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ABSTRACT 

The effects of a brief training program for nurses 

consisting of information relevant to the assessment and 

management of patient pain were examined. The accuracy of 

nurse assessments of patient pain and patient ratings of 

satisfaction with the pain management care received from 

their nurses were of particular interest. Additionally, the 

study investigated differences between cancer and orthopedic 

pain. 

Participants in the study included 30 nurses employed on 

the oncology and orthopedic units of a private general 

hospital and 129 patients attended by the participating 

nurses. Fourteen nurses, 7 from each of the hospital units, 

received a brief training program consisting of information 

relevant to pain assessment and management skills. The 

remainder of the nurses, 8 from each unit, comprised a 

control group and did not receive the training. Patients 

completed a questionnaire consisting of (a) Short-Form McGill 

Pain Questionnaire (SF-MPQ), (b) two visual-analog pain 

intensity scales, and (c) two visual-analog satisfaction 

scales. The nurse questionnaire consisted of (a) two visual-

analog pain intensity scales and (b) a verbal pain rating 

scale. A hierarchical research design was employed to 

investigate four research questions. The data were analyzed 

using analysis of variance and correlational techniques. 

V 



Results showed that trained nurses were able to predict 

the pain ratings of their patients significantly more 

accurately than untrained nurses (p < .01). No significant 

differences were found in nurse ratings of "actual" patient 

pain, however, with the ratings of both trained and untrained 

nurses being equally lower than patient ratings of pain. 

Additionally, no significant differences were found in 

satisfaction ratings given by the patients of trained and 

untrained nurses. Differences in patient reports of pain 

were found using the 15 descriptor adjectives of the SF-MPQ, 

with the patients of the trained nurses endorsing the sensory 

adjectives at a significantly higher rate. These findings 

are seen as suggestive that, while the training program 

provided some of the knowledge and skills necessary to make 

more accurate pain assessments, it was not as effective in 

changing some of the false beliefs and preconceived notions 

about pain held by the nurses. Implications for practice and 

further research are discussed. 
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CHAPTER I 

INTRODUCTION 

Pain is the most frequently reported cause of suffering 

and disability, often having a significant negative effect on 

the quality of life of those afflicted. Although millions of 

people experience acute and chronic pain every year, for 

many, the goal of effective pain management has proven to be 

elusive (Donovan & Watt-Watson, 1992). The identification 

and implementation of procedures that will help nurses and 

other care-givers to accurately assess and effectively manage 

patient pain is, therefore, a very important goal for 

hospitals and other health care facilities. 

The dominant theoretical orientation of pain researchers 

at the current time is the Gate-control theory posited by 

Melzack and Wall (1965). Gate-control theory states that 

pain impulses can be effectively modulated in the spinal 

cord, brain stem, and cerebral cortex. The implication is 

that, in many cases, sensory impulses from injured tissue 

never reach the pain center in the brain due to the fact that 

they have been blocked by gating mechanisms on the the way to 

the brain. In other cases the gates do little or no blocking 

of the sensory impulses, resulting in an intense level of 

perceived pain. 

Surprisingly, much of the frustration of nurses and 

other care-givers with pain assessment and management may be 



attributed to their reliance on approaches and attitudes that 

reflect outdated and anecdotal beliefs about pain rather than 

current research and theory. In addition, most pain 

assessment performed by nurses has tended to rely on informal 

judgments about how much pain they think patients are 

experiencing rather than on systematic methods of pain 

assessment (Camp, 1988). Research has shown that many nurses 

rely on their own judgments of patient pain and tend to 

disregard patient self-reports in their assessments of pain 

(Camp, 1988; Donovan, Dillon, & McGuire, 1987; Teske, Daut, & 

Cleeland, 1983). In an unpublished study related to the 

current research project (Woodward, Carr, Rozneck, & Lock, 

1993), it was found that nurses consistently underestimated 

the self-reported pain of their patients. This tendency to 

underestimate patient pain was particularly marked in the 

case of cancer patients. While most nurses would certainly 

agree that the patient, not the caregiver, is the one 

experiencing the pain, they either are not listening or are 

convinced that nurses understand their patients' pain better 

than the patients do. 

Most caregivers, whatever their stated orientation to 

pain, in actuality handle patients in accordance to the 

"specificity theory" of pain. Specificity theory proposes 

that there exists a separate and specific system of pain 

receptors in body tissue that has direct connections to the 

brain center where pain is experienced. All signals arrive 



at the pain center intact, where they are then interpreted 

for location and intensity. This theory places complete 

responsibility for any individual differences in pain 

perception on brain processes. The clear implication of this 

theory is that there are really only two types of pain. The 

first type might be referred to as "real pain." In this 

case, the brain's perception of the pain signal is 

appropriate for the strength of the receptor signal. The 

second type of pain might be called "unreal" or "imagined" 

pain. In unreal pain, the brain is assumed to distort the 

strength of the pain signal after it arrives at the pain 

center to increase or decrease the perceived level of pain. 

The assumption is that pain is either real or unreal. Pain 

management based on this view tends to assume that all people 

should experience about the same amount of pain for specific 

injuries. Care-givers tend to come to their own decision as 

to the "real" level of patient pain and treat the patient 

accordingly, no matter what the patient reports. 

Gate-control theory, on the other hand, states that the 

level and type of pain experienced by an individual is 

determined by sensory, emotional, and cognitive factors that 

interact together to modulate pain sensation prior to the 

moment that the person experiences the feeling of pain. This 

tends to rule out the specificity concept of "real" and 

"unreal" pain. A person experiencing a particular level of 

pain is actually feeling that level of pain, though modulated 



by various mechanisms prior to the arrival of the sensation 

at the brain. 

Possibly the most important contribution of the Gate-

control theory is that it points out the complexity of the 

phenomenon of pain (Siegele, 1974). An overwhelming body of 

evidence points to the fact that pain is an extremely complex 

process, making accurate assessment and management 

problematic. Pain is a very personal experience that is not 

easily reduced to verbal description or simple measurement. 

In accordance with the Gate-control theory, Melzack and Casey 

(1968) proposed that there are three major dimensions of 

pain: sensory-discriminative, motivational-affective, and 

cognitive-evaluative. Care-givers must be aware of all three 

pain dimensions as well as be able to adequately communicate 

with patients about each of the dimensions in order to 

accurately assess patient pain. In a previously mentioned 

related study, evidence was found that indicated nurses based 

their assessments of patient pain primarily on the sensory-

discriminative dimension of pain, without regard for the 

motivational-affective or cognitive-evaluative dimensions 

(Woodward et al., 1993). 

This points to the need for offering educational 

opportunities for nurses that acquaint them with the 

motivational-affective and cognitive-evaluative aspects of 

patient pain as well as providing them with techniques that 

enhance their ability to communicate with patients concerning 



these two dimensions. Woodward et al. (1993) found the 

accuracy of nurse pain ratings to be significantly positively 

correlated with patient ratings of satisfaction with pain 

management. This implies that patients were aware when 

nurses were treating them as if their level of pain was lower 

than they themselves perceived it to be. When they felt they 

were being taken seriously by the nurses, they were more 

satisfied with the pain management they received. This 

correlation between nurse pain assessment accuracy and 

patient satisfaction further points out the need to aid 

nurses in making more accurate pain assessments. Such 

training and education should be of great interest to 

hospitals and other health care institutions intent on 

increasing the satisfaction of their patients as well as 

improving patient outcomes. 

Purpose of the Studv 

Pain is a highly subjective experience and is extremely 

difficult to assess in another person. Nurses, however, have 

long been expected by the medical profession to be able to 

accurately assess patient pain. Physicians commonly write 

orders for analgesic medications to be administered to 

patients on a p.r.n. basis, or "as necessary" (Rankin & 

Snider, 1984). Obviously, this puts a great deal of 

responsibility on attending nurses to be able to accurately 

access and effectively manage pain. Because nurses typically 



give the most direct pain management care to the patients, it 

is necessary that they have a good understanding of the 

phenomenon of pain and the ability to communicate effectively 

with patients concerning their pain. 

Nurses, as well as other health care professionals, 

usually treat pain in accordance with the specificity theory 

of pain. As alluded to earlier, this often leads to the 

judgment on the part of the nurse of what is "real" and what 

is "unreal" pain. Although a popular manual for training 

student nurses in pain management states that "pain is 

whatever the person experiencing it says it is" (McCaffery & 

Beebe, 1989, p.7), nurses frequently do not really base their 

pain assessments on the patients' self-reports (Camp, 1988; 

Donovan, Dillon, & McGuire, 1987; Teske, Daut, & Cleeland, 

1983). All three of the above studies found that there is 

only a small correlation between patients' self-reports of 

pain and nurses' assessments of their pain. Woodward et al. 

(1993) also found only a modest correlation between patient 

self-reported pain and nurses' assessments of patient pain. 

Many nurses seem to be holding to basic misconceptions 

about pain. Judith Watt-Watson (1992) points out six common 

misbeliefs that nurses hold about the pain experience: 

1. Patients should expect to have pain in 
the hospital. 

2. Obvious pathology, test results, and/or 
the type of surgery determine the existence 
and intensity of pain. 

3. Patients who are in pain always have 
observable signs. 



4. Chronic pain is not as serious a problem 
for patients as acute pain. 

5. Patients are not the experts about their 
pain, health professionals are. 

6. Patients will report that they are in pain 
and will use the term "pain." (p.37) 

An examination of these misbeliefs leads one to conclude that 

nurses are still continuing to treat pain according to the 

tenets of specificity theory. Training for nurses is, 

therefore, needed that deals with these common 

misconceptions. 

In this study, an attempt was made to provide nurses 

with a very brief program of study that addressed the issues 

of pain assessment and management. It has already been 

shown that nurses tend to ignore patient self-reports and 

treat patients according to their own perception of the 

intensity of patients' pain. Therefore, a training program 

emphasizing common misbeliefs nurses hold about pain, results 

of studies showing that nurses frequently underestimate 

patient pain, the Gate-control Theory of pain, acute versus 

chronic pain, the assessment of pain based on the 

motivational-affective and cognitive-evaluative components of 

pain in addition to the sensory-discriminative component, and 

communication skills needed for effective pain assessment and 

management would be expected to yield significant improvement 

in the accuracy of nurse pain assessments and patient 

satisfaction with pain management. 



statement of the Problem 

The problem investigated in this study was the influence 

of nurse training in pain assessment and management on the 

accuracy of nurse assessments of patient pain and patient 

satisfaction with nurse pain management. One variable in the 

study was the type of hospital unit. Orthopedic and oncology 

units were selected to provide for a comparison of the 

effectiveness of the training for nurses treating two very 

different types of pain conditions. Studies have concluded 

that cancer pain is a more complicated and difficult type of 

pain to assess, leading to decreased accuracy of nurse pain 

ratings and decreased satisfaction with care received. The 

investigation also compared the self-reports and descriptions 

of pain provided by the orthopedic and oncology patients. In 

addition, patient variables of race, gender, and age as well 

as nurse variables of gender, years of experience, and type 

of license were considered. 

After completion of the training program, nurses in the 

orthopedic and oncology units were compared with matched 

groups of peers who did not receive the training for the 

presence of differences in the accuracy of their ratings of 

patient pain and patient ratings of satisfaction with pain 

management received. 
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Research Questions 

In keeping with the stated goal of examining the 

influence of pain assessment training for nurses, answers to 

the following questions were sought: 

Research Question 1. Will nurses receiving the pain 

assessment training course make more accurate assessments of 

patient pain than those not receiving the training? 

Research Question 2. Will patients attended by nurses 

receiving the pain assessment training report higher levels 

of satisfaction with pain management than those attended by 

nurses not receiving the training? 

Research Question 3. What differences will be found in 

patient self-reports and descriptions of pain between the 

patients treated by trained and untrained nurses? 

Research Question 4. How will orthopedic and cancer 

patients differ from one another in terms of their self-

reports and descriptions of pain? 

Pelimitations 

The following were delimitations of this study: 

1. Study participants were limited to nurses working on 

the orthopedic and oncology units of a medium-sized private 

general hospital and the patients that they attended during 

the data collection period. 



2. Several nurses are typically simultaneously involved 

in the care of the same patient, which may dilute or 

compromise the effects of the treatment. 

3. It was necessary to exclude some nurses from the 

study because of changes in work schedules. 

4. The findings of this study should be seen as 

preliminary in nature and conclusions are formed on the basis 

of the sample and may not generalize to other samples or the 

population at large. 

Definitions of Terms 

To facilitate a better understanding of the various 

terms used in this study, definitions of these terms are 

presented below. 

1. Pain: "An unpleasant sensory and emotional 

experience associated with actual or potential tissue damage, 

or described in terms of such damage" (Merskey, 1986, p.2l5). 

2. Acute Pain: Pain conditions that are generally 

directly associated with trauma or disease, generally brief 

in duration, and cease with healing (Ruoff, 1995). 

3. Chronic Pain: Pain that exceeds six-months in 

duration and continues to exist well after the expected 

length of time needed for the healing of tissue (Mount, 

1989). 
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4. Sensory-discriminative dimension of pain: The 

nociceptive dimension of pain that is influenced primarily by 

the rapidly conducting spinal systems (Melzack, 1986). 

5. Motivational-affective dimension of pain: The 

strong emotional aspect of pain, controlled by slow acting 

pathways that lack the high levels of discriminative ability 

that are possessed by the sensory-discriminative pathways. 

These pathways are thought to extend to the recticular 

formation of the brainstem and then project on to the limbic 

structures (Melzack & Casey, 1968). 

6. Cognitive-evaluative dimension of pain: Neocortical 

or higher central nervous system processes, such as 

evaluation of input in terms of past experience, which exert 

control over activity in both the discriminative and 

motivational systems (Melzack, 1986). 

7. Pain threshold: The point at which a patient 

begins to perceive a stimulus as painful (Mersky, 197 3). 

8. Pain tolerance: The maximiom intensity of a painful 

stimulus that can be endured (Mersky, 197 3). 

9. Nociception: The perception that tissue damage is 

taking place or has already occurred (Fordyce, 1986). 
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CHAPTER II 

REVIEW OF RELATED LITERATURE AND RESEARCH 

This chapter presents a review of the literature and 

research related to the assessment and treatment of pain. 

The review will be organized into seven sections: History 

and Theories of Pain; Motivational-Affective Component of 

Pain; Cognitive-Evaluative Component of Pain; Acute and 

Chronic Pain; Cancer and Orthopedic Pain; Pain Assessment; 

and Nurses and the Assessment and Treatment of Pain. 

History and Theories of Pain 

Although pain is a term that is in common usage, persons 

often experience great difficulty giving a definition of the 

term. Conceptions of pain can range from the sensory 

experience associated with physical injury, to the emotional 

distress associated with the loss of a loved one. In order 

to establish a common and accepted working definition of 

pain, the First Subcommittee on Taxonomy of the International 

Association for the Study of Pain was formed. This committee 

defined pain as "an unpleasant sensory and emotional 

experience associated with actual or potential tissue damage, 

or described in terms of such damage" (Merskey, 1986, p.125). 

As can be seen from the above definition, pain involves both 

physiological and non-physiological components. The 

attitudes that people now hold concerning pain are, however, 
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the result of the evolution of the concept of pain over 

thousands of years. 

Historical concepts of pain, in the fourth century 

B.C., Aristotle taught that pain is an emotion, not a primary 

sensation such as taste, touch, sight, smell, and hearing 

(Schneider & Karoly, 1983). Still today, many people view 

pain as primarily an emotional experience that can be 

conquered if enough willpower could be summoned. Because of 

this view of pain, some care-givers tend to undermedicate 

patients suffering pain. In addition, patients holding to 

the view that pain should be handled by self-control 

sometimes refuse pain medication and fail to request 

medication even when in intense pain (wilder-Smith & Schuler, 

1992). 

During the Middle Ages the presence of pain was viewed 

variously as possession by demons, the punishment of sins, 

and as the will of God. These attitudes may still be present 

to a certain extent today, as some people see the suffering 

endured from pain as having some redeeming value. In 

addition, research evidence clearly shows that most 

professional care-givers do not have the goal of complete 

pain relief for their patients (Donovan & Watt-Watson, 1992). 

This indicates that the care-givers see the suffering of some 

degree of pain as a necessary part of a hospital stay and the 

complete absence of pain as an indicator of over-medication. 

13 



with the tremendous advances in science during the 

nineteenth century came the discovery of the role of the 

nervous system in the transmission of pain. Following this 

discovery and subsequent advances in medical technology came 

the widespread practices of anesthesia and neurosurgery, such 

as percutaneous cordotomy, which consists of the severing of 

the nerve tract in the anterior portion of the spinal cord 

(Siegele, 197 4). The theoretical framework behind such 

medical practices is "specificity theory." 

Specificity theory. Specificity theory states that 

specific pain receptors in body tissues project directly to a 

pain center in the thalamus in the brain by way of the 

spinothalamic tract of the spinal cord. Although this theory 

at first glance is appealing due to the power of the tenets 

of physiological specialization, its implicit psychological 

assumption is its main weakness (Melzack & Wall, 1965). It 

assumes that all pain sensations reach the brain of an 

individual intact. It is then up to the brain pain control 

mechanism to interpret and produce the feeling of pain. 

Although specificity theory forms the basis for the majority 

of modem medical pain control practices, a great deal of 

evidence now exists to show that specificity theory is far 

too simplistic to be of much help in explaining the concept 

of pain. 

Gate-control theory. Gate-control theory (Melzack & 

Wall, 1965) is currently the explanation of the pain process 

14 



that is most widely accepted by pain researchers. This 

theory proposes the presence of neural mechanisms in the 

dorsal horns of the spinal cord that act as gating devices. 

These gating devices can increase or decrease the flow of 

nerve impulses from peripheral nerve fibers to the spinal 

cord cells that project to the brain (Melzack, 1986). The 

somatic input is, therefore, modulated by gates in the spinal 

cord prior to evoking pain perception and response. 

Modulation of the sensory input further occurs at successive 

synapses throughout its projection to the brain areas 

responsible for pain experience and response. If the number 

of pain impulses arriving at the brain exceeds a critical 

level, pain is experienced. The actions of the gates are 

affected by the types and intensities of peripheral pain 

impulses arriving at the dorsal horns of the spinal cord, as 

well as by powerful influences descending from the brain. 

Gate-control theory has been successful in explaining 

some of the clinical phenomena that have baffled clinicians 

holding to specificity theory (e.g., Siegele, 1974; Melzack, 

1992) . Some of these phenomena are: 

1. Pain sometimes persists even though nerve tracts 

have been completely destroyed. 

2. Pain sometimes occurs spontaneously without any 

apparent stimulus. 

3. Pain and new "trigger zones" may spread to 

unrelated parts of the body. 
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4. Pain may not occur until long delays after the 

presentation of a pain-provoking stimulus, and then 

persist long after the removal of the stimulus 

(Melzack & Wall, 1965). 

Multidimensionality of pain. Melzack and Casey (1968) 

extended the Gate-control concept to suggest the existence of 

three major dimensions of pain: sensory-discriminative, 

motivational-affective, and cognitive-evaluative. Melzack 

and Casey (1986) proposed the following: 

1. The sensory-discriminative dimension of 
pain is influenced primarily by the 
rapidly conducting spinal systems. 

2. The powerful motivational drive and 
unpleasant affect characteristics of 
pain are subserved by activities in 
recticular and limbic structures that are 
influenced primarily by the slowly 
conducting spinal systems. 

3. Neocortical or higher central nervous 
system processes, such as evaluation of 
input in terms of past experience, exert 
control over activity in both the 
discriminative and motivational systems, 
(pp.10-11) 

Since the introduction of the concept of the multi-

dimensionality of pain, a body of research has pointed to the 

presence and influence of psychosocial dimensions of the pain 

experience that must be considered for the effective 

treatment of pain. This is attested to by the widespread 

proliferation of pain clinics that incorporate psychological 

assessment and treatment as part of a comprehensive treatment 

program that addresses medical, psychological, and social 

aspects of the pain process. Peyrot, Moody, and Wiese (1993) 
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compared hypotheses concerning patient outcomes based on 

biological, psychological, and social theoretical models of 

chronic pain. Although comparison of the models individually 

indicated that a sociogenic model provided the most accurate 

predictions of patient outcomes, they found that valuable 

information was provided by the biogenic and psychogenic 

models as well. This finding led the authors to conclude 

that treatment programs for patients suffering from chronic 

pain should address the biological, psychological, and social 

aspects in order to provide the highest level of 

effectiveness. 

