intensity. In other words, the 

documentation may increase but management interventions are not increasing 

correspondingly that result in decreased reports of pain. Lastly, the range and 

appropriateness of pain management treatment has not been adequately studied. 

Several non-recommended treatments continue to be implemented. These are the use 

of the intramuscular route, the use of meperidine, and the use of "as needed" (PRN) 

rather than round-the-clock dosing. The authors (Gordon et al., 2002) indicated that 

post-operative pain in the hospital setting is most effectively managed using multiple 
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methods such as regional anesthesia, non-steroidal anti-inflammatory drugs 

(NSAIDS) and opioids, as well as, non-pharmacologic methods. 

The pattern of inadequate pain management knowledge has continued through 

the 1990's and into the 21st Century. A number of studies worldwide support the 

notion that deficient pain management knowledge among health care providers is an 

international problem as well (Brown, Bowman, & Eason, 1999; Cason, Jones, 

Brock, Maese, & Milligan, 1999; Ger & Wang, 2000; Gujol, 1994; Manworren, 2000; 

McMillan, Tittle, Hagan, Laughlin, & Tabler, 2000; Puls-McColl et al., 2001; Tanabe 

& Buschmann, 2000; Van Niekerk & Martin, 2001). 

Although a study by Manworren (2000) identified a wide range of pain 

management knowledge deficiencies, nurses with master's degrees and specialty area 

nurses (hematology/oncology, intensive care, and emergency room) scored higher 

than nurses from other patient care areas. This may suggest that either the academic 

arena and/or frequent exposure to critical patients in pain have spurred these nurses to 

increase their pain management knowledge. 

Mackintosh and Bowles (2000) recount that a report in 1990 by the Royal 

College of Surgeons and College of Anaesthetists in the United Kingdom spurred the 

development of the Acute Pain Services (APS) in an attempt to correct pain 

management deficits. Mackintosh and Bowles replicated a study from 1994 that was 

made prior to the development of the APS. A questionnaire was used to obtain 

information regarding improved knowledge about and attitudes toward pain. The 

findings were inconclusive. There was an upward but statistically non-significant 

trend in improvement of scores. 
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As an alternative to a short continuing professional education program, 18 

nurses completed a 32-hour intensive pain management course designed to prepare 

them as pain resource nurses (PRNs) and role models on their respective units 

(McMillan, Tittle, Hagan, & Small, 2005). Eleven of the 18 nurses had baccalaureate 

degrees or higher. The results indicated pain knowledge scores increased but the 

testing was completed immediately following the educational intervention. A 

qualitative interview at one year revealed that the PRNs felt empowered in pain 

management and mentoring of colleagues. There was no report of the survey being 

repeated at that year interval so it is unknown if the knowledge scores held up over 

time. 

One-time educational interventions often show transient improvement in 

nurses' knowledge (Woodward, 1997). In one study a three-hour educational 

intervention was directed at paramedics' knowledge of basic pain management 

principles as well as their use of nonpharmacologic pain therapies, documentation of 

pain severity and characteristics, and in reassessment of pain following interventions 

(French et al., 2006). The researchers found that there was an increase in the 

paramedics' knowledge of basic pain management principles and increased utilization 

of non-pharmacologic pain therapies, but there was no significant change in the 

administration of analgesic medications. These paramedics were evaluated one-

month post-educational intervention. No further testing was done to determine if 

gains were sustained over time. 

While some studies have shown an immediate improvement in knowledge 

scores following an educational intervention (Erkes, Parker, Carr, & Mayo, 2001), 
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there is little research to support the belief that pain management knowledge is 

sustained over time. A study by Howell, Butler, Vincent, Watt-Watson, and Stearns 

(2000) found just the opposite. They found in a continuing professional educational 

program aimed at exploring the effects of an educational intervention on nurses' 

knowledge, attitudes, and practice in pain assessment and management, that the 

intervention was effective in initially improving knowledge, attitudes, and behaviors 

of the nurses' in the study, but the gains were not sustained over time. 

Dalton et al. (2001) audited the charts of 787 patients at 6 sites following an 

educational program on postoperative pain management that was presented to a 

multidisciplinary team comprising nurses, physicians, and pharmacists. The findings 

revealed that there was a 10% increase in documentation of pain parameters among 

the experimental group versus the control group who did not receive the educational 

program. It is not known if this result was maintained over time. 