Hinkley and Jaremko (1992) identified five distinct 

types of pain responders in a project that involved the 

psychosocial assessment of outpatients suffering from 

orthopedic pain. These five types of responders were 

distinguished from one another by a comparison of the 

following domains: intensity of pain, description and 

impairment, self-efficacy of coping with pain, dependent 

personality traits, life reward systems, honesty and response 

reliability, premorbid history, and current and secondary 

gain influences. The five response types that emerged were 

accurate pain describers, exaggerators, sensitizers, 

dependent pain responders, and sensitizer/dependent pain 

responders (Hinkley & Jaremko, 1992). In another study, 

(Strong, Ashton, & Stewart, 1994) the use of cluster analysis 

identified three distinct groups in a sample of patients 
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suffering chronic low back pain based on patient profiles on 

six dimensions of low back pain. The three groups identified 

were patients who were in control, patients who were 

depressed and disabled, and patients who were active copers 

with high denial. 

Based on the concept that pain is a multidimensional 

phenomenon, a number of studies have shown the efficacy of 

the use of the Minnesota Multiphasic Personality Inventory 

(MMPI) in predicting outcomes for pain program patients based 

on personality profiles (e.g., Kleinke, 1994; Nelson, 1991; 

Hart, 1984). A study by Kleinke (1994) found that pain 

coping strategies of self-management and social support were 

related to good adjustment, while helplessness and medical 

remedies were related to poor adjustment. Patients 

demonstrating good adjustment to pain tended to have lower 

scores on the following MMPI clinical scales: U, 2^, Et/ Sc, 

and Si. Patients demonstrating helplessness and poor 

adjustment tended to be especially high on MMPI scales U, Ea, 

Sc, and Si. These results show the complexity of the pain 

experience and the inefficiency of dealing with pain as 

strictly a biological or sensory phenomenon as proposed by 

specificity theory. 

Motivational-Affective Component of Pain 

As alluded to earlier, prior to the advent of modem 

procedures for the study of the biology of human behavior, 
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pain was often thought of as primarily an emotional 

experience (Schneider & Karoly, 1983). Modem medicine, 

however, tends to either disregard the emotional aspect of 

pain or treat it as "unreal," with its existence being seen 

as only in the mind of the individual. 

Physiological evidence for a motivational-affective 

component. Melzack and Casey (1968) proposed that the 

motivational-affective aspect of pain is controlled by slow 

acting pathways that lack the high levels of discriminative 

ability that are possessed by the sensory-discriminative 

pathways. These pathways are thought to extend to the 

recticular formation of the brainstem and then project on to 

the limbic structures. At that point, messages are 

deciphered by the brain system based on the amount and type 

of input from the limbic structures and higher cortical 

information such as memories. Behaviors, as well as 

modification of future sensory inputs, are then determined. 

This link with the limbic system has received support 

from the work of Frenk, Cannon, Lewis, and Liebeskind (1986). 

In this article they point out that stimulation produced 

analgesia can be shown to occur when various limbic 

structures, such as the hippocampus, amygdala, and the 

hypothalamus, are given electrical stimulation. The 

analgesia achieved by the stimulation closely resembles 

opiate-induced analgesia. The findings of this study, along 

with the long hypothesized link between the limbic system and 
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emotions lends support for the presence of a prominent 

emotional component to pain conditions. Frenk et al. (1986) 

also found that stimulation produced analgesia in the limbic 

system can be blocked by the transection of the spinal cord. 

This indicates the presence of centrifugal control of the 

pain process that is being sent down from the limbic system 

to pain sensors in the body. This finding clearly supports 

the Gate-control theory rather than specificity theory. 

In an interesting study of the use of acupuncture on 

perceived pain, Yang, Cai, and Wu (1989) found that 

acupuncture had an effect on the emotional, but not the 

sensory, response to pain. This finding again gives support 

to the presence of an emotional dimension of the pain process 

that functions separately from the sensory-discriminative 

dimension. Relaxation techniques, including bio-feedback 

training are widely used in pain treatment programs, and have 

been shown to be effective in the reduction of the affective 

components of pain including distress and anxiety 

(Achterberg, Kenner, & Casey, 1989). Music therapy has also 

been used effectively for the treatment of anxiety related to 

pain conditions (Good, 1995; Michel & Chesky, 1995). 

Depression and pain. In the literature, the most 

prominent emotional link to the pain process, particularly 

chronic pain, is undoubtedly depression. In medical 

populations, the incidence of major depressive symptoms is 

much higher than in the general population. The highest 
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incidence is found in patients with chronic pain. In fact, 

in patients with chronic pain, a major depressive syndrome 

can be ruled out in only one-third of the cases. This is in 

comparison with the suggested incidence in the general 

population of depressive syndromes of only about seven-

percent (Beutler, Engle, Oro'-Beutler, Daldrup, & Meredith, 

1986). 

Keefe, Wilkins, Cook, Crisson, and Muhlbaier (1986) 

administered the Beck Depression Inventory along with other 

measures to low back pain patients. Through the use of 

regression analysis, they found depression to be the best 

predictor of pain and pain behaviors. Although the 

proportion of variance explained by depression scores was 

modest, it was determined by the investigators that 

depression is an important factor to consider when dealing 

with patients with chronic pain. The finding of a 

correlation between chronic pain and depression does not 

indicate the direction of the effect. In fact, the effects 

are probably in both directions. That is, the presence of 

the pain may help to bring about the depressed emotional 

state and the presence of depression may exacerbate the level 

of pain. 

In a study of the effects of induced mood on laboratory 

pain (Kelman, Howland, Nichols, & Cleeland, 1991), subjects 

were given two cold presser immersions. The sensory aspect 

of pain was measured by patient ratings of pain, while the 
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motivational-affective aspect of pain was measured by pain 

tolerance. It was found in the study that subjects that had 

depressed mood induced in the study showed no difference from 

controls in pain rating, but they had a greatly reduced pain 

tolerance. This study again points out the likely presence 

of separate mechanisms for the sensory and emotional 

components of pain. It also lends support to the presence of 

a strong effect of depression on the motivational-affective 

dimension of pain. As a patient becomes depressed, the 

negative affective component of the pain experience appears 

to become more salient. This, in turn, may add to the 

downward spiral of pain and depression. 

A study of the various components of the phenomena of 

chronic pain and depression (Beutler et al., 1986) found two 

factors that seemed to predispose persons to both of these 

conditions. These factors are difficulty in expressing anger 

and difficulty in controlling intense emotions. In a later 

study (Wade, Price, Hamer, Schwartz, & Hart, 1990) the 

relative contributions of frustration, fear, anger, and 

anxiety to the unpleasantness and depression that pain 

patients experienced were measured. It was found that anger 

and frustration are particularly critical components of the 

pain experience. These studies point out the fact that the 

mood of the patient is very influential in the way that pain 

is experienced. It is likely that factors that are related 

to negative mood states produce some effects on the limbic 
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structures that are capable of producing analgesia. These 

structures then send information to body sensory structures 

and to the gating mechanisms of the spinal cord to allow for 

a greater amount of sensory pain information to ascend the 

spinal cord to the brain. 

King and Nuss (1993) reported an interesting phenomenon 

discovered as a side-effect of the use of electroconvulsive 

therapy (ECT) for a patient suffering from severe depression 

which developed following the onset of reflex sympathetic 

dystrophy (RSD) in her arm. RSD is a serious chronic pain 

syndrome assumed to involve the sympathetic nervous system 

and vascular changes in the affected area. After traditional 

efforts to treat her depression were ineffective and she 

remained dangerously suicidal, she was given a series of 

bilateral electrode electroconvulsive therapy treatments. 

The surprising result of the treatment was that in addition 

to substantial relief of depression, the RSD was completely 

resolved, including relief from pain and vascular changes. A 

review of literature from the 1940's and 1950's, when ECT was 

widely used, indicated that the relief of chronic pain was 

not an uncommon side-effect of the use of ECT for the 

treatment of symptoms of depression. These findings provide 

strong support for the presence of a relationship between 

pain and depression, as well as for a role of brain 

mechanisms in the pain experience. 
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Cognitive-Evaluative Component of Pain 

According to the original article proposing the three 

components of pain, the highest order conponent and the one 

that is able to exert a great amount of control over both the 

sensory-discriminative and the motivational-affective aspects 

of pain is the cognitive-evaluative component (Melzack & 

Casey, 1968). Although this is probably the component of 

pain that has been the most neglected by caregivers over the 

course of time, it is likely the aspect of pain that presents 

the most promise for powerful interventions of a 

psychological nature. McCaul and Malott (1984) stated that 

it is increasingly clear that cognitive processes play a 

pivotal role in pain response. Unfortunately, this is also 

probably the most difficult of the three dimensions to 

assess. 

Cognitive activities such as cultural values, worry, 

attention, and suggestion all have profound effects on the 

pain experience. Based on these types of cognitive 

information, the cognitive-evaluative system can act on 

motivational and sensory systems to selectively regulate 

functioning. The neural system that performs these tasks 

must conduct very rapidly to the cortex so that somatosensory 

information has the opportunity to undergo further analysis, 

interact with the other sensory inputs, and activate memory 

stores and preset response strategies (Melzack, 1986). 

Melzack and Wall (1965) proposed that the dorsal column and 
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dorsolateral projection pathways act as the parts of the loop 

that feed information to the brain. Influences that descend 

from the cortex are known to act on portions of the sensory-

discriminative system such as the ventrobasal thalamus by way 

of pyramidal and other central control fibers. In addition, 

the powerful descending inhibitory influences exerted on the 

dorsal horn cells of the spinal cord can modulate the input 

prior to its being transmitted to the discriminative and 

motivational systems. The presence of these rapidly 

conducting ascending and descending systems can help to 

account for the powerful influence of psychological processes 

in the determination of both the quantity and quality of the 

pain experience (Melzack, 1986). 

The frontal cortex may play a particularly important 

role in mediating between cognitive and motivational-

affective features of pain. It receives information from 

virtually all associational cortical areas and projects to 

recticular and limbic structures. This is powerfully 

illustrated by the effects of frontal lobotomy on pain 

behavior. Following frontal lobotomy, many patients report 

that they still experience the sensation of pain, but the 

negative affect and motivation to get relief from the pain 

are now absent (Melzack & Wall, 1965). 

Perceived control and pain. Two of the most important 

cognitive concepts in relation to the study of pain states 

are the concepts of perceived competence and perceived 

25 



controllability of the situation. Moosbrugger and 

Schermelleh-Engel (1991) studied subjects suffering primarily 

from chronic low back pain in an effort to determine some of 

the moderator variables of the experience of chronic pain. 

They administered questionnaires that included state and 

trait anxiety measures, depression measures, and pain 

intensity and regulation measures. They found that low 

perceived competence was a very important variable in 

determining the degree to which subjects suffered from their 

pain experiences. Patients that had high levels of trait 

anxiety or trait depression also showed elevated levels of 

suffering. The sense of helplessness experienced by the 

patients seemed to significantly increase the pain intensity 

as well as the emotional aspects of their pain. This finding 

supports the idea that cortical processes that include 

memories and perceptions of competence exert modulating 

forces on the sensory and affective dimensions of pain. In a 

related research project, Hyyppa (1987) found that a variety 

of psychosocial and biological determinants play key roles in 

the coping of individuals with pain. One of the key factors 

was found to be the sense of controllability as perceived by 

the patient. Patients that had a strong sense of their own 

personal control in their pain condition tended to cope with 

the distress of the condition much more effectively than 

those who felt more helplessness. 
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In a study of the relationship between perceived control 

over pain and outcomes of distress and disability. Wells 

(1994) used a measure of pain-related beliefs to measure 

three aspects of control; lack of control, ability to cope, 

and negative outcome expectancy. It was found that these 

measures explained a significant amount of the variability in 

distress and disability in patients with chronic nonmalignant 

pain. Law, Logan, and Baron (1994) studied the effects of a 

brief stress innoculation training session for patients prior 

to dental treatment. It was found that a discrepancy between 

a high desire for control and low perceived level of control 

played a causal role in the distress and pain reported by 

patients facing dental treatment. Patients with this 

discrepancy in desire and perception of control were found to 

receive significant benefit from the stress innoculation 

sessions. 

The iitportance of providing a sense of control for 

patients suffering pain is the basis of the relatively new, 

but widely used, development in pain management known as 

patlent-controlled analgesia (PCA). In this pain management 

technique, patients are allowed to self-administer small 

amounts of analgesic by way of a computer-driven infusion 

pump. Patients have generally been enthusiastic about the 

approach due to the fact that it allows patients some sense 

of control over their pain, as well as the ability to use 

opioid pain medications without serious concerns about side-
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effects. In the past, these pain medications such as 

morphine, though considered very effective, have often been 

avoided by physicians concerned about the possibility of drug 

dependence (Lehmann, 1995). 

It has also been found that under certain conditions, 

stress related analgesia can be produced by persons 

experiencing states of fear and helplessness. These states 

are thought to have their origins in frontal cortical 

function that may connect to structures that control 

emotional states such as the limbic system. The finding that 

electrical stimulation of the frontal cortex can cause 

analgesia has given support to the idea of cortical influence 

on pain (Frenk et al., 1986). 

Memory and pain. Research studies have also shown the 

presence of a significant relationship between pain and 

memory processes. Pain can have an effect on the encoding of 

memory, as well as being affected by the presence of past 

memories and experiences. History of sexual and physical 

abuse has been shown to be related to an altered perception 

of pain (Scarinci, McDonald-Haile, Bradley, & Richter, 1994). 

In the above study, abused patients had significantly lowered 

pain thresholds and significantly lower cognitive standards 

for judging stimuli as noxious than nonabused patients. In 

addition to the altered pain perception, patients with a 

history of abuse also had higher levels of functional 

disability and reported a significantly higher use of 
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maladaptive pain coping strategies than nonabused patients. 

In a study of the effects of pain on the encoding and 

retrieval of affective (emotionally laden) words. Seltzer and 

Yarczower (1991) found evidence of the presence of a 

selective influence on the memory process by pain. They 

found that the presence of pain decreased the encoding of 

positive words in a memory test. They also found that pain 

increased the retrieval of negative words. These findings 

give some clarification to some of the ways in which the 

cognitive-evaluative dimension of pain affects the 

motivational-affective system. They may also shed some light 

on the development of depression in patients with chronic 

pain conditions. While the above research was performed 

using acute, laboratory-induced pain, it would seem 

reasonable to assume that persons afflicted with chronic pain 

would also display a similar bias toward negative thinking. 

In a study involving the experimental induction of pain 

in patients suffering from sickle cell disease, patients 

displaying negative thought patterns were found to have an 

increased likelihood that specific stimuli would be reported 

as painful, i.e., lower pain threshold. Negative thought 

patterns, however, were not shown to have an effect on pain 

sensitivity. These findings point out the inseparable 

relationship between thought patterns and resulting affective 

states. The understanding of the pivotal role of cognitive 

processes in the process of pain is shown to be essential for 
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effective management of chronic pain conditions such as 

sickle cell disease, which typically involves several 

episodes of severe pain yearly, which may trigger negative 

thought patterns. These negative thoughts may then serve to 

exacerbate the pain condition by lowering the pain threshold 

(Gil et al., 1995). 

Suffering and pain. Fordyce (1986) pointed out that the 

definition of pain must include some consideration of the 

effects of time. Prior experiences concerning pain will, to 

some extent, be recorded in memory and thereby influence 

subsequent pain-related experiences and behaviors. Pain that 

persists can also be expected to result in a degree of 

ambiguity about the future. A patient will begin to wonder 

how long it will continue and how its existence will affect 

the future. Loeser (1980) broke the pain experience into 

four categories: nociception, pain, suffering, and pain 

behavior, while the nociception and pain categories can be 

described primarily as being related to the sensory-

discriminative dimension as proposed by Melzack and Casey 

(1968), suffering and pain behaviors have a definite 

cognitive tone. Suffering refers to the negative affective 

response brought about in higher nervous centers by pain and 

other situations such as the loss of loved objects, stress, 

anxiety, etc. Suffering definitely also involves 

expectations one has about the future. Pain might be 

considered to become a serious problem only after the level 
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of suffering experienced passes a certain evaluative level. 

The presence of suffering will tend to bring about pain 

behaviors. Pain behaviors can be defined as any form of 

behavior generated by the individual commonly understood to 

reflect the presence of nociception. These behaviors can 

include simple reactions to pain such as seeking health care 

attention or refusing to work. In an ultimate sense the only 

real way to measure pain is by observing pain behaviors, even 

ones as simple as patient self-reports of pain (Fordyce, 

1986). 

Based on the findings of Seltzer and Yarczower (1991) on 

the negative memory bias of pain patients and the concern of 

suffering patients with an uncertain future, it is important 

to consider the problem of the cognitive mislabeling of 

sensations and events. In addition to the obvious role of 

pain behaviors as respondents to sensory nociception, 

behaviors of patients can also serve as operants that may 

then be reinforced by the environment. Especially in the 

case of chronic pain, the question must always be asked 

whether the behavior is given in response to the nociception 

or if it occurs altogether or in part because of the 

cognitive mislabeling of a sensation or in anticipation of an 

environmental reinforcer. Persons viewing the world from a 

negative perspective may behave accordingly. Pain behaviors 

that started due to nociception may persist for an altogether 

different set of reasons. Some of these reasons may be the 
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reinforcements of the behaviors received from the environment 

(Fordyce, 1986). 

Meaning of pain. Another cognitive determinant of the 

nature of the pain experience that is related to perceived 

control and cognitive mislabeling is the meaning that the 

pain event has to the patient. Coping theories, such as the 

ABCX theory expounded by Patterson and McCubbin (1983), have 

typically placed a strong emphasis on the meaning that the 

stressor event has to the individual or individuals involved. 

Higher cognitive processes that determine the meaning that 

the chronic pain has for an individual exert modulating 

influences on both the motivational-affective and sensory-

discriminative dimensions of pain. 

Jensen, Turner, Romano, and Lawler (1994) studied pain-

specific beliefs held by chronic pain patients, and compared 

those beliefs with rehabilitation outcomes. They found that 

the beliefs that emotions affect pain, that others should be 

solicitous when a patient experiences pain, and that one is 

disabled by pain were found to be associated with poor 

rehabilitation outcomes and increased psychosocial 

dysfunction. These results were seen by the above 

researchers as indicative of the importance of focusing on 

pain beliefs in pain management interventions. Research 

using the "Meaning of Illness Questionnaire" (Weir, Browne, 

Roberts, Tunks, & Gafni, 1994), has provided further evidence 

that the meanings pain patients give to their illnesses are 

32 



major factors in determining outcomes and future pain levels. 

In this sample, it was found that seventy percent of the 

variance in adjustment was explained by social and cognitive 

variables. The factor relating the "burden" of the illness 

was the single factor providing the explanation for the most 

variance for chronic pain patients. In other words, the 

patient's cognitive appraisal of the effects of the pain 

condition had a significant relationship to later outcomes, 

with extended periods of pain, patients often are put 

into situations in which past personal or cultural beliefs 

about pain no longer provide satisfactory explanations for 

their current conditions, bringing about the need to form new 

beliefs. Williams, Robinson, and Geisser (1994) used factor 

analysis to identify new beliefs developed by pain patients 

that seemed to negatively impact adjustment. These beliefs 

were that pain is mysterious, the pain is permanent, and that 

they are to blame for their pain. A belief that pain is 

mysterious was associated with the highest level of 

psychological distress. The researchers suggested that when 

patients view pain as mysterious, they are unable to provide 

a needed level of cognitive structure to their circumstances, 

leading to heightened anxiety and depression. 