Pain management initiatives that cover a wide range of strategies in delivering 

pain management education seem to be more effective in the long-term than single 

continuing professional educational programs. A pain management education 

program was implemented in a southeastern Unites States community hospital that 

included a comprehensive organizational policy for pain management (Simpson et al., 

2002). This program incorporated a pain management team that emphasized bedside 

clinicians, administrative and physician champions, standardized pain rating scales, 

an annual day-long pain conference, quarterly 60-minute pain management classes, 

and an annual skills validation workshop that used case studies, videos, and 
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brochures. In addition the institution monitored patient satisfaction with pain 

management and benchmarked against similar institutions within the state. 

Initially the researchers administered McCaffery's Pain Knowledge and 

Attitude Survey in 1998 (Simpson et al., 2002). At the end of the first phase of the 

program in 2000 a modified version of McCaffery's and Pasero's Pain Knowledge 

and Attitude Survey of 1999 was given to a convenience sample. In most cases the 

nursing 2000 scores were improved over the 1998 scores. The one score that was 

lower dealt with a ceiling for morphine. Unfortunately, even after two years of 

education there were some nurses who continued to consider that vital signs 

(temperature, pulse, respirations, and blood pressure) were more reliable indicators of 

pain than the patient's self-report. The researchers suggest that an extended time 

period is needed to affect changes in knowledge and attitudes. The findings from the 

study may point to the ongoing emphasis on pain management as the key difference 

in the effectiveness of continuing professional education. 

A study by Stromberg, Wickstrom, Joelsson, Sjostrom, and Haljamide (2003) 

examined the effect of a quality assurance program for postoperative pain 

management. This study scrutinized the long-term effects of such an ongoing 

program on staff members' attitudes toward pain management and on clinical 

outcomes. When comparing the experimental hospital with the control hospital, the 

researchers found that three years after implementation the staff members employed 

at the hospital with the ongoing quality assurance program, had scores on attitudes 

that were higher than the control group and were in compliance with generally 

accepted clinical practice guidelines for pain management. There were differences in 
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patient reports of pain experience on post-operative days two and three but no 

significant difference in patients' overall satisfaction with their pain management. 

There were no differences in postoperative nausea/vomiting between patients in the 

two hospitals. 

Although estimates vary, inadequate pain management is a major documented 

problem in health care (Carr, 1998). Regarding nurses' knowledge of pain 

management, there are several major sub-themes in the literature. One is that nurses 

do not possess adequate knowledge of pain management in general and that 

pharmacologic pain management knowledge is the most deficient area (Cason et al., 

1999; Coyne et al., 1999; McMillan et al., 2000). In addition, academic preparation, 

including didactic, clinical, and textbook offerings, is insufficient for appropriate pain 

management preparation for the novice nurse. Furthermore, traditional continuing 

professional education has not corrected this deficit. 

The Older Adult 

Although the category of old is arbitrary and varies with perception, older 

persons are often classified as to a specified age grouping: the young old or younger 

old (age 65-75), the older old, middle old or old (age 75-85), the old-old (age 85-

100), and the elite or oldest old (> age 100) (Eliopoulos, 2001, p. 14; Miller, 2004, p. 

5; McCaffery & Pasero, 1999, p. 677; St. Marie, 2002, p. 418). Females over 85 years 

of age are the fastest growing group of elders in the United States (Ebersole & Hess, 

1998, p.6; Miller, 2004, p. 5; St. Marie, 2002, p. 418). The U.S. Census Bureau 

predicts that the population over age 65 will rise from its current 13 % to almost 20 % 

by 2030 (U.S. Census Bureau, 2004). The population will be older and because of 









THE KNOWLEDGE OF PAIN MANAGEMENT IN OLDER ADULTS 
QUESTIONNAIRE 

HEALTHCARE FACILITY: 
NURSE INFORMATION PROFILE 

Directions: Place the number of the most appropriate response in 
each category on the answer sheet provided 

CATEGORY 

l.Age 

2. Gender 

3. Nursing 
Licensure 

4. 
Employment 
Status 

5. Primary 
Unit 

6. Years in 
Nursing 

7. Nursing 
Education 

RESPONSE 

• 20-30 years of age 
• 31-41 years of age 
• 42-52 years of age 
• 53 - 63 years of age 
• 64 + years of age 

• Female 

• Male 

• Licensed as an LPN 
• Licensed as a RN 

• Full-time employment 
• Part-time employment 

(1) 
(2) 
(3) 
(4) 

. (5) 

(1) 

(2) 

0) 
(2) 

(1) 
(2) 

• 0-5 years 
• 6-10 years 
• 11-15 years 
• 16-20 years 
• 21 or more years 

D highest level of nursing education achieved: 
• LPN: Practical Nursing 
• RN: AD or ADN 
• RN: Diploma 
• RN: BSN 
• RN: MSN or MS 

1 • RN: Doctoral Degree 

8. Are you familiar with the clinical 
practice guidelines for pain 
management? 

9. Have you read the clinical 
practice guidelines for pain 
management in the past 12 months? 

(1) 
(2) 
(3) 
(4) 
(5) 

(1) 
(2) 
(3) 
(4) 
(5) 
(6) 

Yes (1) No (2) 

Yes. (1) No (2) 
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10. Do you know where to locate a 
hard copy of the clinical practice 
guidelines for pain management? 

11. Do you know where to access an 
electronic copy of the clinical 
practice guidelines for pain 
management? 

12. Have you attended a pain 
management educational offering in 
the last 6 months? 

13. Have you attended an 
educational offering related to care 
of the older adult in the last 6 
months? 

14. Do you have input into 
developing objectives and 
accomplishing objectives for 
continuing education programs? 

15. Do you have input into 
developing programs for continuing 
education? 

Y e s _ _ ( l ) No (2) 

Yes (1) No (2) 

Yes (1) No (2) 

Yes (1) No (2) 

Yes (1) No (2) 

Yes (1) No (2) 

For questions 16-19 please indicate the category that best describes your perception of 
your competency in: 
16. Pain assessment. 

a. No competency 
b. Some competency 
c. Moderate competency 
d. Above average competency 
e. Expert competency 

17. Pharmacologic pain management. 
a. No competency 
b. Some competency 
c. Moderate competency 
d. Above average competency 
e. Expert competency 

18. Non-pharmacologic pain management. 
a. No competency 
b. Some competency 
c. Moderate competency 
d. Above average competency 
e. Expert competency 
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19. The ability to manage pain in older adults. 
a. No competency 
b. Some competency 
c. Moderate competency 
d. Above average competency 
e. Expert competency 
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APPENDIX D 

KNOWLEDGE of PAIN MANAGEMENT QUESTIONNAIRE WITH 

REFERENCES AND ANSWERS 

20. The most reliable indicator of the existence and intensity of acute pain is . 
(ACHPR 1992, p. 11) 
a. The patient's vital signs 
b. The patient's self-report of pain* 
c. The patient's non-verbal manifestations of pain, i.e., facial grimacing 

and restlessness 

21. Practice Guidelines at your hospital recommend the use of which type of pain 
assessment tool: (ACHPR 1992, p. 12) 
a. An adjective rating scale 
b. A visual analog scale 
c. A numerical rating scale* 
d. Other (please explain): 

22. Pain assessment and documentation of results should occur with 
postoperative adult patients. (ACHPR 1992, p. 12) 
a. At least every hour 
b. At least every 2 hours* 
c. At least every 4 hours 

23. It is estimated that the prevalence of pain is in those over age 60 than 
with those under 60. (ACHPR 1992, p. 57) 
a. The same as 
b. Two times greater* 
c. Three times greater 

24. Less than 50% of surgical patients report experiencing adequate pain 
management during the postoperative period. (ACHPR 1992, p. 4) 
a. True* 
b. False 

25. Once the patient has recovered from anesthesia, the mainstay of pain 
assessment should be the patient's self-report to assess pain perceptions and 
their cognitive response. (ACHPR 1992, p. 11) 
a. True* 
b. False 
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26. Relying on patients' or families' demands for analgesia on an "as needed" 
basis will produce intervals of inadequate pain control and worsen burdens of 
anxiety, loss of personal control, sleeplessness, and fatigue after surgery. 
(ACHPR 1992, p. 14) 
a. True* 
b. False 

27. Stress hormones are released when postoperative pain occurs and promote the 
breakdown of body tissue, impair immune function, and increases in 
metabolic rate, blood clotting, water retention, and pulse rate, and trigger 
negative emotions. (ACHPR 1992, p. 3) 
a. True* 
b. False 