The recognition of the pivotal role of patients' 

attitudes, expectations, and beliefs about the pain 

experience has led to the use of hypnotic interventions and 

suggestions for pain control. Burte, Burte, and Araoz (1994) 
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reported on the effective use of hypnosis in the treatiment of 

low back pain for acute and chronic pain states using rapid 

inductions and hypnotic audio tapes. In a research study 

comparing the effectiveness of attention and pain information 

and hypnosis in the treatment of bum patients receiving 

daily wound debridements (Patterson, Bums, Everett, & 

Marvin, 1992), patients received hypnosis, attention and 

information, or no treatment. The researchers found that 

only hypnotized patients reported significant reductions in 

burn pain during the study. In a review article concerning 

the effectiveness of hypnotic interventions for pain 

management, Chaves (1994), however, indicated that most of 

the information now available is largely anecdotal in nature 

and called for the use of controlled studies that incorporate 

cognitive-behavioral principles with clinical hypnosis to 

maximize outcomes. 

Acute and Chronic Pain 

Although often treated as the same, acute and chronic 

pain states are typically very different from one another. 

Most physicians gain their experience in the treatment of the 

phenomenon of pain in the treatment of acute pain conditions. 

Because of this, there is a tendency for physicians to assume 

that the two types of pain are similar and treat them in 

similar ways. 
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Differentiation of acute and chronic pain. The most 

obvious difference between acute and chronic pain is the 

length of time involved. Chronic pain is usually defined as 

pain that exceeds six-months in duration and continues to 

exist well after the expected length of time needed for the 

healing of tissue. Another major difference between acute 

and chronic pain is the meaning of the pain as perceived by 

the patient. Acute pain has intrinsic meaning for the 

patient because it directs attention to the offending organ 

and is typically assumed by the patient to be temporary and 

reversible. Chronic pain, on the other hand, is often 

accompanied by a sense of hopelessness, helplessness, and 

meaninglessness (Mount, 1989). 

Aronoff (1983) differentiated chronic pain and acute 

pain syndromes in the following ways: 

1. Acute pain is biologically useful and 
often reflects an underlying disorder. 
In chronic pain syndromes, pain no longer 
serves an adaptive purpose and often 
becomes the disease. 

2. Acute pain may require potent narcotics 
and is usually relieved when nociceptive 
stimuli cease. Narcotics are generally 
inappropriate in the treatment of chronic 
pain syndromes and pain usually persists 
or recurs long after the original 
nociception ceases, (p.377) 

It can readily be seen that acute pain, although 

affected to some extent by all three pain dimensions 

postulated by Melzack and Casey (1968), is primarily a 

sensory-discriminative phenomenon. Chronic pain, however. 
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tends to be much more complicated, involving the 

motivational-affective and cognitive-evaluative dimensions to 

a greater degree than acute pain conditions. In a study that 

compared the self-reports of patients with acute orthopedic 

pain and cancer pain. Woodward et al. (1993) found that the 

cancer patients described their pain conditions using a 

greater number of affective and emotional terms than the 

orthopedic patients. In addition, it was found that nurses 

underrated the pain of cancer patients more severely than 

they did the pain of orthopedic patients. This might be 

explained by the fact that the cancer pain would generally be 

considered more chronic in nature and as having a much 

different meaning to the patient than the acute orthopedic 

pain. The acute orthopedic pain would typically be seen by 

the patient as being due to the injury or surgical procedure 

and as expected to subside after healing has occurred. The 

proportion of the total pain experience that might be 

attributed to the motivational-affective and cognitive-

evaluative dimensions of pain is probably greater in the case 

of the cancer pain than in acute orthopedic pain conditions. 

In differentiating between acute and chronic pain, 

Ruoff (1995) stated that acute pain conditions are generally 

directly associated with trauma or disease, have pain levels 

that are related to the intensity of the disease, have pain 

that is related to the stage of healing, and pain that 

subsides with healing. Chronic pain syndromes, on the other 
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hand, have greater involvement of the psyche, affect the 

lifestyle to a greater degree, involve the family to a 

greater degree, and have pain levels that are affected by the 

social environment to a greater extent. For these reasons, 

patients with chronic pain syndromes tend to become 

preoccupied with their suffering and attempts at alleviation 

and, in the process, may alienate friends and family members. 

They may retreat into themselves, work habits may suffer, and 

recreational activities decrease, while depression, insomnia, 

and antisocial behaviors dominate. Under certain 

circumstances, chronic pain behaviors may be rewarding in 

terms of the receiving of solicitude from family members and 

financial benefits from the state or insurance providers. 

According to the above author, chronic pain syndromes should 

involve the recognition and treatment of psychological 

factors in addition to organic factors. Acute pain, on the 

other hand, can generally be successfully treated by the use 

of medications. 

Social support and chronic pain. In a study involving 

the mood of patients at pain clinics in the United Kingdom, 

several factors predictive of the mood of chronic pain 

patients were identified. These factors included the 

perception of a lack of information about their pain 

condition, lack of sleep, loss of occupational and emotional 

support, and financial problems. Of these factors, patients 

reported the sense of a lack of information about their 
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condition as the most distressing. The most common negative 

mood states reported by the chronic pain patients were 

tension, worry, and irritability (Sofaer & walker, 1994). 

In a study involving chronic low back pain patients, 

Peyrot, Moody, and wiese (1993) also identified the lack of 

information about their condition as the most distressing 

factor for patients. As is very often the case with chronic 

pain, situations in which no clearly identifiable medical 

diagnosis can be found were seen as causing great 

psychological distress and social anomie. These patients 

apparently often feel that they are not taken seriously by 

medical personnel as well as family members. The authors 

concluded that a sociogenic model of chronic pain was the 

most effective in predicting outcomes of chronic pain 

conditions. Another study used MMPI clinical scales as 

predictors of preferred pain-coping strategies of chronic 

pain patients (Kleinke, 1994). It was concluded that the use 

of pain coping strategies reliant on self-management and 

social support were predictive of positive outcomes, while a 

sense of helplessness and reliance on medical remedies 

predicted poor adjustment. 

Chronic pain and the family. Given the importance 

attributed to social factors in chronic pain, it is 

interesting that relatively little attention has been given 

to the role of the family in the development, maintenance, 

and treatment of many health problems including chronic pain. 
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Several points of view have been advanced concerning the 

ways in which pain behaviors are developed within the context 

of the family. Several theorists from the family systems and 

psychodynamic orientations have suggested that the family may 

be involved in maintaining pain behaviors, if not motivated 

to actually instigate the behaviors in the first place 

(e.g., Meissner, 1974; Minuchin, 1974). Physical symptoms 

such as pain may be instrumental in family dynamics. 

From the psychodynamic point of view, chronic pain may 

be seen as a somatic expression of unresolved psychic 

conflict due to early childhood experiences (Blumer & 

Heilbronn, 1982). According to this model, a "pain prone" 

personality is characterized by (l) a prominence of guilt; 

(2) a history of suffering, defeat, and an inability to 

tolerate success; (3) a strong aggressive drive; (4) the 

development of pain after a loss or at the threat of loss; 

and (5) a family history that includes a number of hostile 

and aggressive relationships (Engle, 1959). 

From the family systems perspective, pain may be viewed 

as a symptom that functions to maintain homeostasis in the 

family system (e.g., Delvy & Hopkins, 1982). Although there 

exist numerous varieties of systems theories concerning the 

family, there is some agreement about the variables related 

to the onset of physical symptoms such as chronic pain. 

Turk, Rudy, and Flor (1985) have delineated the main areas of 

agreement between theorists. These factors include 
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(1) emotional overinvolvement, enmeshment, and collusion of 

family members; (2) rigidity; and (3) contagion. 

In addition to the function of family homeostasis, the 

literature contains information about the actual ways that 

pain behaviors are learned and maintained in the family. 

Operant conditioning is cited as a major avenue whereby pain 

behaviors are established and maintained. Family members may 

be involved as active agents of positive and negative 

reinforcement for the behaviors. Violon (1985) showed that 

certain reinforcement patterns of parents, such as giving 

positive reinforcement to children only when they complain, 

may predispose children to become lifelong complainers and 

"professional" pain patients. Studies have shown that 

spouses of chronic pain patients often act as reinforcers of 

pain behaviors by the attention they give to the patients 

(Kremer, Sieber, & Atkinson, 1985). In fact, Anderson and 

Rehm (1984) found a close relationship between pain intensity 

and spousal solicitousness in chronic back pain patients. 

Patients with more solicitous spouses tended to report 

greater pain. These authors also noted that while patients 

with more solicitous spouses reported more pain, they also 

reported that they were more satisfied with their marriages. 

Modeling has also been cited as a way in which pain 

behaviors are learned and passed on in the family. Studies 

have shown that family members of chronic pain patients have 

higher than normal rates of pain behaviors, themselves 
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(Violon, 1985; Violon & Giurgea, 1984). This line of 

research has also found evidence that children tend to have 

the same pain symptoms as their parents and that there is a 

widely varying sensitivity to pain stimulation among 

different ethnic groups. 

Cancer Pain 

The prevalence of cancer pain. Cancer is an 

increasingly prevalent problem in the United States, causing 

1 out of every 5 deaths, or about 1400 daily. The incidence 

of pain in patients with cancer depends on the type and stage 

of the disease. At the time of diagnosis and at the 

intermediate stage, moderate to severe pain is experienced by 

30 to 45 percent of patients (Daut & Cleeland, 1982). The 

pain percentage jumps to nearly 7 5 percent of patients with 

advanced cancer. Of the patients reporting pain, 40 to 50 

percent report it as severe and another 25 to 30 percent 

report it to be very severe (Bonica, 1990). 

Undertreatment of cancer pain. Despite the prevalence 

of cancer and pain associated with cancer, cancer pain is 

frequently undertreated in adults and children (e.g., Bonica, 

1990; Miser, Dothage, Wesley et al., 1987). In fact, a 

consensus statement by the National Cancer Institute Workshop 

on Cancer Pain indicated that the "undertreatment of pain and 

other symptoms of cancer is a serious and neglected public 

health problem" (Jacox et al., 1994, p.8). A number of 
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efforts have been made to deal with the problem of 

undermedication, including the Cancer Pain Role Model Program 

of the Wisconsin Cancer Pain Initiative (Weissman, 1993). In 

this state-wide program, physicians are given special 

training in the management of chronic cancer pain and then 

serve as role models to other physicians in effective care 

and management. 

Moinpour and Chapman (1991) pointed out two important 

reasons that pain in cancer patients should be effectively 

controlled. The first reason identified is that unrelieved 

pain causes unnecessary suffering. Pain can exert negative 

effects on activity levels, sleep, and appetite, further 

weakening already debilitated patients. Unrelieved pain can 

lead to psychological distress and depression, and even the 

refusal of treatment. The second reason for the effective 

treatment of cancer pain is that uncontrolled pain prevents 

patients from working productively, enjoying recreation, or 

taking pleasure in their roles in the family and society. 

Health care professionals may undermedicate cancer pain 

for a number of reasons. These reasons may include 

inadequate knowledge of pain management, poor pain assessment 

skills, concern about the regulation of controlled 

substances, fear of patient addiction, concern about the side 

effects of analgesics, and concern about patients becoming 

tolerant to pain medications (Jacox et al., 1994). One of 

the chief problems faced when assessing cancer pain is that 
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cancer pain may be due to a number of different problems 

including tumor progression and related pathology, operations 

and other invasive diagnostic or therapeutic procedures, 

toxicities of chemotherapy and radiation, infection, and 

muscle aches due to limitations in physical activities 

(Foley, 1979). 

The complexity of cancer pain leads to the inability of 

many nurses and other medical personnel to accurately assess 

levels of pain in cancer patients. Grossman, Sheidler, 

Swedeen, Mucenski, and Piantadosa (1991) studied the 

correlations between pain ratings given by patients with 

solid tumors and pain ratings provided by their primary care 

nurses. Although a correlation was present, it was only of 

modest size. It was also found that as the patients' pain 

intensity ratings rose, the correlation was even further 

diminished in size. In another study. Woodward et al. 

(1993) found only a moderate correlation between nurse and 

cancer patient pain ratings. The above study also provided 

evidence of a marked tendency for nurses to underestimate 

patient pain. This underestimation was more evident in 

cancer patients than for acute orthopedic patients. 

The meaning of cancer pain. It has previously been 

mentioned that in determining the nature and severity of a 

person's response to pain, probably the most important of the 

three dimensions of pain proposed by Melzack and Casey (1968) 

is the cognitive-evaluative dimension. This would seem to be 
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especially true in the case of cancer pain. The meaning that 

the pain has to patients with cancer is undoubtedly quite 

different from the meaning the pain has to patients with 

orthopedic conditions, and may include the perception that 

the pain is an inevitable predictor of eventual death. 

Moreover, the feeling that the pain and cancer is out of 

control may signal to the patient a loss of dignity and hard-

won adult status (LeShan, 1964). 

Cancer pain is clearly a very complex phenomenon, 

involving emotional and cognitive components in addition to 

the sensory aspect. This makes treatment and assessment of 

cancer pain much more problematic than many other types of 

pain that are more acute in nature and without large 

cognitive and emotional components. Conno, Caraceni, Gamba 

et al. (1994) compared the accuracy of six different methods 

of measuring cancer pain. They concluded that because of the 

multidimensional nature of cancer pain, effective measurement 

must involve evaluation of the cognitive-evaluative and 

motivational-affective components in addition to the 

typically measured sensory component. Woodward et al. (1993) 

found that cancer pain patients described their pain using 

significantly larger numbers of motivational-affective and 

cognitive-evaluative terms than were used by acute orthopedic 

patients. 

Cancer pain and suffering. Suffering might be defined 

as "an extended sense of threat to self-image and life, the 
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perception of a lack of available options for coping with the 

symptoms or problems associated with the cancer, a sense of 

personal loss, and the absence of a basis for hope" (Cassel, 

1982. p.781). Although suffering can certainly include 

physical pain, it is not limited to it. It has been shown, 

however, that the suffering of cancer patients can be 

relieved to a significant extent by demonstrating that their 

pain truly can be controlled. 

With extended periods of pain, suffering can become more 

severe becuase of the worsening of feelings of helplessness, 

anxiety, and depression. Although shock and disbelief, along 

with symptoms of depression and anxiety, are common when 

persons first learn that they have cancer or discover that 

treatment has failed, these symptoms usually resolve to a 

great extent within a few weeks with adequate support from 

family and caregivers (Massie & Holland, 1990). These 

symptoms tend to persist and resolution of the psychological 

problems is delayed when pain is not properly managed. 

Cancer pain and the loss of control. Patients tend to 

lose their sense of personal control when cancer is 

diagnosed. It is further reduced by ongoing pain, invasive 

or undignified procedures, toxicities and side-effects of 

chemotherapy and radiation therapy, hospitalization, and 

surgery. Wallston et al. (1987) stated that personal control 

refers to the ability of patients to shape immediate and 

long-range circumstances through their own actions. The 
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authors went on to say that the sense of control includes 

such actions as predicting events and outcomes accurately, 

exercising choice from among available options, maintaining a 

repertoire of coping skills, using and evaluating relevant 

information, and evaluating and utilizing social and other 

forms of support. The reduction of pain allows patients to 

have more involvement in their own care, helping them to feel 

less helpless and vulnerable. 

Cancer pain and the quality of life. It can be said 

that the quality of life of patients suffering from cancer is 

significantly worse for those with pain than for those who do 

not suffer pain (Ferrell et al., 1991). In the above 

article, the authors identified the effects of cancer pain in 

four quality of life areas. Those areas were physical, 

psychological, spiritual, and social. Physical effects 

include decreased functional capability, diminished strength 

and endurance, reduced appetite and nausea, and disrupted 

sleep. Psychological effects listed include diminished 

leisure activities and enjoyment, increased fear, worry, and 

anxiety, increased depression and personal distress, 

concentrational difficulties, a preoccupation with and focus 

on physical symptoms and functioning, and a loss of a sense 

of control. Social effects include diminished social 

relationships, reduced sexual function and affection, altered 

physical appearance, and an increased burden on family and 

caregivers. Finally, in the spiritual dimension, the authors 
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included the effects of increased personal suffering, an 

altered sense of meaning in life, and the possible 

reevaluation of religious beliefs. 

Pain Assessment 

The point has already been made that pain is an 

extremely complicated phenomenon, involving sensory, 

emotional, and cognitive dimensions. Although the complexity 

of the pain process is accepted by most researchers and 

clinicians, pain assessment procedures have generally 

continued to be based on the unilateral view of pain as being 

primarily a sensory process. One of the chief reasons for 

the reliance on unilateral pain assessment procedures is the 

attitude that pain is a subjective state that is not readily 

siibject to measurement or quantification. Persons holding to 

such a notion contend that the best way to measure pain is to 

simply ask patients how badly they hurt. During the past 40 

to 50 years, however, psychologists and other nonmedically 

trained investigators have developed methods that take into 

consideration the multidimensionality of the pain process. 

Although recognizing the inherent problems related to the 

measurement of the psychological effects of pain, these 

methods serve to supplement verbal descriptions of pain with 

biological, psychological, and social information related to 

the pain experience (Karoly, 1985). 
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Laboratory-induced pain. In their efforts to make pain 

measurement as objective as possible, many researchers have 

utilized experimentally-induced pain techniques that include 

electrical, mechanical, chemical, and thermal stimuli. 

Probably the method that has received the most widespread use 

is the thermal method, which involves either the application 

of radiant heat or cold-presser immersions. These techniques 

have been shown to be useful tools in the determination of 

measurements of pain threshold and pain tolerance. Pain 

threshold may be defined as the point at which a patient 

begins to perceive a stimulus as painful. Pain tolerance, on 

the other hand, is the maximum intensity of a painful 

stimulus that can be endured. Although threshold has been 

shown to be primarily influenced by physiological factors, 

pain tolerance has been shown to be significantly affected by 

psychological states and medications. Pain tolerance is 

increased by factors such as low anxiety, motivation, and 

distraction. Tolerance is decreased by factors including 

sensory deprivation, high anxiety, and depression (Mersky, 

1973). 

Although laboratory methods of pain measurement have 

provided helpful insights into the pain process, their 

usefulness is limited. Pain experienced under laboratory 

conditions can fairly accurately reproduce some of the 

physiological aspects of pain, but the strong emotional and 

evaluative components of some types of clinical pain, e.g., 
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cancer pain, cannot be duplicated under laboratory 

conditions. Such feelings as fear, helplessness, and 

hopelessness cannot generally be attached to laboratory pain. 

Beecher (1959) argued that clinical pain and laboratory pain 

are two different processes by pointing to the differing 

reactions of the two types of pain to the pain medication 

morphine. While morphine is an extremely effective pain 

relieving drug for clinical pain, its effectiveness has been 

shown to be much lower for laboratory-induced pain. The 

difference may be the absence of the strong emotional and 

evaluative components in laboratory situations that often 

accompany pain in real life situations. 

Because pain is ultimately a very unique and personal 

experience, the sensation of pain is not directly measurable 

and researchers and clinicians must rely on patient responses 

to obtain pain measurements. Hebben (1992) distinguished 

three classifications of pain responses: (1) somatic reflex 

reactions, (2) autonomic nervous system reactions, and (3) 

reactions due to central nervous system processing. Although 

the first two classifications would clearly seem to be more 

quantifiable, the measurement of pain through the use of 

involuntary responses such as changes in blood pressure, 

withdrawal, or defense reactions have proved to be 

unsatisfactory. These responses indicate arousal, but not 

specifically pain. They may be evoked even in situations 

when pain is not present. Responses from the third 
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classification, reactions due to central nervous system 

processing, are primarily voluntary responses, which, 

although typically subjective in nature, are generally 

considered to be the best measures now available for human 

pain. 

Assessing the intensity of clinical pain. Hebben (1992) 

distinguished between several different general methodologies 

for assessing the intensity of clinical pain. One of the 

most often used and simplest methods is the verbal scale. 

The verbal scale usually consists of a certain number of 

fixed categories within which patients are asked to place 

their pain. These categories generally include such 

descriptors as no pain, mild pain, moderate pain, horrible 

pain, and excruciating pain. 

A second general type of pain rating described by Hebben 

(1992) is the graphic representational method. This may 

involve either the use of visual-analog scales or graphic 

rating scales. In these methods, patients are asked to place 

a mark on a horizontal line bounded by "no pain" and "worst 

possible pain" at the location that best describes their pain 

level. The visual-analog scale rating method has been shown 

to be one of the best paper and pencil methods of assessing 

clinical pain intensity. It has been shown to be reliable 

over time and useful in the prediction of outcomes, even 

after a six-month period (Yang, Clark, & Janal, 1991). 
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Because verbal scales and visual-analog scales are 

measures of patients' current subjective pain experiences and 

tend to lose meaning over the temporal dimension, some 

researchers have devised methods to determine "integrating 

scores." Integrating scores are composite scores based on 

patient reports of pain at certain intervals over a period of 

time, such as for a period of a week. These measures have 

been shown to be especially helpful in the measurement of the 

effectiveness of drugs for pain, but tend to be very tedious 

to administer (Ventafridda et al., 1983). 