28. A suitable interval for reassessing the effectiveness of analgesics is... 
(ACHPR 1992, p. 12) 
a. 30 minutes after parenteral drug therapy and 2 hours after oral 

analgesics have been administered 

b. 30 minutes after parenteral drug therapy and 1 hour after oral 
analgesics have been administered* 

NONPHARMACOLOGIC MANAGEMENT OF PAIN 

29. The clinical rationale for the combined use of cold and then heat packs is that 
cold packs facilitate the clearance of tissue toxins and accumulated fluids and 
heat packs decrease tissue injury response. (ACHPR 1992, p. 24) 
a. True 
b. False* 

30. Documentation of effectiveness of nonpharmacologic pain interventions, such 
as turning, repositioning, and relaxation measures are unnecessary because 
they are expected and routine nursing strategies. (ACHPR 1992, p. 11) 
a. True 
b. False* 

31. Research indicates that "easy listening" music and "personally preferred" 
music do not significantly decrease postoperative pain. (ACHPR 1992, p. 23) 
a. True 
b. False* 

32. Research indicates that patients who are provided preoperatively with detailed 
descriptions of discomforts to be expected postoperatively, experience 
decreased pain, decreased analgesic use, and shorter hospital stays. (ACHPR 
1992, p. 22) 
a. True* 
b. False 
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33. Preoperative patients should receive instruction regarding the importance of 
coughing, deep breathing, turning, and walking activities, along with 
suggestions on how to decrease physical discomforts from such activities. 
(ACHPR 1992, p. 22) 
a. True* 
b. False 

34. . Nonpharmacologic measures for pain control are divided into two (2) 
classifications, cognitive/behavioral (teaching, relaxation techniques, etc) and 
physical agents (hot/cold packs, TENS, position changes). (ACHPR 1992, p. 
21-23) 
a. True* 
b. False 

35. Nonpharmacologic approaches are intended to , not 
pharmacologic measures. (ACHPR 1992, p. 22, 76) 
a. Increase; decrease 
b. Supplement; replace* 

36. Brief jaw relaxation procedure is an effective measure to decrease pain and 
analgesic use. (ACHPR 1992, p. 23) 
a. True* 
b. False 

37. Post-operative ambulation, exercise, and mobility are improved by around the 
clock pharmacologic pain control and nonpharmacologic interventions. 
(ACHPR1992,p.22) 
a. True* 
b. False 

38. The combination of relaxation techniques and pharmacologic measures 
increase self report of pain. (ACHPR 1992, p. 22) 
a. True 
b. False* 
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APPENDIX E 

KNOWLEDGE OF PAIN MANAGEMENT QUESTIONNAIRE 

20. The most reliable indicator of the existence and intensity of acute pain is . 
a. The patient's vital signs 
b. The patient's self-report of pain 
c. The patient's non-verbal manifestations of pain, i.e., facial grimacing 

and restlessness 

21. Practice Guidelines at your hospital recommend the use of which type of pain 
assessment tool: 
a. An adjective rating scale 
b. A visual analog scale 
e. A numerical rating scale 
f. Other (please explain): 

22. Pain assessment and documentation of results should occur with 
postoperative adult patients. 
a. At least every hour 
b. At least every 2 hours 
c. At least every 4 hours 

23. It is estimated that the prevalence of pain is in those over age 60 than 
with those under 60. 
a. The same as 
b. Two times greater 
c. Three times greater 

24. Less than 50% of surgical patients report experiencing adequate pain 
management during the postoperative period. 
a. True 
b. False 

25. Once the patient has recovered from anesthesia, the mainstay of pain 
assessment should be the patient's self-report to assess pain perceptions and 
their cognitive response. 
a. True 
b. False 
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26. Relying on patients' or families' demands for analgesia on an "as needed" 
basis will produce intervals of inadequate pain control and worsen burdens of 
anxiety, loss of personal control, sleeplessness, and fatigue after surgery. 
a. True 
b. False 

27. Stress hormones are released when postoperative pain occurs and promote the 
breakdown of body tissue, impair immune function, and increases in 
metabolic rate, blood clotting, water retention, and pulse rate, and trigger 
negative emotions. 
a. True 
b. False 

28. A suitable interval for reassessing the effectiveness of analgesics is... 
a. 30 minutes after parenteral drug therapy and 2 hours after oral 

analgesics have been administered 

b. 30 minutes after parenteral drug therapy and 1 hour after oral 
analgesics have been administered 