Multidimensional pain assessment. While providing 

valuable information, unidimensional pain measures tend to 

ignore the complexity of the pain experience. Probably the 

most well known multidimensional pain assessment tool is the 

McGill Pain Questionnaire (Melzack, 197 5). The questionnaire 

consists of 20 sets of pain adjectives taken from four 

categories: sensory, affective, evaluative, and 

miscellaneous. Measures of the relative intensities of the 

sensory, affective, and evaluative components of pain are 

obtained, as well as ratings of overall pain intensity. 

Overall pain intensity ratings are obtained from the Pain 

Rating Index, which is a total of the scores from the four 

categories of pain adjectives, and from a verbal rating 

scale. The properties of the McGill Pain Questionnaire (MPQ) 

will be discussed further in Chapter III. 
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Doctor, Slater, and Atkinson (1995) have reported on the 

properties of the Descriptor Differential Scale (DDS) of pain 

intensity, which allows for a separation of the dimensions of 

pain intensity and pain unpleasantness. Results of the above 

study indicate the DDS to be more sensitive to small changes 

in pain than the visual-analog scale. Although it takes 

approximately five minutes to complete, the DDS may be useful 

for experimental as well as clinical situations where greater 

sensitivity is deemed important. 

The Dartmouth Pain Questionnaire (Corson & Schneider, 

1984) was introduced in 1984 to serve as an adjunct to the 

McGill Pain Questionnaire. In addition to the assessment of 

the dimensions of pain measured by the MPQ, this 

questionnaire also provides measures of pain complaints, 

medical interventions, impairments in functioning, and 

changes in self-esteem caused by the pain. 

Several other questionnaires have been developed to 

incorporate other important dimensions into the assessment of 

pain. Kerns, Turk, and Rudy (1985) introduced the West 

Haven-Yale Multidimensional Pain Inventory (WHYMPI) which, in 

addition to measures of pain intensity, includes measures 

that focus on the impact of the pain on basic life activities 

such as social activities and household chores. The Pain 

Disability Index (PDI) also provides measures of the 

interference in life activities caused by the pain (Tait, 

Chibnall, & Krause, 1990). The coping responses and 
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strategies that are used by a patient in dealing with the 

pain is the subject of the Vanderbilt Management Inventory 

(Brown & Nicassio, 1987). This instrument employs 

measurements of the frequency with which the patients use 

active or passive coping patterns to deal with pain. 

Measurement of pain by observable behaviors. In 

addition to patient self-reports of pain, pain assessments 

can also be made by quantifying observable pain behaviors. 

This methodology is useful due to the very subjective nature 

of self-reports. Building on an observational method for 

assessing pain behaviors in chronic low back pain patients 

developed earlier by Keefe and Block (1982), Jensen, 

Bradley, and Linton (1989) used trained observers to record 

pain behaviors of Swedish back pain subjects. Satisfactory 

test-retest and inter-rater reliabilities were found, as well 

as significant correlations between the observational pain 

ratings and patient self-ratings of pain intensity, 

medication intake, and spinal mobility. 

Observational assessment methods quantify pain behaviors 

such as frequency of medication use, facial expressions, 

vocal and bodily pain complaints, disturbances in sleep and 

appetite, and activity levels. Such methodologies can be 

especially useful when working with certain special 

populations in which verbal interaction is limited, such as 

Alzheimer's patients (Robinson, Bucci, & Fenn, 1995). 

Observational measures have also been developed for use with 
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children. Tarbell, Cohen, and Marsh (1992) reported 

satisfactory internal and inter-rater reliabilities for 

postoperative pain ratings of young children using the 

Toddler-Preschooler Postoperative Pain Scale. This scale 

incorporates vocal, facial, and bodily expressions of pain 

for children aged one to five to provide information for 

decisions concerning the use of pain medications following 

surgery. 

Nurses and the Assessment and Treatment of Pain 

Because of their unique role in the health care system, 

nurses typically provide the most direct pain management care 

to patients. This places nurses in a position in which they 

are expected to be able to make accurate pain assessments and 

effectively manage pain. Research suggests that nurses tend 

to rely on informal judgments of pain rather than on 

systematic pain assessments (Camp, 1988; Manne, Jacobsen, & 

Redd, 1992) . Additionally, a body of evidence has been found 

to indicate that nurses tend to rely on their own judgments 

of patient pain rather than patient self-reports. Research 

studies have generally found only small correlations to exist 

between nurse pain assessments and patient self-reports of 

pain (Donovan, Dillon, & McGuire, 1987; Teske, Daute, & 

Cleeland, 1988; Manne, Jacobsen, & Redd, 1992). 

As previously stated in Chapter I, nurse training in 

pain management tends to be insufficient in most cases. 
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Nurses, like most other health professionals, tend to treat 

patients according to outdated and anecdotal beliefs and 

attitudes about pain. This leads to a number of common 

misconceptions and to ineffective practice. Many nurses seem 

to be holding to basic misconceptions about pain. Six common 

misbeliefs that nurses often hold about the pain experience 

have been pointed out by Judith Watt-Watson (1992): 

1. Patients should expect to have pain in 
the hospital. 

2. Obvious pathology, test results, and/or 
the type of surgery determine the 
existence and intensity of pain. 

3. Patients who are in pain always have 
observable signs. 

4. Chronic pain is not as serious a problem 
for patients as acute pain. 

5. Patients are not the experts about their 
pain, health professionals are. 

6. Patients will report that they are in 
pain and will use the term "pain." (p.37) 

Lander (1990) found that faulty knowledge about pain and 

pharmacology, as well as fallacious beliefs about narcotics 

and pain are at the heart of most ineffective pain control in 

hospitals. In the above article, the author pointed out 

three misconceptions that are especially prevalent among 

nurses. These misconceptions were (1) exaggerated beliefs 

about the addiction potential of narcotic pain medications, 

(2) that patients who respond to placebo treatments do not 

suffer from real pain, and (3) that the nurses' own judgments 

of pain are more reliable than the self-reports of the 

patients. Acceptance of these misconceptions generally 
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leads to the undermedication of pain by nurses. 

Undermedication is particularly prevalent with certain 

special patient populations. Research indicates that 

children are often undermedicated due to the inability of 

some children to communicate with the caregivers, in addition 

to other misconceptions about children and pain held by many 

caregivers (Owens, 1984; Mather & Mackie, 1983,; Manne, 

Jacobsen, & Redd, 1992). There is also evidence of the 

frequent undermedication of geriatric patients due to 

misconceptions about pain in the elderly. One such common 

misconception is that pain sensation decreases with age 

(Kwentus, Harkins, Lignon, & Silverman, 1985; Robinson, 

Bucci, & Fenn, 1995). A body of research also exists 

indicating that cancer pain is often undermedicated. This 

can be especially true in terminal situations, where patients 

may become unable to communicate with nurses and other 

caregivers about their pain (Mohide et al., 1988; Griepp, 

1992; Von Gunten, & Von Roenn, 1994). Grossman et al. (1991) 

found no statistically significant correlation to exist 

between nurse pain ratings for 103 patients suffering from 

cancer pain and patient self-reports. The lack of sufficient 

communication between the nurses and patients about the issue 

of pain was seen as the reason for the lack of correlation. 

Recent greater awareness in the nursing profession 

concerning the problems with pain management has been the 
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motivation for research and training programs. One such 

program has been successfully implemented at the City of Hope 

National Medical Center in Duarte, California (Ferrell et 

al., 1993). In the above program, nurses received a 40-hour 

training course that included the topics of pain assessment, 

pharmacology, nondrug interventions, and cultural, ethical, 

and psychosocial issues related to the management of pain. 

Following training, these nurses were available for 

consultations with other nurses when pain management 

difficulties arose. The results of a three-month follow-up 

study indicated that the program was considered to be 

successful. 

Fisher, Nurse, and Kennedy (1989) reported results of a 

program designed to give nurses training in the assessment of 

pain by the observation of pain behaviors of an orthopedic 

population. The program was comprised of three seminars that 

included formal teaching and role-plays. The nurses were 

also given tasks between the sessions designed to enhance 

their understanding of pain behaviors. Results of the 

program were reported to include increased knowledge of 

behavioral principles, decreased negative attitudes about 

disabled people, and an increase in response to pain 

behaviors. 

The utility of nonpharmacological approaches to pain 

management were discussed in an article by McCaffery 

(McCaffery, 1990). These approaches are gaining popularity 
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as adjuncts to pharmacological treatments. The above author 

discussed the use of distraction, humor, relaxation, and 

cutaneous stimulation. The strong reliance on pain 

medications in the recent past has limited the training and 

use of many nonpharmacological techniques that have been used 

successfully by nurses in the past. Research has indicated 

cutaneous stimulation using cold to be one of the most 

effective, yet most underused treatments for orthopedic pain 

(McCaffery & Beebe, 1989). 

The importance of communication between nurses and 

patients concerning pain management has also been the focus 

of some research. In a study of the impact of the quality of 

patient-nurse interactions while providing preoperative 

instruction about the management of postoperative pain, 91 

cholecystectomy patients were provided with either "routine 

treatment" or one of two experimental treatments. Results of 

the study indicated that the experimental interactions in 

which the nurse acted as a "facilitator" and as an 

"information provider" both resulted in lower levels of 

postoperative anxiety and pain than the "routine treatment" 

group (Schwartz-Barcott, Fortin, & Kim, 1994). The 

importance of the quality of interaction between the nurse 

and patient in providing pain relief was also indicated in a 

phenomenologic account of a patient-nurse interaction 

(Taylor, 1992). In this account, the importance of the 
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interaction as being between two humans, rather than just 

between a professional and a patient was discussed. 
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CHAPTER III 

PROCEDURES 

This section provides an account of the general plans 

and procedures used in answering the questions posed by this 

study. As previously stated, the purpose of this study was 

to determine the effectiveness of a brief educational program 

concerning the process of pain on the accuracy of nurse pain 

assessments and patient satisfaction with pain management. 

Additionally, patient self-reports and descriptions of pain 

were examined. This chapter presents the experimental design 

of the study, a description of the participants, a 

description of the instruments utilized in the study, a 

synopsis of the educational intervention provided to the 

nurses in the experimental group, and a chronology of the 

research activities. 

Experimental Design 

The experimental design employed in this study is a 

hierarchical design, with two independent variables, type of 

pain and experimental or control group, being completely 

crossed. The other variable, nurse, is treated as a nested 

variable within the two completely crossed variables (Kirk, 

1982) . This design allows for comparisons of the two crossed 

independent variables, but the nested variable, nurse, cannot 

be tested and is considered to be a nuisance variable for the 
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purposes of the study. It was necessary to employ a 

hierarchical design for this study due to the fact that 

individual nurses are hired to work on specific hospital 

units and cannot, therefore, be randomly assigned to the two 

hospital units participating in the study. Because of the 

fact that there were not equal numbers of nurses and patients 

available on the two hospital wards considered in the study, 

the design was unbalanced. The experimental design model 

equation is 

YijM = |U + a-/ + P;c + yi(jk) + (ap)jjc + ^i(jkl) 

where a and p represent the two completely crossed variables 

(trained/untrained and oncology/orthopedic) and y represents 

nurses nested within the two completely crossed variables. 

Independent var^^^i ̂ P̂. The independent variables in the 

study were as follows: 

1. Type of pain problem - a. Cancer, 

b. Orthopedic; 

2. Training - a. Experimental group (Received pain 

training intervention), 

b. Control group (Did not receive 

training); 

3. Nurse - This variable is nested within the above two 

independent variables (i.e., type of pain problem 

and training). It is considered a nuisance variable 

for the study. 
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Dependent variables. The dependent variables measured 

in the study include the following: 

1. Patient-reported pain measures 

a. SF-MPQ (patient responses to 15 pain adjectives 

and a verbal pain rating scale), 

b. Patient Pain Questionnaire (patient responses 

on two visual-analog pain scales); 

2. Patient-reported satisfaction measures 

a. visual-analog scale rating of satisfaction with 

the particular experimental or control group 

nurse, 

b. visual-analog scale rating of satisfaction with 

pain management care received from all hospital 

personnel; 

3. Nurse-reported pain measures 

a. Verbal pain scale, 

b. Visual-analog scale pain rating of nurse's 

perception of patient pain intensity, 

c. Visual-analog scale of nurse's prediction of 

patient's rating of their pain; 

4. Patient demographic information measures 

a. Patient age, 

b. Patient gender, 

c. Patient marital status, 

d. Patient race; 
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5. Nurse demographic information measures 

a. Nurse license (R.N., L.V.N.), 

b. Nurse gender, 

c. Nurse years of experience. 

Threats to internal validity. The possible threats to 

the internal validity of this study include the following: 

1. Nurses on the cancer and orthopedic wards may be 

different from one another on some variables 

pertinent to the study. These might include 

personality variables and experience. 

2. Because the two hospital wards are separate from one 

another, during the course of the study, differing 

events may take place on the wards that affect the 

nurses or patient responses. 

3. Three nurses had to be excluded from the study after 

the study was begun because of changes in work 

schedules. 

Threats to external validity. Potential threats to the 

external validity of the study include the following: 

1. The particular hospital, nurses, and/or patients 

involved in the study may not be representative of 

the general populations of cancer and orthopedic 

treatment centers and personnel, making 

generalizations to other such facilities invalid. 

2. Nurses and/or patients in either of the two 

treatment groups may have given the responses on the 
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assessment instuments for which they believed the 

experimenter to be looking. 

Participants 

Nurses _ Nurses involved in the study were drawn from 

the general population of nurses working either the morning 

or evening shifts and assigned to the orthopedic or oncology 

units of a medium-sized private general hospital. Using a 

randomization procedure, eight nurses were selected for the 

experimental group and eight nurses were selected as control 

subjects from both of the hospital units used in the study. 

The randomization procedure used in assigning the nurses to 

the experimental and control groups attempted to maintain a 

ratio of male to female nurses roughly equivalent to the 

ratio of males and females actually employed on the two 

units. Because of changes in employment that occurred during 

the course of the study, the experimental groups from both 

the oncology and orthopedic units ended with only seven 

nurses in each. One nurse initially included in the control 

group for the orthopedic unit was also unable to participate 

in the data-collection phase of the study and a replacement 

was found. 

All nurses selected for inclusion of the study were 

provided with a brief explanation of the purpose of the study 

and were then given a consent form for signing. Nurses were 

assured that their anonymity would be strenuously maintained 
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in all reports of the findings from the study. They were 

also assured that administrative staff of the hospital would 

have access only to overall results obtained in the study, in 

order that participants could be confident that their 

performance on the activities of the study could not be used 

at a later date by the hospital administration for employment 

decisions or performance evaluations. The selection and 

consent procedure used in obtaining the nurses to participate 

in the study was presented to the hospital administration as 

well as the hospital's standing Committee on Bioethics prior 

to the beginning of the study. Both the hospital 

administration and the Committee on Bioethics, which is the 

hospital body responsible for decisions concerning the use of 

human subjects, approved the proposed procedures for nurse 

inclusion in the study. A copy of the consent form is 

included in i^pendix A. Nurses in the experimental group 

were given a four-hour training program, divided into two 

two-hour sessions. The content of the training program will 

be described in a later section of this chapter. 

The group of 30 nurses that completed the study was 

composed of 25 females and 5 males. Twenty-three of the 

nurses had the Registered Nurse license (R.N.) and 7 were 

Licensed Vocational Nurses (L.V.N.). Years of nursing 

experience ranged from one year to twenty years, with a mean 

of 7 years experience. Demographic characteristics of the 

nurses participating in the study are provided in Table 1. 
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Patients. Patients used in the study were 129 persons 

admitted as in-patients on the oncology and orthopedic units 

of the hospital and having experimental or control nurses as 

attending nurses. All patients used in the study were asked 

if they would be willing to answer a brief questionnaire 

about their pain and the pain management treatment they had 

received during their stay on the unit. Before agreeing to 

participate in the study, patients were assured that their 

identities and answers to the questions would remain 

anonymous and that no specific information obtained from the 

study would be made available to hospital administration and 

could, therefore, not be used in later employment decisions 

or performance evaluations of their nurses. Although only a 

very small number of patients declined to participate in the 

study, it was necessary to exclude some patients from the 

sample because of insufficient English fluency or the 

inability to adequately communicate with the interviewer 

because of disorientation or confusion. The methodology used 

for the inclusion of patients in the study was also reviewed 

and approved by the hospital administration and the 

hospital•s standing Committee on Bioethics prior to the 

beginning the study. It was understood that the experimenter 

would not have access to information about the patients other 

than that information absolutely necessary to complete the 

present study. Of the patients who participated in the 

study, 40.3% were males and 59.7% were females. Mean age for 
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the sample was 62.4 years, with patients ranging in age from 

17 to 92 years. A chart outlining the demographic 

characteristics of the patients participating in the study is 

provided in Table 2. 

Instruments and Measures 

Short-Form McGill Pain Questionnaire (SF-MPQ) . The 

Short-Form McGill Pain Questionnaire (Melzack, 1987) is a 

modification of the McGill Pain Questionnaire (Melzack, 

197 5) . The McGill Pain Questionnaire has become one of the 

most widely used tests for the measurement of pain. In 

addition to the English version, it has now been translated 

into at least twelve other languages. Test-retest 

reliability coefficients have been shown to be very high for 

the MPQ pain rating indexes as well as for some of the pain 

categories (Love et al., 1989). A number of researchers have 

studied the validity of the 3-dimensional framework of the 

MPQ (Reading, 1989). Although there exists some degree of 

discrepancy in the results of the various factor analytic 

approaches used to study the dimensions, most studies have 

confirmed the validity of the framework. A study by Chen, 

Dworkin, Haug, and Gerhig (1989) has yielded the strongest 

support for the consistency of the MPQ. Across a series of 

five studies using the cold presser task, the MPQ 

demonstrated remarkable consistency. The construct validity 

of the MPQ has received further confirmation in a study using 
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the Stroop color naming task with chronic pain patients 

(Pearce & Morley, 1989). It has proven to be able to provide 

valuable information on the sensory, affective, and 

evaluative dimensions of the pain experience. Furthermore, 

it is capable of discriminating among different types of pain 

problems (Melzack & Katz, 1992). 

Although the MPQ is a very useful and widely used 

instrument, it takes approximately 10 minutes to administer, 

which was determined to be too long for this study. The 

Short-Form McGill Pain Questionnaire (SF-MPQ) has now been 

developed for the purpose of faster assessment time. The SF-

MPQ takes only approximately 3 minutes to complete and it 

still maintains most of the properties of the original MPQ 

(Melzack, 1987). 

The SF-MPQ is composed of 15 descriptors (11 sensory; 4 

affective) which were chosen from the original MPQ because of 

the frequency with which patients have indicated that the 

words are descriptive of their pain condition. These 15 

descriptors are rated by the patient on an intensity scale. 

In addition, patients rate their overall present pain 

intensity on a verbal scale. The SF-MPQ correlates very 

highly with measures on the original MPQ (r = .85). It has 

also been shown to discriminate between various pain 

interventions and pain types (Melzack, 1987). A copy of the 

SF-MPQ as used in the study is found in Appendix B. 
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Patient-completed visual-analog pain scales. In 

addition to the SF-MPQ, patients participating in the study 

completed a "Patient Pain Questionnaire" which included two 

visual-analog pain rating scales and two visual-analog 

satisfaction scales. A copy of the "Patient Pain 

Questionnaire" as used in the study is provided in Appendix 

C. Both of the visual-analog pain rating scales employed a 

horizontal line 100mm in length. Patient's were asked to 

place a mark on the horizontal line bounded by "absolutely no 

pain" and "worst pain possible" that best described the pain 

level indicated. As stated previously in Chapter II , 

visual- analog scale ratings have been shown to be some of 

the best paper and pencil methods of assessing clinical pain 

intensity, and have been shown to be reliable over time and 

useful in the prediction of outcomes even after a six-month 

period (Yang, Clark, & Janal, 1991). 