NONPHARMACOLOGIC MANAGEMENT OF PAIN 

29. The clinical rationale for the combined use of cold and then heat packs is that 
cold packs facilitate the clearance of tissue toxins and accumulated fluids and 
heat packs decrease tissue injury response. 
a. True 
b. False 

30. Documentation of effectiveness of nonpharmacologic pain interventions, such 
as turning, repositioning, and relaxation measures are unnecessary because 
they are expected and routine nursing strategies. 
a. True 
b. False 

31. Research indicates that "easy listening" music and "personally preferred" 
music do not significantly decrease postoperative pain. 
a. True 
b. False 

32. Research indicates that patients who are provided preoperatively with detailed 
descriptions of discomforts to be expected postoperatively, experience 
decreased pain, decreased analgesic use, and shorter hospital stays. 
a. True 
b. False 
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33. Preoperative patients should receive instruction regarding the importance of 
coughing, deep breathing, turning, and walking activities, along with 
suggestions on how to decrease physical discomforts from such activities. 
a. True 
b. False 

34. Nonpharmacologic measures for pain control are divided into two (2) 
classifications, cognitive/behavioral (teaching, relaxation techniques, etc) and 
physical agents (hot/cold packs, TENS, position changes). 
a. True 
c. False 

35. Nonpharmacologic approaches are intended to , not 
pharmacologic measures. 
a. Increase; decrease 
b. Supplement; replace 

36. Brief jaw relaxation procedure is an effective measure to decrease pain and 
analgesic use. 
a. True 
b. False 

37. Post-operative ambulation, exercise, and mobility are improved by around the 
clock pharmacologic pain control and nonpharmacologic interventions. 
a. True 
b. False 

3 8. The combination of relaxation techniques and pharmacologic measures 
increase self report of pain, 
a, True 
c. False 
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APPENDIX F 

PAIN KNOWLEDGE AND ATTITUDE SURVEY WITH REFERENCES AND 

ANSWERS 

39. Meperidine (Demerol) IM is the drug of choice for prolonged pain. 
(Pain Knowledge and Attitude Survey, McCaffery & Robinson, Nursing 2002, 
question #4) 
a. True 
b. False* 

40. Analgesics for chronic pain are more effective when administered PRN 
rather than around-the-clock. 
(Pain Knowledge and Attitude Survey, McCaffery & Robinson, Nursing 2002, 
question #5) 
a. True 
b. False* 

41. The patient with pain should be encouraged to endure as much pain as 
possible before resorting to a pain relief measure. 
(Pain Knowledge and Attitude Survey, McCaffery & Robinson, Nursing 2002, 
question #7; Knowledge and Attitudes Regarding Pain tool, Ferrell & 
McCaffery, (http://prc.coh.org). revised 2005, #13) 
a. True 
b. False* 

42. Respiratory depression (less than seven breaths/minute for an adult) probably 
occurs in at least 10% of patients who receive one or more doses of an opioid 
for relief of severe pain. 
(Pain Knowledge and Attitude Survey, McCaffery & Robinson, Nursing 2002, 
question #8; Knowledge and Attitudes Regarding Pain tool, Ferrell & 
McCaffery, (http://prc.coh.org), revised 2005, #6) 
a. True 
b. False* 

43. Vicodin (hydrocodone 5 mg + acetaminophen 500 mg) is approximately 
equal to 5-10 mg of morphine PO or lA the dose of Demerol (meperidine) 75 
mg IM. 
(Knowledge and Attitudes Regarding Pain tool, Ferrell & McCaffery, 
(http://prc.coh.org), revised 2005, #18) 
a. True* 
b. False 

http://prc.coh.org
http://prc.coh.org
http://prc.coh.org


154 

44. If a patient's pain is relieved by administration of a placebo, the pain is not 
real. 
(Pain Knowledge and Attitude Survey, McCaffery & Robinson, Nursing 2002, 
question #10; Knowledge and Attitudes Regarding Pain tool, Ferrell & 
McCaffery, (http://prc.coh.org), revised 2005, #17) 
a. True 
b. False* 

45. Beyond a certain dose, increases in the dose of an opioid (narcotic) analgesic, 
such as morphine, will not increase pain relief. 
(Pain Knowledge and Attitude Survey, McCaffery & Robinson, Nursing 2002, 
question #11; Knowledge and Attitudes Regarding Pain tool, Ferrell & 
McCaffery, (http://prc.coh.org), revised 2005, #11) 
a. True 
b. False* 

46. Research shows that promethezine HC1 (Phenergan) and hydroxyzine 
(Vistaril) are reliable potentiators of opioid analgesics. 
(Pain Knowledge and Attitude Survey, McCaffery & Robinson, Nursing 2002, 
question #12; Knowledge and Attitudes Regarding Pain tool, Ferrell & 
McCaffery, (http://prc.coh.org), revised 2005, #9) 
a. True 
b. False* 

http://prc.coh.org
http://prc.coh.org
http://prc.coh.org
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APPENDIX G 

PAIN KNOWLEDGE AND ATTITUDE SURVEY 

39. Meperidine (Demerol) IM is the drug of choice for prolonged pain. 
a. True 
b. False 

40. Analgesics for chronic pain are more effective when administered PRN 
rather than around-the-clock. 
a. True 
b. False 

41. The patient with pain should be encouraged to endure as much pain as 
possible before resorting to a pain relief measure. 
a. True 
b. False 

42. Respiratory depression (less than seven breaths/minute for an adult) probably 
occurs in at least 10% of patients who receive one or more doses of an opioid 
for relief of severe pain. 
a. True 
b. False 

43. Vicodin (hydrocodone 5 mg + acetaminophen 500 mg) is approximately 
equal to 5-10 mg of morphine PO or /4 the dose of Demerol (meperidine) 75 
mglM. 
a. True 
b. False 

44. If a patient's pain is relieved by administration of a placebo, the pain is not 
real. 
a. True 
b. False 

45. Beyond a certain dose, increases in the dose of an opioid (narcotic) analgesic, 
such as morphine, will not increase pain relief. 
a. True 
b. False 

46. Research shows that promethezine HC1 (Phenergan) and hydroxyzine 
(Vistaril) are reliable potentiators of opioid analgesics. 
a. True 
b. False 
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APPENDIX H 

KNOWLEDGE OF PAIN MANAGEMENT IN THE OLDER ADULT WITH 

REFERENCES AND ANSWERS 

47. Pain is an expected outcome of growing old. 
(Pasero, Reed, McCaffrey, 1999, p.675) 
a. True 
b. False* 

48. The perception of pain decreases in the older adult. 
(Pasero, Reed, McCaffrey, 1999, p.675) 
(Iowa City [LA], 1999—Standard Pharmacologic Management Standard 1. a.) 
a. True 
b. False* 

49. Many older adults may use terms such as ache or discomfort rather than the 
term pain in describing the pain experience. 
(Iowa City [IA], 1999—Baseline Pain Assessment Standard 1.) 
a. True* 
b. False 

50. If the older adult does not report pain, then the person is not in pain. 
(Pasero, Reed, McCaffrey, 1999, p.675) 
a. True 
b. False* 

51. Effective pain management is appropriate for all patients, including dying 
patients. 
(Pasero, Reed, McCaffrey, 1999, p.691) 
a. True* 
b. False 

52. Fear of addiction may keep many older adults from reporting pain 
(Iowa City [LA], 1999—Baseline Pain Assessment Standard 4.a.) 
a. True* 
b. False 

53. If an older adult does not appear to be in pain or is sleeping, then that person 
is not experiencing pain. 
(Pasero, Reed, McCaffrey, 1999, p.675) 
a. True 
b. False* 
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54. Opioids are too dangerous to use in the older adult because of possible side 
effects. 
(Pasero, Reed, McCaffrey, 1999, p.676) 
a. True 
b. False* 

55. Meperidine (Demerol) may produce increased confusion levels in older adults. 
(Iowa City [IA], 1999—Pharmacologic Management Standard 2.) 
a. True* 
b. False 

56. Cognitively impaired patients experience diminished pain sensations. 
(Pasero, Reed, McCaffrey, 1999, p.676) 
(Iowa City [IA], 1999—Monitoring the Acute Pain Experience Standard 2. d.) 
a. True 
b. False* 

57. Acetominophen is the first analgesic to use for mild to moderate 
musculoskeletal chronic pain in older adults. 
(American Geriatric Society—Major Recommendation 4; Pasero, Reed, 
McCaffrey, 1999,p.689-690) 
a. True* 
b. False 