On the current patient pain questionnaire, the patients 

were asked to make two pain intensity ratings on the visual-

analog scales: (1) the average intensity of pain during their 

stay on the hospital unit; and (2) what the patients think 

their particular treating nurse involved in the study would 

rate as the patient's average intensity of pain during their 

stay on the hospital unit. 

Patient-completed satisfaction visual-analog scales. In 

addition to the patient pain rating visual-analog scales, two 

visual-analog scales were devised by the investigator to 
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measure patient satisfaction with the pain management 

treatment received during their stay on the hospital unit. 

Both of these scales were 160mm horizontal lines bounded by 

"very much worse than I expected" and "very much better than 

I expected." In addition, at the midpoint of the horizontal 

line, the statement "just about what I expected" was 

included. Patients were asked to place a mark on the 

horizontal line corresponding to their level of satisfaction 

with the pain management care received. 

Patients were asked to provide two satisfaction ratings 

of the visual-analog scales: (1) the patient's satisfaction 

with the pain management care received from their particular 

treating nurse involved in the study during their stay on the 

hospital unit; and (2) the patient's satisfaction with the 

overall pain management care provided by all nurses providing 

the patient care during their stay on the hospital unit. 

Nurse-completed pain scales. Nurses also completed a 

questionnaire that included two visual-analog pain rating 

scales and one verbal scale. A copy of the "Pain 

Questionnaire" as completed by the nurses in the study can be 

found in Appendix D. The visual-analog pain scales on the 

nurse Pain Questionnaire were identical to those on the 

Patient Pain Questionnaire, with the nurses instructed to 

place a mark on 100mm horizontal lines bounded by the 

statements "absolutely no pain" and "worst possible pain" 

corresponding to their pain ratings. 
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Nurses were asked to make the following two pain 

intensity ratings on the visual-analog scales: (1) the 

nurse's own assessment of the average pain intensity 

experienced by the patient during the stay on the hospital 

unit; and (2) the nurse's prediction of how the patient would 

rate the average intensity of their pain during their stay on 

the unit. 

The nurses were also asked to make a rating of the 

patient's pain on the verbal pain scale. The verbal pain 

scale included in the nurse Pain Questionnaire was taken from 

the SF-MPQ and was identical to the verbal pain scale given 

to the patients. The verbal pain scale allowed for the 

rating of the pain intensity into one of the following verbal 

categories: 0 NO PAIN; 1 MILD; 2 DISCOMFORTING; 3 

DISTRESSING; 4 HORRIBLE; and 5 EXCRUCIATING. As mentioned 

in CHAPTER II, the verbal pain rating scale is one of the 

simplest and most often used methodologies for rating pain. 

Although the verbal scale's fixed categories are generally 

easier for patients to conceptualize than the visual-analog 

scale, it does not possess the reliability and predictive 

characteristics of the visual-analog scale (Hebben, 1992). 

Nurse Pain Assessment Training 

Testing. The nurses initially selected for inclusion in 

the experimental group were given a four-hour educational 

intervention that consisted of two two-hour sessions. After 
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the nurses signed the consent forms to participate in the 

program, they completed two preliminary tests. The first 

test, the "Course Objectives Test," was composed by the 

experimenter to measure the level of knowledge possessed by 

the nurses about the material to be presented in the training 

sessions. The test included eight questions with the 

opportunity to fill in ten blanks. A copy of the Course 

Objectives Test is provided in .?̂ pendix E. The nurses also 

completed a "Pain Attitudes Questionnaire" designed by the 

investigator as an indicator of the preconceived notions and 

attitudes about pain that the nurses in the experimental 

group held prior to the training sessions. The Pain 

Attitudes Questionnaire was composed of 20 statements 

concerning pain to which the nurses responded "true," 

"false," or "don't know." A copy of the Pain Attitudes 

Questionnaire can be found in Appendix F. Following the 

completion of the training sessions, the nurses completed 

both of the tests a second time to provide a measure of the 

effectiveness of the training sessions in educating the 

nurses on the pain process and in changing the nurses' 

attitudes about pain. Pre-test and post-test results are 

provided in Table 3. 
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Synopsis of the Educational Material 
Presented to Experimental Group Nurses 

The following section provides a brief overview or 

outline of the subject matter presented in the 4-hour 

educational intervention. As previously mentioned, the 

training was given in two two-hour sessions presented by the 

investigator. 

Training session one. Following the completion of pre

testing, nurses were provided with a two-hour presentation on 

the process of pain during the first training session. 

Following is an outline of the topics included in the 

presentation; 

I. The definition of pain; 

II. History of the subject of pain 

A. Aristotle's understanding of pain in the 4th 

century B.C., 

B. Beliefs about pain during the middle ages, 

C. Biologically-based theories of pain of the I9th 

century, 

D. Specificity theory of pain, 

E. Gate-control theory; 

III. Common misconceptions held by nurses concerning the 

process of pain; 

IV. Specificity theory of pain; 

V. Gate-control theory of pain; 
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VI. Three dimensions of the pain process 

A. Sensory-discriminative, 

B. Motivational-affective, 

C. Cognitive-evaluative. 

Training session two. After a brief review of the 

information presented during the first training session, the 

second session was focused primarily on issues surrounding 

the application of the previously presented information for 

the assessment and management of pain. The following outline 

was followed during the session: 

I. Review of material presented during session one; 

II. Presentation of the results and implications of the 

Pain Management Subcommittee Report (Woodward 

et al.,1993) previously completed at the hospital; 

III. Discussion of adjectives used by patients to 

describe the different components of the pain 

process 

A. Sensory adjectives, 

B. Affective adjectives, 

C. Evaluative adjectives; 

IV. Discussion of pain assessment as an assessment of a 

the patient's "total pain behavior" 

A. Assessment of physical movements and 

expressions of pain, 

B. Assessment of emotional expressions of 

pain, 
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C. Assessment of patients' thought 

processes related to their pain, 

D. Assessment of the physiological or 

sensory aspect of pain; 

V. Discussion of communication and listening skills 

related to managing patients with pain 

A. Training in active listening skills, 

B. Discussion and training in communicating 

with patients about their pain using the 

control theory concept of pain as a "total 

behavior" as proposed by William Glasser 

(Glasser, 1985), 

C. Discussion and training in addressing the 

basic psychological need areas as proposed 

by control theory of belonging, 

importance, choice, and fun when 

communicating with patients suffering from 

pain (Glasser, 1985; Peterson & Woodward, 

1992; Peterson & Parr, 1982). 

Chronolocjy of Activities 

1. Nurses assigned to the the day and evening shifts on the 

orthopedic and oncology units were placed into the 

treatment and control groups by a randomization process. 

2. Nurses in the treatment group from both the oncology and 

orthopedic units received the two two-hour training 
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sessions on the process of pain and pain assessment. 

The second session was held one week after the first 

session. 

3. Follow-up contacts with patients by telephone were 

originally planned for obtaining the two measures of 

satisfaction. After data collection had begun, however, 

it became clear that this procedure was ineffective. 

This issue was addressed with the hospital 

administration and with the investigator's committee 

chairman at that time. Due to the absence of the 

investigator necessitated by his employment in an 

internship in another state and because the hospital 

administration was primarily interested in a measure of 

the long-term effectiveness of the intervention, it was 

determined that the data collection procedure would be 

ammended and resumed following the investigator's 

return. The data collection was, therefore, resumed 

approximately one year following the nurse training 

program. 

4. Data collection involved the following tasks: 

a. Obtaining verbal consent from a particular patient 

to participate in the project. 

b. Assisting the patient in the completion of the SF-

MPQ and Patient Pain Questionnaire. 

c. Obtaining necessary demographic information from the 

patient's medical chart. 
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d. Obtaining the completed verbal pain rating and 

Pain Questionnaire from the participating nurse 

5. Statistical analysis of the data. 
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TABLE 1 

Demographic Characteristics of Nurses 
Participating in the Study 

Gender 

Males 

Females 

License 

RN 

LVN 

Experience (years) 

Mean 

Median 

Minimum 

Maximum 

Oncology 

(N=15) 

Unit 

Training Control 

(N=7) 

1 

6 

5 

2 

14.1 

17 

3 

20 

(N=8) 

0 

8 

6 

2 

4.4 

4.5 

1 

7 

Orthopedic Unit 

(N= 

Training 

(N=7) 

2 

5 

5 

2 

5.6 

3 

1 

20 

=15) 

Control 

(N=8) 

2 

6 

7 

1 

4 .4 

2.5 

1 

19 
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TABLE 2 

Demographic Characteristics of Patients 
Participating in the Study 

Gender 

Males 

Females 

Age 

Mean 

Median 

Minimum 

Maximum 

Marital Status 

single 

married 

divorced 

Widowed 

Unspecified 

Race 

Caucasian 

Hispanic 

African-American 

Unspecified 

Oncology Unit 

(N= 

Training 

(N=30) 

11 

19 

61.1 

62 

28 

87 

2 

11 

2 

7 

8 

18 

1 

1 

10 

64) 

Control 

(N=34) 

14 

20 

63.4 

66 

17 

92 

2 

19 

1 

8 

4 

25 

0 

1 

8 

Orthoped 

(N= 

Training 

(N=30) 

14 

16 

60.2 

62 

34 

92 

1 

15 

0 

1 

10 

18 

1 

0 

11 

lie Unit 

=65) 

Control 

(N=35) 

13 

22 

64.1 

69 

21 

88 

5 

16 

3 

6 

5 

27 

0 

1 

7 
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TABLE 3 

Pre-Test and Post-Test Results of Nurses Participating 
in the Pain Education Training Sessions 

Oncology Orthopedic 

(N=7) (N=7) 

Objectives Pre-test (maximum = 100) 

Mean 8.57 21.67 

Standard Deviation 3.78 9.83 

Minimum 0 10 

Maximum 10 30 

Objectives Post-test (maximum = 100) 

Mean 77.14 90.00 

Standard Deviation 17.04 8.17 

Minimum 50 80 

Maximum 90 100 

Attitudes Pre-test (maximum = 100) 

Mean 67.86 60.83 

Standard Deviation 6.36 14.63 

Minimum 60 45 

Maximum 7 5 80 

Attitudes Post-test (maximum =100) 

Mean 80.71 86.43 

Standard Deviation 7.32 7.48 

Minimum 7 5 7 5 

Maximum 95 95 
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CHAPTER IV 

RESULTS 

The instruments and measures used in the study were 

completed by the patients and nurses participating in the 

study. The data which were derived from the instruments and 

measures were analyzed in accordance with the experimental 

design of the study and the results are presented in this 

chapter. The Statistical Package for the Social Sciences 

(SPSS Inc., 1990) was utilized in the statistical analysis of 

the data. 

Comparisons of Accuracy Measures 

Nurse accuracy in patient pain assessments. The first 

research question investigated in the study concerned 

differences in accuracy of the nurses' assessments of patient 

pain between the various treatment groups. This question was 

first analyzed by defining a variable, Al, as the absolute 

value of the difference between the patient pain rating (VA) 

and the nurse's prediction of the patient's pain rating 

(NPVA) on the visual-analog pain rating scale. The absolute 

value of the difference was used due to the fact that this 

question primarily addressed how closely the nurses were able 

to predict the actual responses of their patients, not 

whether the nurses' predictions were higher or lower in 

magnitude than the patients' responses. The inclusion of 
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negative values, due to the few cases in which nurse 

predictions were higher than actual patient responses, would 

have caused the mean to be biased in the negative direction 

and would have caused the results of the analysis to be 

misleading. Results of the analysis revealed that nurses who 

received the pain assessment and management training 

intervention (experimental group) were significantly more 

accurate in assessing patient pain than nurses who did not 

receive the training (control group). F(l,99) = 7.45, 

E=.008. The strength of the association between treatment 

group and the accuracy of prediction was, however, small, 

with an interclass correlation (QJ) equal to 0.05. These 

results are demonstrated in Table 4. 

Result:s of analyses of variance for the patients' 

responses on the verbal scale (V) and visual-analog scale 

(VA) are provided in Table 5 and Table 6, respectively. No 

significant differences were found between any of the 

treatment groups on the verbal scale. Orthopedic patients, 

however, were found to rate the intensity of their pain 

significantly higher than oncology patients on the visual-

analog scale (VA) . The strength of the association between 

between the type of hospital service and patient responses on 

the visual-analog scale, however, was found to be small, with 

0^ = 0.035. No significant differences were found to exist 

on either the verbal or visual-analog scales in the pain 
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intensity ratings of the patients of trained and untrained 

nurses. 

Results of the analysis of variance for the nurses' 

predictions of patients' pain ratings on the visual-analog 

scale (NPVA) indicated no significant differences to exist 

between the trained and untrained nurses or between the 

oncology and orthopedic services. These results can be found 

in Table 7. 

Nurse perceptions of actual patient pain. In addition 

to asking the nurses to predict the level of pain that the 

patients reported, nurses were also asked to rate the level 

of pain that the nurses believed the patients were actually 

experiencing. This question was first analyzed by defining a 

variable, A2, as the absolute value of the difference between 

the patient pain rating (V) and the nurse's rating of patient 

pain (NV) on the verbal pain rating scale. The absolute 

value of the difference was again used in this analysis 

because of the fact that the question primarily involved the 

magnitude of the difference between the nurses' and patients' 

responses, not the direction of the difference. Results of 

the analysis found no significant differences between nurses 

in the oncology and orthopedic groups or experimental and 

control groups. These results are demonstrated in Table 8. 

The differences between patient pain ratings and nurse 

assessments of actual patient pain were also measured using 

their ratings on the visual-analog scale. This coitparison 
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was made using a variable, A3, defined as the absolute value 

of the difference between patient pain ratings (VA) and nurse 

ratings of actual patient pain (NVA) on the visual-analog 

scale. As in the case of the variables Al and A2, the 

absolute value was employed because the question of interest 

was the magnitude of the difference between nurse and patient 

pain assessments, not the direction of the difference. The 

results are displayed in Table 9. As is seen in Table 9, no 

statistically significant differences between the oncology 

and orthopedic nurses were found. Although not significant 

at the p=.05 level, nurses who received the training did rate 

actual patient pain more accurately than control nurses at a 

level nearing statistical significance. £(1,99) = 2.95, 

E=.089 

The results of the analyses of variance for nurse 

ratings of actual patient pain on the verbal (NV) and visual-

analog scales (NVA) are included in Table 10 and Table 11, 

respectively. No significant differences were found between 

nurse ratings of patient pain for the oncology and orthopedic 

units or for the treatment and control groups on the verbal 

pain scale (NV). Nurse ratings of patient pain were, 

however, found to be significantly higher for orthopedic 

patients than for oncology patients on the visual-analog 

scale (NVA). F(l,99) = 5.34, p = .023. The strength of the 

association between the type of hospital service and nurse 
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ratings of actual patient pain was found to be small, with 

02= 0.03. 

Patient predictions of nurse pain ratings. Patients 

were also asked to predict the level of pain that their 

nurses believed the patients experienced. In order to access 

this, a variable, A4, was defined as the absolute value of 

the difference between patient pain ratings (VA) and patient 

estimates of nurse ratings of patient pain (PVA) on the 

visual-analog scale. The absolute value was again used in 

the analysis because the question was focused on the nearness 

of the patients' estimates, not on the direction of the 

differences. Results of the analysis are given in Table 12. 

Although not a statistically significant result, a trend 

nearing statistical significance was found for patients with 

nurses who had received the training (experimental group) to 

predict their nurses' ratings as being more congruent with 

their own ratings than patients with nurses who did not 

receive the training. £(1,98) = 3.08, p = .082. 

Correlational analyses of patient and nurse pain 

ratings. In addition to the above analyses of variance, 

correlational analyses were run to obtain measures of the 

strength of association between patient and nurse ratings of 

pain. For the verbal pain rating scale, significant positive 

relationships were found to exist between nurse (NV) and 

patient (V) responses in all treatment groups. Spearman rank 

correlation coefficients for the strength of associations are 
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found in Table 13. Although the magnitudes of the Spearman 

rank correlation coefficients are higher in the cases of the 

oncology service and the experimental group, these 

differences are not statistically significant using the 

Fisher Z-transformation statistic for comparison (Glass & 

Hopkins, 1996). 

Pearson product-moment correlation coefficients were 

computed to measure the strength of association between 

patient (VA) and nurse (NVA) ratings of patient pain on the 

visual-analog scale (Glass & Hopkins, 1996). These results 

are also found in Table 13. The strength of association for 

the pain ratings of nurses (NVA) and patients on the visual-

analog scale (VA) was found to be significantly higher for 

trained nurses than for untrained nurses using the Fisher z-

transformation statistic for comparison. Although higher in 

magnitude for the oncology service, no significant difference 

was found between the strength of association for the nurse 

(NVA) and patient pain ratings (VA) on the visual-analog 

scale for the oncology and orthopedic units. 

Comparisons of Satisfaction Measures 

The second research question involved possible 

differences in satisfaction ratings of patients in the 

various treatment groups. Patients were asked to rate their 

level of satisfaction with the pain management care they had 
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received from their particular nurse participating in the 

study on a visual-analog scale (Si). As the results in 

Table 14 display, no significant differences in nurse 

satisfaction ratings were found between experimental and 

control nurses or between oncology and orthopedic unit 

nurses. 

Patients were also asked to rate their level of 

satisfaction with the pain management care received from all 

hospital personnel during their stay on the unit (S2). The 

patients rated their level of satisfaction on a visual-analog 

scale. No statistically significant differences were found 

in overall hospital satisfaction ratings between patients 

with experimental and control nurses or on the oncology and 

orthopedic units. The results of the analysis are found in 

Table 15. 

Comparisons of Adjectives Used for 
Descriptions of Pain by Patients of Experimental 

and Control Nurses 

Research question three involved the examination of 

possible differences between ratings of pain given by 

patients treated by trained and untrained nurses. Analysis 

of variance was used to test for differences in descriptions 

of pain given by patients with experimental (trained) nurses 

and control (untrained) nurses as provided by their responses 

to the 15 adjectives provided on the SF-MPQ. 

87 



Sensory adiective.g. Multivariate analysis of variance 

(MANOVA) was performed to coitpare the responses to the 11 

sensory adjectives on the SF-MPQ for patients treated by 

experimental and control nurses. The analysis resulted in 

the finding that patients treated by experimental group 

nurses reported sensory adjectives to describe their pain at 

a significantly higher overall level than patients treated by 

control nurses. Individual sensory adjectives to which 

patients treated by experimental nurses responded at a 

significantly higher level than patients treated by control 

nurses included the adjectives throbbing, heavy, tender, and 

splitting. Results of the MANOVA for the overall effect of 

sensory adjectives as well as analyses for the individual 

sensory adjectives are found in Table 16. 

Affective adjectives. Multivariate analysis of variance 

(MANOVA) was performed to compare responses to the 4 

affective adjectives on the SF-MPQ for patients treated by 

experimental and control group nurses. The analysis found no 

significant overall difference in responses to affective pain 

adjectives between patients treated by experimental and 

control nurses. Analysis of variance for the individual 

affective adjectives did, however, find that patients with 

experimental group nurses responded to the adjectives 

"fearful" and "punishing-cruel" at a higher level than 

patients treated by control group nurses. Results of the 

MANOVA for the overall effect of affective adjectives as well 

88 



as analyses for the individual affective adjectives are found 

in Table 17. 

Comparisons of Adjectives Used for Descriptions 
of Pain by Cancer and Orthopedic Patients 

Research question four involved the identification of 

possible differences between patient reports of pain for 

oncology and orthopedic patients. Analysis of variance was 

used to test for differences in oncology and orthopedic 

patients' descriptions of their pain as provided by their 

responses to the 15 adjectives provided on the SF-MPQ. 

Sensory adjectives. Multivariate analysis of variance 

(MANOVA) was performed to compare the responses to the 11 

sensory adjectives on the SF-MPQ for oncology and orthopedic 

pain patients. The analysis resulted in the finding that 

orthopedic patients responded to sensory adjectives at a 

significantly higher level than oncology patients. 