58. Older adults complain of pain more as they age. 
(Pasero, Reed, McCaffrey, 1999, p.676) 
a. True 
b. False* 

59. Guided imagery is a form of distraction that may be used to manage pain in 
the cognitively-impaired older patient 
(Iowa City [IA], 1999—Non-Pharmacologic Management Standard 5.) 
a. True 
b. False* 

60. NSAIDs should be avoided in patients with abnormal renal function. 
(American Geriatric Society—Pharmacologic treatments of Chronic Pain in 
Older Persons Recommendation V.d; Pasero, Reed, McCaffrey, 1999, pg. 
689.) 
a. True* 
b. False 
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APPENDIX I 

KNOWLEDGE OF PAIN MANAGEMENT IN THE OLDER ADULT WITH 

REFERENCES AND ANSWERS 

47. Pain is an expected outcome of growing old. 
c. True 
d. False 

48. The perception of pain decreases in the older adult. 
c. True 
d. False 

49. Many older adults may use terms such as ache or discomfort rather than the 
term pain in describing the pain experience. 
c. True 
d. False 

50. If the older adult does not report pain, then the person is not in pain. 
c. True 
d. False 

51. Effective pain management is appropriate for all patients, including dying 
patients. 
c. True 
d. False 

52. Fear of addiction may keep many older adults from reporting pain 
c. True 
d. False 

53. If an older adult does not appear to be in pain or is sleeping, then that person 
is not experiencing pain. 
c. True 
d. False 

54. Opioids are too dangerous to use in the older adult because of possible side 
effects. 
c. True 
d. False 

55. Meperidine (Demerol) may produce increased confusion levels in older adults. 
c. True 
d. False 



56. Cognitively impaired patients experience diminished pain sensations. 
c. True 
d. False 

57. Acetaminophen is the first analgesic to use for mild to moderate 
musculoskeletal chronic pain in older adults. 
c. True 
d. False 

58. Older adults complain of pain more as they age. 
c. True 
d. False 

59. Guided imagery is a form of distraction that may be used to manage pain 
the cognitively-impaired older patient 
c. True 
d. False 

60. NSAIDs should be avoided in patients with abnormal renal function. 
c. True 
d. False 



APPENDIX J 

Questionnaire for Education Department of Institution: 

Health Care Facility: 
EDUCATION DEPARTMENT PROFILE 

Directions: Place the number of the most appropriate 
response in each category on the answer sheet 
provided 

CATEGORY 

1. Does your institution offer a standard curriculum for 
pain management for your staff? 

2. If so, what is involved? 

3. If not, how do you communicate pain management 
knowledge to your staff? 

4. Have you offered a continuing professional education 
program related to pain management to your staff in the 
past 6 months? 

5. Have the members of the education department taken 
any formal education courses? 

6. If so, when and where? 

7. Do you apply adult learning principles? 

8. If so, how? 

9. To what extent do learners have input into developing 
programs for continuing education? 

10. What can you do to improve knowledge transfer in the 
learner? 

l)Yes 

2) No 

l)Yes 

2) No 

l)Yes 

2) No 

l)Yes 

2) No 
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APPENDIX K 

ANSWER SHEET FOR PAIN STUDY QUESTIONNAIRE 

FACILITY: 
NURSE INFORMATION PROFILE 
Directions: Place the number of the most appropriate response in each 
category on the answer sheet provided 

1. 11. 

2. 12. 

3. 13. 

4. 14. 

5. 15. 

6. _ _ 16. 

7. 17. 

8. 18. 

9. 19. 

10. 

PAIN ASSESSMENT 
Knowledge of Pain Management Questionnaire 

20. 

21. Other: 

22. 

23. 

Place cither A for True B for False, 

24. 2J. ^Z 

25. 28. 

26. 



NONEHARMACOLOGIG MANAGEMENT OF PAIN 

29. 34. 

30. 35. 

31. 36. 

32. 37. 

33. 38. 

PHARMACOLOGIC MANAGEMENT 
Pain Knowledge and Attitude Survey 

39. 43. 

40. 44. 

41. 45. 

42. 46. 

K.\O\\U:IX;I:OFPM\ MAS WLMLMI\ TUI:OLDER WILT 

Al. 54. 

48. 55. 

49. 56. 

50. 57. 

51. 58. 

52. 59. 

53. 60. 
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