Individual sensory adjectives to which orthopedic patients 

responded at a significantly higher level than oncology 

patients included the adjectives shooting, sharp, aching, and 

tender. Results of the MANOVA for the overall effect of 

sensory adjectives as well as analyses for the individual 

sensory adjectives are found in Table 18. 

Affective adjectives. Multivariate analysis of variance 

(MANOVA) was performed to compare the responses to the 4 

affective adjectives on the SF-MPQ for oncology and 

orthopedic pain patients. The analysis found no significant 
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overall difference in responses to affective pain adjectives 

between oncology and orthopedic patients. Results of the 

MANOVA for the overall effect of affective adjectives as well 

as analyses for the individual affective adjectives are found 

in Table 19. 

Correlational Analyses of the Relationships 
Between Patient Responses to Measures 
of Pain Intensity and Their Responses 
to the Pain Adjectives on the SF-MPQ 

Correlational analysis was utilized to measure the 

strength of association between patient responses to the 15 

pain adjectives of the SF-MPQ and patient overall pain 

intensity measures, including the verbal scale of the SF-MPQ 

and the visual-analog scale. These analyses were performed 

in order to allow for some degree of inference concerning the 

relative contributions of the individual pain adjectives to 

the overall pain intensity measures. 

Comparison of correlations for patients treated by 

experimental and control group nurses. Spearman rank 

correlation coefficients were computed for the patients 

treated by experimental and control group nurses. Results 

are displayed in Table 20. Although the magnitude of the 

differences reached statistical significance (E<.05) in only 

one case, the direction of the differences is suggestive of a 

higher level of association between pain adjectives and 

overall pain intensity levels for patients treated by 

experimental nurses than for patients treated by control 
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nurses. An examination of the results displayed on Table 20 

indicates that the magnitude of the correlation is greater 

for experimental nurses in 11 out of 15 cases for the verbal 

pain scale and in 15 out of 15 cases on the visual-analog 

scale. 

Comparison of correlations obtained from oncology and 

orthopedic patients. Spearman rank correlation coefficients 

were obtained for oncology and orthopedic patients as a 

measure of the strength of association between the various 

pain adjectives of the SF-MPQ and the patients' responses on 

the verbal pain scale and the visual-analog scale (Glass & 

Hopkins, 1996). A listing of the 15 pain adjectives with 

corresponding Spearman rank correlation coefficients is found 

in Table 21 for the oncology and orthopedic patients included 

in the study. The adjectives found to have statistically 

significant strength of association with the pain intensity 

ratings are listed in descending order of magnitude in Table 

22. 
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TABLE 4 

Means and Results of the Analysis of Variance 
for the Accuracy of Nurse Pain Ratings (Al) 

GROUP experimental control 

2 2 . 2 3 33.14 

2EB^I1£E oncology orthopedic 

2 7 . 2 2 2 8 . 8 9 

Source 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

Within Cells 

Total 

Analysis 

DF 

1 

1 

1 

1 

26 

99 

128 

of Variance 

MS 

4023.67 

46.61 

264.15 

774.93 

539.94 

608.88 

(Al) 

F 

7.45 

0.09 

0.49 

1.44 

Sig. of F 

.008** 

.770 

.486 

.105 

* • E < . 0 1 
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TABLE 5 

Means and Results of the Analysis of Variance for Patient 
Responses on the Verbal Pain Scale (V) 

GROUP experimental control 

2.29 2.06 

SERVICE 

Source 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

Within Cells 

Total 

Analysis 

DF 

1 

1 

1 

26 

99 

128 

Of 

oncology 

2.00 

Variance 

MS 

1.85 

3.74 

3.92 

4.28 

2.43 

2.82 

(V) 

F 

0.76 

1.54 

1.62 

1.77 

orthopedic 

2 .34 

Sig. of F 

.385 

.217 

.207 

.024 
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TABLE 6 

Means and Results of the Analysis of Variance for 
Patient Responses on the Visual-Analog Scale (VA) 

GROUP experimental control 

55.30 58.43 

SERVICE oncology orthopedic 

50.21 63.73 

Analysis of Variance (VA) 

Source JDE. 2SSL Sig. of F 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

Within Cells 

Total 

1 

1 

1 

26 

99 

128 

387.30 

5722.77 

607.77 

1464.62 

926.77 

1066.79 

0.42 

6.17 

0.66 

1.58 

519 

015* 

420 

056 

E < .05 
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TABLE 7 

Means and Results of the Analysis of Variance for 
Nurse Predictions of Patient Pain Ratings on the 

Visual-Analog Scale (NPVA) 

GROUP experimental control 

47.01 44.05 

SERVICE oncology orthopedic 

42.82 4 8.04 

Analysis of Variance (NVPA) 

Source 

Group 

Service 

Group by Service 

Nurse within Group 

by Service 

within Cells 

Total 

DF 

1 

1 

1 

26 

99 

128 

MS 

251.35 

788.43 

834.66 

1209.82 

657.81 

769.16 

F 

0.38 

1.20 

1.27 

1.84 

Siq. 

.538 

.276 

.263 

.017 

of F 
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TABLE 8 

Means and Results of the Analysis of Variance 
for the Absolute Differences Between 

Patient and Nurse Pain Ratings on the Verbal 
Pain Rating Scale (A2) 

GRQUP experimental control 

1.12 1.16 

SERVICE 

Source 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

within Cells 

Analysis 

DF 

1 

1 

1 

26 

99 

oncology 

1.14 

of Variance 

MS 

0.34 

0.00 

0.52 

1.98 

1.18 

(A2) 

F 

0.29 

0.00 

0.44 

1.69 

orthopedic 

1. .15 

Sig. of F 

.592 

.9 87 

.507 

.035 

Total 128 1.32 
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TABLE 9 

Means for the Absolute Values of the Differences Between 
Patient Pain Ratings and Nurse Pain Ratings on the 

Visual-Analog Pain Rating Scale (A3) 

GEQUE experimental control 

26.42 32.95 

SERVICE oncology orthopedic 

31.03 28.77 

Analysis of Variance (A3) 

Source J2Z. M2. Sig. of F 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

Within Cells 

Total 

1 

1 

1 

26 

98 

127 

1247.85 

0.03 

1.56 

537.89 

404.77 

432.30 

3.08 

0.00 

0.00 

1.33 

082 

993 

951 

161 
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TABLE 10 

Means and Results of the Analysis of Variance for Nurse 
Ratings of Actual Patient Pain on the Verbal Scale (NV) 

GEQUE experimental control 

2.01 1.89 

SERVICE 

Source 

Group 

Service 

Group by Service 

Nurse Within Group 

by SejTvice 

Within Cells 

Total 

Analysis 

DF 

1 

1 

1 

26 

99 

128 

Of 

oncology 

1.79 

Variance 

MS 

0.56 

2.83 

2.05 

2.17 

1.30 

1.49 

(NV) 

F 

0.43 

2.18 

1.58 

1.67 

orthopedic 

2, .10 

Siq. of F 

.511 

.143 

.212 

.037 
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TABLE 11 

Means and Results of the Analysis of Variance 
for Nurse Ratings of Actual Patient Pain 

on the Visual-Analog Scale (NVA) 

GRQUP experimental control 

36.26 39.37 

SERVICE 

Analysis 

Source 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

Within Cells 

Total 

DF 

1 

1 

1 

26 

99 

128 

oncology 

33. 04 

of Variance 

MS 

316.25 

3034.20 

1840.01 

749.90 

568.72 

632.74 

(NVA) 

F 

0.56 

5.34 

3.24 

1.32 

orthopedic 

42 .80 

Sig. of F 

.458 

.023* 

.075 

.167 

p < .05 
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TABLE 12 

Means and Results of the Analysis of Variance for the 
Absolute Differences Between Patient Pain Ratings and Patient 

Perceptions of Their Nurses' Ratings (A4) 

GROUP experimental control 

13.17 20.56 

SERVICE 

Source 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

within Cells 

Total 

Analysis 

DF 

1 

1 

1 

26 

98 

127 

oncology 

16. 92 

of Variance 

MS 

1247.85 

0.03 

1.56 

537.89 

404.77 

432.30 

(A4) 

F 

3.08 

0.00 

0.00 

1.33 

orthopedic 

17 .31 

Sig. of F 

.082 

.993 

.951 

.161 
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TABLE 13 

Strength of Association Between Patient and Nurse 
Pain Intensity Measures 

Spearman Rank Correlation Coefficients for Strength of 
Association Between Nurse and Patient Pain Ratings 

on the Verbal Pain Scale 

GROUP experimental control 

4490** .3250** 

SERVICE oncology orthopedic 

.4555** .2915* 

Pearson Product-Moment Correlation Coefficients for the 
Strength of Association Between Nurse and Patient Pain 

Ratings on the Visual-Analog Scale 

GRQUP experimental control 

.5687** .07 62 

SERVICE oncology orthopedic 

.3557** .2055 

* * E < .01, * E < .05 
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TABLE 14 

Means and Results of the Analysis of Variance for 
Patient Ratings of Satisfaction with Their Nurses 

Participating in the Study (SI) 

GROUP experimental control 

107.14 111.71 

SERVICE oncology orthopedic 

107.61 111.54 

Analysis of Variance (SI) 

Source DF JVIS. Sig. of F 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

Within Cells 

Total 

1 

1 

1 

26 

99 

128 

375.28 

331.55 

1363.76 

735.82 

751.62 

746.97 

0.50 

0.44 

1.81 

0.98 

481 

508 

181 

503 
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TABLE 15 

Means and Results of the Analysis of Variance for 
Patient Ratings of Satisfaction With Overall Hospital 

Pain Management Care (S2) 

GROUP experimental control 

109.91 110.00 

SERVICE oncology orthopedic 

1 0 6 . 6 3 1 1 3 . 2 8 

A n a l y s i s of V a r i a n c e (NV) 

S o u r c e J2Z. JV[S. S i g . of F 

Group 

Service 

Group by Service 

Nurse Within Group 

by Service 

Within Cells 

Total 

1 

1 

1 

26 

99 

128 

27, 

1115, 

1393, 

606, 

822. 

779, 

.83 

.67 

.45 

.41 

.91 

.47 

0 . 0 3 

1 .36 

1.69 

0 . 7 4 

854 

247 

196 

812 
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TABLE 16 

Results of Multivariate Analysis of Variance 
for Responses of Patients Treated by Experimental and Control 

Nurses on Sensory Adjectives of the SF-MPQ 

MANOVA 

Multivariate tests of significance (S=l, M=4.5, N=43.5) 

Test Name 

Pillais 

Hotellings 

Wilks 

.2460 

.3263 

.7540 

2.64 

2.64 

2.64 

11 

11 

11 

89 

89 

89 

.006** 

.006** 

.006** 

Analyses of Variance for Individual Sensory Adjectives 

(Univariate £-tests with (1,99) D.F. 

throbbing 

shooting 

stabbing 

sharp 

cramping 

gnawing 

hot-burning 

aching 

heavy 

tender 

splitting 

Mean 

1.45 

1.33 

1.19 

1.52 

0.71 

0.88 

0.93 

1.60 

1.21 

1.88 

0.87 

Mean 

1.03 

1.09 

0.98 

1.25 

0.96 

0.74 

0.61 

1.31 

0.61 

1.22 

0.31 

5.63 

1.95 

1.26 

1.84 

2.11 

0.41 

2.76 

2.54 

10.68 

14.14 

9.05 

1.34 

1.43 

1.48 

1.54 

1.21 

1.17 

1.34 

1.63 

1.18 

1.17 

1.15 

4.19 

1.36 

0.85 

1.19 

1.75 

0.35 

2.06 

2.18 

9.09 

12.09 

7.87 

.043* 

.247 

.360 

.278 

.189 

.555 

.154 

.143 

.003** 

.001** 

.006** 

E < .05, • * E < .01 
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TABLE 17 

Results of Multivariate Analysis of Variance for Responses of 
Patients with Experimantal and Control Group Nurses to 

Affective Adjectives of the SF-MPQ 

MANOVA 

Multivariate tests of significance (S=l, M=l, N=47) 

Test Name Yallie Exact F Hvpoth DF Error DF Sig 

Pillais .0751 1.95 4 96 .109 

Hotellings .0812 1.95 4 96 .109 

Wilks .9249 1.95 4 96 .109 

Analyses of Variance for Individual Affective Adjectives 

(Univariate F-tests with (1,99) D.F. 

MS MS Error E Sig 

tiring-

exhausting 

sickening 

fearful 

punishing-

cruel 

Mean 

1.60 

0.82 

0.91 

0.79 

Mean 

1.50 

0.82 

0.51 

0.39 

0.35 

0.02 

4.95 

4.93 

1.38 0.26 .613* 

0.99 0.02 .882 

1.07 4.61 .034* 

1.21 4.08 .046* 

E < .05 
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TABLE 18 

Results of Multivariate Analysis of Variance for 
Responses of Oncology and Orthopedic Pain Patients to 

Sensory Adjectives of the SF-MPQ 

MANOVA 

Multivariate tests of significance (S=l, M=4.5, N=43.5) 

Test Name Yallie Exact F Hypoth DF Error DF Sig 

Pillais 

Hotellings 

Wilks 

.3078 

.4446 

.6922 

3.60 

3.60 

3.60 

11 

11 

11 

89 

89 

89 

.000** 

.000** 

.000** 

Analyses of Variance for Individual Sensory Adjectives 

(Univariate E-tests with (1,99) D.F. 

Adjective 

throbbing 

shooting 

stabbing 

sharp 

cramping 

gnawing 

hot-burning 

aching 

heavy 

tender 

splitting 

Oncology 

Mean 

1.08 

0.80 

0.94 

0.95 

0.81 

0.89 

0.63 

1.10 

0.81 

1.26 

0.42 

Orthopedic 

Mean 

1.38 

1.61 

1.21 

1.80 

0.88 

0.71 

0.90 

1.79 

0.97 

1.79 

0.72 

? MS 

3-41 

20.89 

1.99 

24.09 

0.20 

0.90 

2.34 

16.18 

0.54 

8.86 

3.32 

MS Error 

1.34 

1.43 

1.48 

1.54 

1.21 

1.17 

1.34 

1.16 

1.18 

1.17 

1.15 

E 

2.54 

14.56 

1.34 

15.59 

0.16 

0.77 

1.75 

13.91 

0.46 

7.57 

2.88 

Sig 

.114 

.000** 

.250 

.000** 

.687 

.384 

.189 

.000** 

.498 

.007** 

.093 

• * E < .01 

106 



TABLE 19 

Results of Multivariate Analysis of Variance for 
Responses of Oncology and Orthopedic Pain Patients to 

Affective Adjectives on the SF-MPQ 

MANOVA 

Multivariate tests of significance (S=l, M=l, N=47) 

Test Name yallie Exact F Hypoth DF Error DF SiS 

Pillais .0466 1.17 4 96 .328 

Hotellings .0489 1.17 4 96 .328 

Wilks .9534 1.17 4 96 .328 

Analyses of Variance for Individual Affective Adjectives 

(Univariate E-tests with (1,99) D.F. 

Adjective 

tiring-

exhausting 

sickening 

fearful 

punishing-

cruel 

Oncology 
Mean 

1.37 

0.76 

0.54 

0.43 

Orthopedic 

Mean 

1.72 

0.88 

0.85 

0.72 

MS 

4.29 

0.52 

2.65 

2.948 

MS Error 

1.38 

0.99 

1.07 

1.21 

E 

3.12 

0.52 

2.47 

2.47 

Sig 

.081 

.471 

.119 

.120 
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TABLE 20 

Strength of Association Between Patient Pain Intensity 
Measures and the Pain Adjectives of the SF-MPQ Using the 

Spearman's Rank Correlation Coefficient for Patients Treated 
by Experimental and Control Nurses 

Adjective 

throbbing 

shooting 

stabbing 

sharp 

cramping 

gnawing 

hot-burning 

aching 

heavy 

tender 

splitting 

tiring-exhausting 

sickening 

fearful 

puni shing-cruel 

YERB^LL 

Exper. 

.3567** 

.4034** 

.4040** 

.3024* 

.3386** 

.2957* 

.2728* 

.3924** 

.2826* 

.2360 

.2497 

.4667** 

.2421 

.2576* 

.0049 

_SOMiE 

Control 

.2971 

.3159** 

.3572** 

.3159* 

.2717* 

.0408 

.0900 

.3441** 

.1194 

.27 54* 

.2034 

.3589** 

.3027* 

.1873 

.1576 

YISU^LL 

Exper. 

.4144** 

.3701** 

.3633** 

.4614** 

.3324** 

.3902** 

.2206 

.4470** 

.4307** 

.4153** 

.2645* 

.5689* 

.3237* 

.5109** 

.3260* 

•ANALOG 

Control 

.2270 

.2597* 

.2406* 

.3567** 

.0765 

.1839 

(.0670) 

.2453 

.0503 

.3934* 

.0833 

.3422** 

.2567* 

.2429* 

.1733 

E < .05, * * E < .01 
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TABLE 21 

Strength of Association Between Patient Pain 
Intensity Measures and the Pain Adjectives of the SF-MPQ 
Using the Spearman's Rank Correlation Coefficient for 

Oncology and Orthopedic Patients 

Adjective 

throbbing 

shooting 

stabbing 

sharp 

cramping 

gnawing 

hot-burning 

aching 

heavy 

tender 

splitting 

t i ring- exhaust ing 

sickening 

fearful 

punishing-cruel 

ONCOLOGY 

(n= 

Yert^al 

.5354** 

.3344** 

.4259** 

.4181** 

.3686** 

.2181 

.2066 

.3769** 

.1810 

.4620** 

.1682 

.4034** 

.1968 

.2142 

.0520 

=64) 

Analog 

.3802** 

.3363** 

.3257** 

.2880* 

.2712* 

.3277** 

.1143 

.3189** 

.2377 

.3913* 

.1592 

.4857** 

.2837* 

.2721* 

.2100 

ORTHOPEDIC 

(n=65) 

Yerbal 

.0492 

.3216** 

.3033* 

.2564* 

.1939 

.1490 

.1300 

.2905* 

.2627* 

.0369 

.2808* 

.3790** 

.3704* 

.2167 

.0970 

t 

Analog 

.1738 

.1730 

.2211 

.2419* 

.1234 

.2755* 

(.0165) 

.1667 

.2069 

.3175** 

.1320 

.3733** 

.2975* 

.4266** 

.2720* 

E < .05, * * E < .01 
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TABLE 22 

SF-MPQ Pain Adjectives Found to Have Significant Strength of 
Association (E<.05) With Patient Pain Intensity Measures 

Listed in Descending Order of Magnitude 

SF-MPQ Verbal Pain Intensity Scale 

Oncology Orthopedic 

throbbing tiring-exhausting 

tender sickening 

stabbing shooting 

sharp stabbing 

tiring-exhausting aching 

aching splitting 

cramping heavy 

shooting sharp 

Visual-Analog Pain Scale 

Oncology Orthopedic 

tiring-exhausting fearful 

throbbing tiring-exhausting 

shooting tender 

gnawing sickening 

stabbing gnawing 

aching punishing-cruel 

tender sharp 

sharp 

sickening 

fearful 

cramping 
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CHAPTER V 

DICUSSION OF RESULTS, SUMMARY, CONCLUSIONS, 

IMPLICATIONS, AND RECOMMENDATIONS 

This chapter presents a discussion of the results, a 

summary of the study, conclusions based on the results, 

implications for practice, and recommendations for future 

research. 

Discussion of Results 

The purpose of this study was to assess the effects of a 

brief pain assessment and management training intervention 

for nurses on later pain assessment accuracy as well as 

patient satisfaction and pain measures. Additionally, 

information on possible differences in patient reports of the 

experience of cancer and orthopedic pain was also sought. 

Research question one. The first research question 

concerned differences in accuracy of the nurses' assessments 

of patient pain between the various treatment groups. In 

order to test the accuracy of nurse pain ratings, a variable 

was defined as the absolute value of the difference between 

the patient's pain rating and the nurse's prediction of the 

patient's pain rating on the visual-analog scale (Al). Two 

other variables were also defined as the absolute values of 

the differences between the patient's responses and nurse's 

responses on the verbal pain scale (A2) and the visual-analog 
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scale (A3). Al is a measure of the ability of the nurses to 

accurately predict how patients will report pain. It should 

be noted that accuracy on Al does not necessarily mean that 

the nurses believed or accepted their patients' reports of 

pain. The variables A2 and A3 involve both the ability of 

the nurses to accurately predict how patients will rate their 

pain combined with a judgment on the part of the nurses of 

the believability of the patients' responses, i.e., the 

actual or true level of patient pain. 

Analysis of variance for the variable Al found that 

nurses who had received the training program were able to 

predict their patients' pain ratings significantly more 

accurately than control nurses (p = .008). The means of the 

absolute differences on Al were 22.23 for the trained nurses 

and 33.14 for the control nurses. No significant difference 

was found on Al between nurses on the oncology and orthopedic 

units. 

Results of the analyses of variance for the variables A2 

and A3 suggest that while the trained nurses could predict 

their patients' reports of pain more accurately, the 

training, to some extent, failed to change some of the 

nurses' preconceived attitudes about pain. While no 

significant differences were found between the accuracy of 

trained and control nurses' ratings of the pain that their 

patients were actually experiencing on either the verbal and 

visual-analog scales, experimental nurses were more accurate 

112 



at a magnitude nearing significance (p = .082) on the visual-

analog scale (A3) . The means on the visual-analog scale for 

A3 were 26.42 for the trained group and 32.95 for the control 

group. 

It should also be noted that, consistent with results 

found in the previous study (Woodward et al., 1993), nurses 

in all groups gave ratings of patient pain that were, on the 

average, lower in magnitude than corresponding pain ratings 

given by the patients. A comparison of Tables 6 and 11, 

reveals that experimental group nurses under-rated patient 

pain on the visual-analog scale by a magnitude of 19.04 and 

control nurses under-rated their patients' pain by 19.06. 

These findings again suggest that, while able to more 

accurately predict patient pain ratings, nurses who received 

the training continued to hold to the idea that nurses, not 

the patients, are best able to judge the level of their pain. 

While underestimating the pain of their patients on the 

average virtually equally with control group nurses, 

experimental nurse ratings apparently varied significantly 

more consistently with patient pain ratings than ratings from 

the control group. Correlational analyses showed the 

strength of association for experimental group nurse ratings 

of actual patient pain (NVA) and patient pain ratings (VA) to 

be significantly higher than the strength of asociation for 

control group nurses. The magnitude of the difference is 

striking. The control group correlation was .0762, while 
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experimental group nurses ratings were correlated with 

patient ratings on the visual-analog scale at the level of 

.5687. The very low magnitude correlation for the untrained 

nurses is consistent with past findings of low correlations 

between patients and nurses. The magnitude of the 

correlation for the trained nurses, is, however, much greater 

than past studies have obtained. This is suggestive that, 

although the training was unsuccessful, to some degree, in 

changing the attitudes of the nurses, it did result in more 

consistent pain ratings. 

Research question two. The second research question 

investigated in the study concerned the effects of the pain 

assessment and training program on later measures of patient 

satisfaction. Two measures of patient satisfaction were 

obtained in the study. The first measure was the 

satisfaction of the patient with the pain management received 

from the particular nurse involved in the study on a visual-

analog scale (Si). The second measure was the satisfaction 

of the patient with the pain management received from all 

hospital personnel (S2). 

Analyses of variance performed on both satisfaction 

measures found no significant differences to exist between 

the various treatment groups. This absence of a significant 

difference between the trained and untrained groups would 

seem to indicate that the information received by the nurses 

in the training program did not bring about significant 
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changes in the pain management given to their patients. 

Additionally, no significant differences were found to exist 

between the satisfaction reported by oncology patients and 

orthopedic patients. While the results of the preceding 

analyses of the ability of nurses to accurately assess 

patient pain showed some evidence of effectiveness of the 

nurse training, these findings concerning patient 

satisfaction are suggestive that the training was somewhat 

ineffective in making significant changes in nurse attitudes 

or pain management behaviors. 

Research question three. The third research question 

involved the effects of the pain assessment and management 

training program for nurses on subsequent pain ratings and 

descriptions of pain by patients. It was assumed that if the 

trained nurses' interactions with their patients concerning 

pain were different than those of the untrained nurses, the 

subsequent reports of pain by their patients might also 

differ in some ways from those of patients treated by 

untrained nurses. This question was investigated by using 

the patients' responses to the verbal pain rating scale (V), 

responses on the visual-analog pain scale (VA), and their 

responses to the 15 adjectives of the SF-MPQ. 

No significant differences were found in the ratings 

given by patients on the verbal scale (V) or the visual-

analog scale (VA) by patients treated by trained 

(experimental) or untrained (control) nurses. 
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This question was further investigated by coitparing 

patient responses to the 15 pain adjectives of the SF-MPQ-

This comparison was first undertaken by using MANOVA to test 

for differences between the responses of patients treated by 

trained and untrained nurses to the 11 sensory adjectives of 

the SF-MPQ. Results of the analysis indicate that patients 

treated by trained nurses endorsed sensory adjectives as 

descriptors of their pain at a significantly higher level 

than patients treated by untrained nurses (p = .006) . 

Analyses of variance were run on each of the 11 sensory 

adjectives in an effort to identify particular adjectives 

endorsed at a higher rate by the patients of the trained 

nurses. Sensory adjectives endorsed by patients of trained 

nurses at a significantly higher level than patients of 

untrained nurses included tender (p =.001), heavy (E = .003), 

splitting (p = .006), and throbbing (E = .043). Although 

these were the only sensory adjectives endorsed at a 

statistically significant higher level for patients of 

trained nurses, it is interesting to note that the means of 

10 out of the 11 sensory adjectives were higher in magnitude 

for these patients. 

MANOVA was also used to test for differences in overall 

rates of endorsement of the 4 affective adjectives included 

on the SF-MPQ. The results of the analysis showed no 

significant difference between overall rates of endorsement 

of affective adjectives by patients of trained and untrained 
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nurses, although the difference approached significance (E = 

.109). Individual analyses of variance for each of the four 

affective adjectives found only one adjective to be endorsed 

significantly more highly for the patients of trained nurses. 

This adjective was tiring-exhaustive (p = .046). Means for 

three of the four affective adjectives were higher in 

magnitude for the patients treated by trained nurses. 

Finally, correlational analysis using Spearman rank 

correlation coefficients was used in the analysis of research 

question three. The correlations were computed to obtain 

measurements of the strength of association between the 15 

pain adjectives of the SF-MPQ and the patient's overall pain 

intensity ratings on the verbal and visual-analog scales. It 

was assumed that adjectives found to have higher magnitude 

correlations with the overall pain ratings were more highly 

descriptive of the pain experienced by the patient. As 

displayed in Table 16, Spearman rank correlations of the 

adjectives with both overall pain intensity measures tended 

to be higher in magnitude for patients treated by trained 

nurses than for the patients with untrained nurses. The 

magnitude of the correlations were higher for 15 out of 15 

adjectives with the visual-analog pain scale and 11 out of 15 

adjectives with the verbal scale. This is suggestive that 

patients treated by trained nurses had a higher level of 

understanding of their pain than those treated by untrained 

nurses. 
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The results of the analyses used to investigate the 

third research question indicate that patients treated by 

trained nurses described their pain by endorsing adjectives 

of the SF-MPQ at a higher rate than the patients treated by 

untrained nurses. It would seem important to note that these 

patients endorsed the pain adjectives at a significantly 

higher rate although not reporting higher overall pain 

intensities on the verbal or visual-analog pain scales. 

These results may be suggestive that these patients had 

higher levels of comfort in discussing their pain, as well as 

higher levels of understanding of their pain. This may have 

been the result of increased levels of communication about 

their pain with their treating nurses. 

Research question four. The fourth research question 

concerned differences in the experiences of cancer and 

orthopedic pain. It was assumed that cancer and orthopedic 

pain are rather distinctly different types of pain. Pain 

reports from patients suffering from the two types of pain 

should, therefore, differ from one another in various ways. 

This question was investigated in the study through the use 

of the patients' responses on the verbal pain scale (V), the 

visual-analog scale (VA), and the 15 pain adjectives of the 

SF-MPQ. 

Analysis of variance of the responses of oncology and 

orthopedic patients on the visual-analog scale (VA) revealed 

that orthopedic patients reported significantly higher 
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overall pain intensities than oncology patients (p = .015). 

No significant difference was found between oncology and 

cancer patients on the verbal pain scale (V), although the 

mean verbal pain rating was higher in magnitude for the 

orthopedic patients. 

Further investigation of this research question involved 

the comparison of patient responses to the 15 pain adjectives 

of the SF-MPQ. MANOVA was used to test for the existence of 

differences between the responses of oncology and orthopedic 

patients on the 11 sensory adjectives of the SF-MPQ. Results 

of the analysis revealed that orthopedic patients endorsed 

sensory adjectives as descriptors of their pain at a 

significantly higher level than oncology patients (p = .000). 

Analyses of variance were run on each of the 11 sensory 

adjectives in an effort to identify particular adjectives 

endorsed at a higher rate by the orthopedic patients. 

Sensory adjectives endorsed by orthopedic patients at a 

significantly higher level included shooting (p =.000), sharp 

(p = .000), aching (E = .0060), and tender (E = .007). 

Although these were the only sensory adjectives endorsed at a 

statistically significant higher level by the orthopedic 

patients, the means were higher in magnitude for the 

orthopedic patients on 10 out of the 11 sensory adjectives. 

MANOVA was also used to test for differences in overall 

rates of endorsement of the 4 affective adjectives included 

on the SF-MPQ. The analysis found no significant difference 
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between overall rates of endorsement of affective adjectives 

by oncology and orthopedic patients. Individual analyses of 

variance for each of the four affective adjectives found no 

significant differences to exist between the oncology and 

orthopedic patients. Means for all of the 4 affective 

adjectives were, however, higher in magnitude for the 

orthopedic patients. 

Spearman rank correlation coefficients were also 

computed to obtain measurements of the strength of 

association between the 15 pain adjectives and the patients' 

overall pain intensity ratings on the verbal and visual-

analog scales. Results are displayed in Table 17. Eight 

adjectives were found to have statistically significant 

Spearman rank correlations with responses on the verbal scale 

for both of the two groups (oncology, orthopedic). These 

adjectives are listed in descending order of magnitude in 

Table 18. Oncology patients had 11 of the 15 adjectives 

significantly correlated with responses on the visual-analog 

scale and orthopedic patients had 7 significantly correlated 

adjectives. These are also listed in descending order of 

magnitude in Table 18. 

Although it has already been determined that orthopedic 

patients reported significantly higher pain on the visual-

analog scale, it is interesting to note that the magnitude of 

the Spearman rank correlations were higher in magnitude for 

the oncology patients on all of the 11 sensory adjectives. 
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The magnitudes of the Spearman correlations were higher for 

the orthopedic patients, however, on three of the four 

affective adjectives. These findings were not expected, as 

it was assumed that oncology pain would involve the affective 

component of pain to a greater extent, while orthopedic pain 

would involve the sensory component to a greater extent. 

Summary 

The principal purpose of the study was to examine the 

effects of a brief training program for nurses addressing the 

issues of pain assessment and management. Secondarily, the 

study investigated differences in cancer and orthopedic pain. 

Although pain is a very subjective and personal experience, 

nurses have long been expected to be able to accurately 

assess patient pain. Many nurses and other health care 

professionals treat pain in accordance with outdated and 

anecdotal beliefs about pain rather than currently accepted 

research and theory. Of particular interest in this study 

were the effects that a brief training program for nurses 

would exert on measures of assessment accuracy and patient 

satisfaction. The training program consisted of an 

introduction to the current Gate-control theory of pain, 

information on common misbeliefs about pain, and training and 

education concerning the communications skills necessary for 

accurate assessments and management of patient pain. The 

study followed earlier research that suggested patients were 
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more satisfied with the pain management care received from 

nurses who made more accurate assessments of their pain. 

The oncology and orthopedic units of a medium-sized 

private general hospital were chosen for the study. The 

units were selected as representative of two rather distinct 

types of pain, with cancer pain seen as typically more 

chronic in nature and orthopedic pain being more acute in 

nature. Nurses employed by the hospital on both of the 

selected units were randomly chosen for the experimental and 

control groups in the study. Sixteen nurses from each unit 

were selected for inclusion in the study, with eight from 

each unit being provided the pain assessment and management 

training, and the other eight receiving no training. The 

training program involved two two-hour training sessions 

presented by the investigator. Three nurses initially 

selected for the study were unavailable during the data 

collection period due to employment changes. Of the three 

nurses, two were in the experimental group and could not be 

replaced because they had received the training. A 

replacement was obtained for the missing control group nurse. 

The final nurse sample consisted of seven trained and eight 

untrained nurses in both the oncology and orthopedic units. 

Patients participating in the study included 129 in-patients 

attended by the nurses involved in the study. 

Prior to beginning the study, the study was presented to 

and approved by both the hospital administration and the 
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hospital's standing Committee on Bio-ethics, which is the 

hospital committee charged with making recommendations 

concerning the use of human subjects. Nurses were provided 

with a statement of informed consent which they were asked to 

sign. Patients were informed of the purpose of the study and 

provided verbal consent before providing information to the 

investigator. 

Data were collected by the investigator and a hospital 

employee assigned to assist in the project by the hospital 

administration. Participating patients completed the Short-

Form McGill Pain Questionnaire (SF-MPQ), two visual-analog 

pain intensity scales, and two visual-analog satisfaction 

scales. The SF-MPQ consists of a verbal pain rating scale 

and 15 pain adjectives which are rated on an intensity scale. 

Participating nurses in both the experimental and control 

groups completed two visual-analog pain intensity scales and 

one verbal pain scale. In addition, basic demographic 

information was obtained from patient medical charts. 

Four research questions were investigated in the study. 

Statistical techniques used in the study included analysis of 

variance (ANOVA), multivariate analysis of variance (MANOVA) , 

Pearson product-moment correlation coefficients, and Spearman 

rank correlation coefficients. The following is a summary of 

the results of the analyses of the four research questions. 

Research question one. The first research question 

concerned possible differences in the accuracy of nurses' 
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assessments of patient pain between the various treat:ment 

groups. Analysis of variance resulted in the finding that 

trained nurses were able to predict their patients' pain 

ratings significantly more accurately than untrained nurses. 

Results of analyses of variance for measures that involved 

the assessment of the "actual" or "true" pain level of the 

patients resulted in no significant differences between 

trained and untrained nurses. Trained nurses were, however, 

more accurate at a near significant level on the visual-

analog scale. 

Nurses in all treatment groups gave ratings of patient 

pain with mean levels lower in magnitude than the patients' 

ratings of pain, with the trained nurses under-estimating 

patient pain at a level virtually equal to the untrained 

nurses. Correlational analyses, however, indicated that the 

ratings of actual patient pain given by the trained nurses 

were significantly more highly correlated with patient 

ratings than ratings given by untrained nurses. 

No significant differences were found in the accuracy of 

nurse pain assessments between the oncology and orthopedic 

units involved in the study. 

Research question two. The second research question was 

concerned with possible differences in satisfaction ratings 

given by patients in the various treatment groups. Analysis 

of variance results were obtained for the satisfaction of the 

patients with the pain management care received from the 
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particular participating nurse and for the hospital staff as 

a whole. No significant differences were found on either of 

the satisfaction measures between trained and \intrained 

nurses or between oncology and orthopedic patients. 

Research question three. The third research question 

involved the effects of the pain assessment and management 

training program on subsequent pain ratings and descriptions 

of pain given by patients treated by trained and untrained 

nurses. No significant differences were found through the 

use of analysis of variance in overall pain intensity ratings 

between patients of trained and untrained nurses. 

Results of multivariate analyses of variance indicated 

that patients treated by trained nurses endorsed sensory 

adjectives on the SF-MPQ at a significantly higher rate than 

patients of untrained nurses. Individual analyses of 

variance found the individual sensory adjectives tender, 

heavy, splitting, and throbbing to be endorsed by patients of 

trained nurses at a significantly higher rate. 

No significant differences were found between patients 

of trained and untrained nurses in their overall levels of 

endorsement of affective adjectives. The individual 

affective adjective, tiring-exhausting, was found to be 

endorsed at a higher level by patients attended by trained 

nurses. 

Spearman rank correlation coefficients used to determine 

the strength of association between the pain adjectives of 
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the SF-MPQ and overall measures of pain intensity were found 

to be higher in magnitude for patients treated by trained 

nurses for 15 of 15 adjectives for the visual-analog scale 

(VA) and 11 of 15 adjectives for the verbal pain scale (V). 

Research question four. The fourth research question 

was concerned with attempting to identify differences between 

pain ratings and descriptions of pain provided by oncology 

and orthopedic patients. Analysis of variance was used to 

determine that orthopedic patients reported a significantly 

higher overall intensity of pain than oncology patients on 

the visual-analog scale (VA). 

Multivariate analysis of variance was used to show that 

orthopedic patients endorsed sensory adjectives from the SF-

MPQ at a significantly higher overall rate than oncology 

patients. The individual sensory adjectives shooting, sharp, 

aching, and tender were found to be endorsed at a 

significantly higher level by orthopedic patients. 

No significant differences in the rates of endorsement 

of the affective adjectives of the SF-MPQ were found between 

the oncology and orthopedic patients through the use of 

multivariate analysis of variance. 

Spearman rank correlation coefficients were computed to 

measure the strength of association between the 15 pain 

adjectives and overall pain intensity measures. Results 

indicated responses to the visual-analog scale (VA) to be 

significantly correlated to 11 of 15 adjectives for oncology 
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patients and only 7 of 15 adjectives for orthopedic patients. 

In addition, for the visual-analog scale, it was found that 

the magnitude of the correlations were higher for 11 of 11 

sensory adjectives for oncology patients, while the magnitude 

of the correlations for 3 of 4 affective adjectives were 

higher for orthopedic patients. 

Conclusions 

The conclusions suggested by the results of the analyses 

of the data reported in chapter 4 are made within the scope 

of the following limitations: 

1. The results of the study may be influenced by the 

validity of the the instruments used in the study. Although 

the validities of the Short-Form McGill Pain Questionnaire 

and visual-analog pain rating scale are well-documented, the 

visual-analog scale was used for the purpose of rating 

patient satisfaction for the first time in this study. 

2. The nurse training program was only four hours in 

length due to limitations placed on the investigator by the 

participating hospital, from which the nurses were receiving 

their regular hourly wages during the sessions. The brevity 

of the training may be a limiting factor to the strength of 

the intervention. 

3. Patients received treatment from several other 

nurses over the course of the day in addition to the nurses 
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participating in the study. This may have served to weaken 

or contaminate the treatment effects. 

Taking into consideration the preceding limitations, the 

following conclusions would seem to be warranted, based on 

the data collected in this study. 

1. Nurses who received the training course were able to 

predict the pain ratings of their patients more accurately 

than untrained nurses. Trained nurses also gave ratings of 

their patients' pain that were more highly correlated with 

actual patient ratings than the untrained nurses. Although 

able to predict their patients' ratings of pain more 

accurately, trained nurses' ratings of the "actual" level of 

patient pain were not statistically significantly more 

accurate than their untrained counterparts. In fact, trained 

nurses under-rated the "actual" pain of their patients at a 

magnitude virtually equal to that of the untrained nurses. 

These findings may indicate that while the training program 

was helpful in training nurses to more accurately predict the 

pain ratings of their patients, it was only marginally 

effective in changing the preconceived notions of the nurses 

about the subject of pain. The results of the study are 

suggestive that even after receiving the training, to some 

extent, nurses continued to hold on to the notion that their 

own judgments about the pain of their patients are more 

reliable than their patients' self-reports of their pain. 
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2. The training did not significantly increase 

subsequent patient satisfaction ratings. This may be due to 

the fact that the training proitpted only marginal change in 

the nurses' attitudes and preconceived notions about pain. 

The behavior of the nurses in their pain management and 

interactions may have been based more on their appraisal of 

the "actual" pain of the patients than on the patients' 

reports of pain. The lack of a significant increase in 

patient satisfaction may also, however, be affected by the 

fact that nurses generally have several patients to attend at 

a particular time, making it difficult for nurses to provide 

to each patient the time and attention they would like to 

give them. Although the nurses may have developed an 

adequate cognitive understanding of the material presented as 

well as the communications skills needed for effectively 

applying those skills, constraints on their time and 

attention may have made this task impossible. 

3. Overall ratings of pain intensity were not 

significantly different for patients treated by trained and 

untrained nurses. However, significant differences do appear 

to exist between the descriptions of pain provided by the 

patients of trained and untrained nurses. Patients treated 

by trained nurses endorsed sensory adjectives as descriptors 

of their pain at a higher rate than patients of untrained 

nurses. Additionally the results of correlational analyses 

indicated that the patients of trained nurses gave responses 
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to the pain adjectives that were more highly correlated with 

their responses to overall pain intensity measures than those 

given by the patients of untrained nurses. These findings 

suggest that in some ways the nurse-patient interactions 

differed for the trained and untrained nurses. The patients 

of the trained nurses may have been given more opportunity to 

discuss their pain with their nurses, leading to responses to 

the pain adjectives that were both higher in magnitude and 

more highly correlated with their ratings of overall pain 

intensity. It might be stated that the patients of the 

trained nurses gave responses to the pain questionnaire that 

were more informed. 

4. Orthopedic patients reported higher overall pain 

intensities as measured by the visual-analog scale. In 

addition to reporting higher pain, the orthopedic patients 

described their pain using the pain adjectives of the SF-MPQ 

differently. This difference was especially true for the 

sensory adjectives, which were endorsed at a significantly 

higher rate by the orthopedic patients than by the oncology 

patients. An examination of the strength of association of 

the adjectives and patient overall pain ratings on the 

visual-analog scale reveals a different result, however. The 

sensory adjectives of the oncology patients were more highly 

correlated with overall pain intensity ratings than for 

orthopedic patients. This may suggest that, although in less 

overall pain, the cancer patients were better able to 
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describe their pain and their pain descriptions were more 

consistent with their overall intensity ratings. This 

finding would seem to be consistent with the idea that cancer 

pain tends to be more chronic in nature, and the patients 

were, therefore, more accustomed to talking about their pain 

than the orthopedic patients. For this reason, the cancer 

patients may have been better able to make informed judgments 

of their pain than the orthopedic patients. The finding that 

the affective adjectives were higher in magnitude for the 

orthopedic patients was not expected by the investigator, as 

orthopedic pain would generally be seen as an acute condition 

and basically sensory in nature. This finding might be 

explained, however, by the fact that the pain was more 

intense for orthopedic patients, causing greater emotional 

concern. In addition, the pain may have been a more novel 

experience for the orthopedic patients than for the oncology 

patients and might, for that reason, have caused greater fear 

and emotional distress. 

Implications 

The use of caution is needed in making inferences from 

the results of this study to other nurse and patient 

populations due to the fact that these results are based on 

one particular hospital and specific nurses and patients 

selected from two hospital units. These nurses and patients 

may not be representative of the general populations of 
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oncology and orthopedic nurses and patients, making such 

generalizations invalid. 

Clearly the most important implication of this study is 

that, in some ways, a brief training course for nurses 

concerned with the assessment and management of pain, can 

affect later pain assessment accuracy and nurse-patlent 

interactions about the subject of pain. Nurses in the study 

who received the training were able to predict the pain 

ratings of their patients more accurately than untrained 

nurses. The possibility of qualitative and quantitative 

differences in the nurse-patient interactions about patient 

pain is also indicated. Obviously, since actual nurse-

patient discussions about pain were not monitored within the 

scope of this study, the fact that the descriptions of pain 

from the patients of trained and untrained nurses differed 

from one another only suggests that the interactions were, in 

some ways, different. In fact, some other undetected factor 

or factors could actually be involved. 

The limitations placed by the hospital on the length of 

the training program were seen as potentially weakening the 

effectiveness of the intervention. The positive findings in 

the cases of increased nurse pain prediction accuracy and 

increased correlations between patient descriptions of pain 

using the SF-MPQ pain adjectives and overall pain intensity 

measures even in the presence of the limited training time, 

however, is encouraging for future practice. The strength of 
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the effects of the training would likely be greater if the 

length of the training could be increased. 

It should also be mentioned that in the case of the 

present study, patients received their care from other nurses 

in addition to the nurses participating in the study. Pain 

management care was, in fact, received from the participating 

nurse for a particular patient for, at most, one-third of the 

time. This is due to the fact that the participating nurses 

worked only one of the three daily shifts. The effects of 

the training program, although modest in the present case, 

might be expected to be considerably stronger if all nurses 

involved in the treatment of a particular patient had 

received the pain management training. 

Another implication from this study is that future pain 

management training should place a greater emphasis on the 

issues surrounding the false beliefs and attitudes that 

nurses hold about the pain of their patients. The present 

study apparently had only a very modest effect on the notion 

that nurses are better able to make judgments about the pain 

of their patients than the patients themselves are able to 

make. The absence of a significant change in nurse attitudes 

about pain would seem to be the most likely reason for the 

lack of an increase in patient satisfaction ratings. 

A final implication that might be made is that future 

pain management training programs should consider placing 

greater emphasis on the communications skills aspect of pain 
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management. The training program used in the present 

investigation was very limited in terms of the time necessary 

to provide nurses with the practical communications skills 

needed to discuss the subject of pain effectively with their 

patients. For the greatest degree of effectiveness, programs 

will need to provide the instructional information about pain 

necessary to educate nurses on the process of pain, as well 

as experiential and "hands on" training that will provide the 

nurses with the actual communications skills needed for 

optimum interactions with their patients. 

Recommendations for Future Research 

The following recommendations are offered for future 

research. 

1. As mentioned in the preceding section, the limited 

time allowed by the hospital for the nurse training was seen 

as an important limiting factor to the strength of the 

intervention in the present study. While maintaining brevity 

has obvious practical advantages, more training time will 

probably be necessary if one hopes to make significant 

attitudinal and behavioral changes. Future nurse pain 

training programs should place more time and emphasis on 

discussions related to the false attitudes and beliefs held 

by nurses, as well as on experiential pain assessment and 

communications skills training. The conditions that foster 

attitudinal change will need to be identified and provided in 
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the training. This may involve the use of actual patient 

examples and the use of teaching methods that are more 

experiential in nature. 

2. The fact that specific patients were treated by the 

participating nurses only one-third of the time was also 

limiting to the strength of the intervention, as well as 

providing opportunity for contamination of the treatment 

effects. Future researchers may want to consider training 

all of the nurses on participating hospital units. This 

would increase the strength of the intervention by allowing 

the patients to receive all of their pain management 

treatment from trained nurses. This research approach would 

be more costly and difficult because of the need to use 

corresponding units at similar hospitals as controls. 

3. A somewhat more ambitious way to study the effects 

of nurse training might involve taking measurements of nurse 

pain assessment accuracy and patient satisfaction over time. 

This type of study might involve collecting data from all 

nurses on a particular hospital unit prior to providing the 

pain training. This information could be used as a baseline 

measure to be compared with future measurements taken 

following the training. Post-training measurements might be 

taken at three, six, and twelve month intervals. While a 

more complicated procedure, this type of study could provide 

information about the permanence of the effects of the 

intervention. 
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4. Future researchers may want to use more 

sophisticated methods of measuring patient satisfaction. The 

instrument used in the present study simply asked the patient 

to provide an overall satisfaction rating on a visual-analog 

scale. While this method is appealing in terms of simplicity 

and time, the patients' ratings tended to be skewed near the 

upper end of the scale. Future investigations may need to 

develop satisfaction scales that allow for greater 

discrimination. This might be accomplished through the use 

of a brief questionnaire that asks the patients to rate their 

pain management care in several different areas on a scale 

bounded by "strongly disagree" and "strongly agree." 

Possible questions for inclusion might be "The nurses on this 

unit understand just how badly I am hurting," and "The nurses 

on this unit respond to my requests for pain medications 

promptly." 

5. The present study found indirect evidence that 

patient and nurse interactions about pain were different in 

some ways for trained and untrained nurses. Future research 

that involves the analysis of the content of actual nurse and 

patient interactions might prove helpful in identifying some 

of the factors that lead to higher levels of pain assessment 

accuracy and patient satisfaction. 

6. In order to provide nurses with pain management 

training that is most effective, basic personality variables 

of the nurses involved in the training may need to be 
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considered when selecting materials for presentation. The 

present research may have over-looked important personality 

factors of the nurses receiving the training, causing the 

training to be less influential on later beliefs and 

behaviors of the nurses. 

137 



REFERENCES 

Achterberg, j., Kenner, C., & Casey, D. (1995). Behavioral 
strategies for the reduction of pain and anxiety 
associated with orthopedic trauma. Biofeedback and 
Self-Regulat-ion. 11(2), 101-114. 

Anderson, L.P., & Rehm, L.P. (1984). The relationship 
between strategies of coping and perception of pain in 
three chronic pain groups. Journal of Clinical 
Psvchnlnqy. ^ , 1170-1177. 

Aronoff, G. (1983) . The role of the pain center in th( 
treatment of intractable suffering and disability 
resulting from chronic pain. Neurology. 1, 377. 

Beecher, H. (1959). Measurement of subjective responses: 
Quantitative effects of drugs. New York: Oxford 
University Press. 

Beutler, L., Engle, D., Oro'-Beutler, M., Daldrup, R., & 
Meredith, K. (1986). Inability to express intense 
affect: A common link between depression and pain? 
Journal of Consulting and Clinical Psychology. M(6) , 
752-759. 

Blumer, D., & Heilbronn, M. (1982). Chronic pain as a variant 
of depressive disease. Journal of Nervous and Mental 
Disease. JJLQ, 381-406. 

Bonica, J. (1990). Cancer pain. In Bonica, J. (ed), The 
management of pain. 2nd ed., vol. 1, 400-460. 
Philadelphia: Lea and Febiger. 

Brown, G., & Nicassio, P. (1987). Development of a 
questionnaire for the assessment of active and passive 
coping strategies in chronic pain patients. Pain, 11, 
53-64. 

Burte, J., Burte, w., & Araoz, D. (1994). Hypnosis in the 
treatment of back pain. The Australian Journal of 
Clinical Hypnotherapy and Hypnosis. 1S(2), 93-115. 

Camp, L.D- (1988). A comparison of nurses' recorded 
assessments of pain with perceptions of pain as 
described by cancer patients. Cancer Nursing. li(4), 
237-243. 

138 



Cassel, E. (1982). The nature of suffering and the goals of 
medicine. New England Journal of Medicine. 1I1£(11), 
781-792. 

Chaves, J. (1994). Recent advances in the application of 
hypnosis to pain management. American Journal of 
Clinical Hypnosis. 22(2), 117-129. 

Chen, A., Dworkin, S., Haug, J., & Gerhig, J. (1989). Human 
pain responsivity in a tonic pain model: Psychological 
determinants. Pain. 37. 143-160. 

Conno, F., Caraceni, A., Gamba, A., Mariani, L., Abbattista, 
A., Brunelli, C. , La Mura, A., Se Ventafridda, V. (1994). 
Pain measurement in cancer patients: A comparison of six 
methods. Pain, 52, I6I-I66. 

Corson, J., & Schneider,M. (1984). The Dartmouth pain 
questionnaire: An adjunct to the McGill pain 
questionnaire. Pain. 12., 59-69. 

Daut, R., & Cleeland, C. (1982). The prevalence and severity 
of pain in cancer. Cancer. ̂ ( 9 ) , 1913-1918. 

Delvy, J., & Hopkins, L. (1982). Pain patients and their 
partners: The role of collusion in chronic pain. 
Journal of Marital and Family Therapy. fi(l), 135-142. 

Doctor, J., Slater, M., & Atkinson, J. (1995). The 
descriptor differential scale of pain intensity: An 
evaluation of item and scale properties. Pain, ̂ , 251-
260. 

Donovan, M., & Watt-Watson, J. (1992). Current status of 
pain management. In Watt-Watson, J., & Donovan, 
M.(eds), Pain management: Nursing perspective. 3-10. 
St.Louis: Mosby Year Book. 

Donovan, M., Dillon, P., & McGuire, L. (1987). Incidence and 
characteristics of pain in a sample of medical-surgical 
inpatients. Pain, iQ, 69-7 8. 

Engel, G.L. (1959). Psychogenic pain and the pain prone 
patient. American Journal of Medicine. 23., 899-918. 

Ferrell, B., Grant, M., Ritchey, K., Ropchan, R., & Rivera, 
L. (1993). The pain resource nurse training program: A 
unique approach to pain management. Journal of Pain and 
Symptom Management. fi(8), 549-56. 

139 



Ferrell, B., Rhiner, M., Cohen, M., & Grant, M. (1991). Pain 
as a metaphor for illness. Pairt I: Impact of cancer pain 
on family caregivers. Oncology Nursing Forum. 1R{Q), 
1303-1309. 

Fisher, K., Nurse, M., & Kennedy, P. (1989). Teaching nurses 
behavioural methods for pain management: A pilot study. 
Behavioural Psychotherapy. 12, 283-289. 

Foley, K. (197 9). Pain syndromes in patients with cancer. 
In Bonica, J. & Ventafridda, V. (eds). International. 
Symposium on Pain of Advanced Cancer, Venice, 1979, Vol. 
2, Advances in pain research and therapy. 59-75. New 
York: Raven. 

Fordyce (1986) . Learning processes in pain. In Stembach, 
R.(ed). The psychology of pain. 49-65. New York: Raven 
Press. 

Frenk, H., Cannon, J., Lewis, J., & Liebeskind, J. (1986). 
Neural and neurochemical mechanisms of pain inhibition. 
In Stembach, R. (ed) , The psychology of pain. 25-47. 
New York: Raven Press. 

Gil, K., Phillips, G., Webster, D., Martin, N., Abrams, M., 
Grant, M., Clark, w., & Janal, M. (1995). Experimental 
pain sensitivity and reports of negative thoughts in 
adults with sickle cell disease. Behavior Therapy. 2£, 
273-293. 

Glass, G., & Hopkins, K. (1996). Statistical methods in 
education and psychology. Needham Heights, MA: Allyn & 
Bacon. 

Glasser, W. (1984). Control theory. New York: Harper & Row. 

Good, M. (1995). A comparison of the effects of jaw 
relaxation and music on postoperative pain. Nursing 
Research. M(l) , 52-57. 

Greipp, M. (1992). Undermedication for pain: An ethical 
model. Advances in Nursing Science. 15(1), 44-53. 

Grossman, S., Sheidler, v., Swedeen, K., Mucenski, J., & 
Piantadosi, S. (1991). Correlation between patient and 
caregiver ratings of cancer pain. Journal of Pain and 
Symptom Management. ^(2), 53-57. 

Hart, R. (1984). Chronic pain: Replicated multivariate 
clustering of personality profiles. Journal of Clinical 
Psychology. M(l), 129-133. 

140 



Hebben, N. (1992). Toward the assessment of clinical pain in 
adults. In Aronoff, G. (ed). Evaluation and treatment 
of chronic pain. 2nd edition. 384-393. Baltimore: 
Williams & Wilkins. 

Hinkley, B., & Jaremko, M. (1992). Addressing the 
psychosocial needs of orthopedic pain patients. 
Perceptual and Motor Skills. JA. 1137-1138. 

Hyyppa, M. (1987). Psychoendocrine aspects of coping with 
distress. Annals of Clinical Research. 12, 78-82. 

Jacox, A., Carr, D., Payne, R., et. al. (1994). Management 
of cancer pain. Clinical practice guideline. No.9. AHCPR 
Publication No. 94-0592, 7-87. Rockville, MD: U.S. 
Department of Health and Human Services, Agency for 
Health Care Policy and Research. 

Jensen, I., Bradley, L., & Linton, S. (1989). Validation of 
an observational method of pain assessment in non-
chronic back pain. Pain. 39. 267-274. 

Jensen, M., Turner, J., Romano, J. & Lawler, B. (1994). 
Relationship af pain-specific beliefs to chronic pain 
adjustment. Pain. 57. 301-309. 

Karoly, P. (1985). The assessment of pain: Concepts and 
procedures. In Karoly, P. (ed). Measurement strategies 
in health psychology. 461-515. New York: John Wiley & 
Sons. 

Keefe, F., & Block, A. (1982). Development of an 
observational method for assessing pain behavior in 
chronic low back pain patients. Behavior Therapy. 12, 
363-375. 

Keefe, F., wilkins, R., Cook, W., Crisson, J., & Muhlbaier, 
L. (1986). Journal of Consulting and Clinical 
Psychology. M ( 5 ) , 665-669. 

Kerns, R., Turk, D., & Rudy, T. (1985). The West Haven-Yale 
multidimensional pain inventory (WHYMPI), Pain, 21, 345-
356. 

King, J., and Nuss, S. (1993). Reflex sympathetic dystrophy 
treated by electroconvulsive therapy: Intractable pain, 
depression, and bilateral electrode ECT. Pain, 53.. 393-
396. 

Kirk, R. (1982). Experimental design.2nd edition. Pacific 
Grove, California: Brooks/Cole. 

141 



Kleinke, C. (1994). MMPI scales as predictors of pain-coping 
strategies preferred by patients with chronic pain. 
Rehabilitation Psychology. 2^(2), 123-128. 

Kremer, E., Sieber, w., & Atkinson, J. (1985). Spousal 
perpetuation of chronic pain behavior. Special Issue: 
The family and chronic pain, international Journal of 
Family Thprapy. 2l4), 258-270. 

Kwentus, J, Harkins, S., Lignon, N., & Silverman, J. (1985). 
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Research Participation Agreement 

I understand that I am participating in a research stu(jy to measure the effectiveness of 
a brief training program concerning the process of pain on the assessment anij 
management of patient pain by attending nurses. I further understand that neither the 
hospital administration nor direct supervisors will have access to any specific 
information received from patients or nurses involved in the study and that such 
information will, therefore, not be available for use In personnel evaluations. 

I agree to refrain from discussing any specifics of the information from the training 
sessions or patient pain assessments with other nurses. 

Finally, I understand that the overall results of the study will be made available to me 
as well as other hospital personnel at its conclusion. 

signed date 
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SHORT-FORM McGILL PAIN QUESTIONNAIRE 

RONALD MELZACK 

PATIENTS NAME: DATE: 

UQBR MILC 

THROBBING 

SHOOTING 

STABBING 

SHARP 

CRAMPING 

GNAWING 

HOT-BURNING 

ACHING 

HEAVY 

TENDER 

SPLITTING 

TIRING-EXHAUSTING 

SICKENING 

FEARFUL 

PUNISHING-CRUEL 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

0) 

n 

- 1) 

1) 
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11 

n 

1) . 

1) 

1) 

1) 

1) 

n 

1) 

1) 

1) 

MODERATE 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

2) 

S£y£HE 

3) 

3) 

3) 

31 

3) 

3) 

3) 

3) 

3) 

3) 

3) 

3) 

3) 

3) 

3) 

0 
1 

2 

3 

4 

5 

NO PAIN 
MILD 

DISCOMFORTING 

DISTRESSING 

HORRIBLE 

EXCRUCIATING 
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1. Please place a mark on the line to indicate the average 
intensity (level) of your pain since you have been a patient on 
this hospital unit. 

absolutely worst pain 
no pain possible 

2. Please place a mark on the line to indicate what you think 
the nurse " " would say the average intensity 
(level) of your pain has been during the time you have been on 
this hospital unit. 

absolutely worst pain 
no pain possible 

3. Please place a mark on the line to indicate the level of 
your satisfaction with the care that you received since you have 
been on this hospital unit from your nurse 
" " to help you when you were in pain. 

very much worse just about what very much better 
than I expected I expected than I expected 

4. Please place a mark on the line to indicate the level of 
your satisfaction with the care that you received since you have 
been on this hospital unit from the hospital staff in general to 
help you when you were in pain. 

very much worse just about what very much better 
than I expected I expected than I expected 
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1. Please place a mark on the line to indicate your assessment 
of the average intensity level of pain that the patient named 
above has experienced during their stay on this hospital unit. 
Please indicate your own assessment of the patient's pain, not 
necessarily how you would expect them to rate their pain. 

absolutely worst pain 
no pain possible 

2. Please place a mark on the line to indicate how you would 
predict the patient would rate the average intensity of their 
pain during their stay on this hospital unit. 

absolutely worst pain 
no pain possible 

Please indicate your assessment of the average intensity of 
patient•s pain while a patient on this unit on the followin< 

0 No Pain 
1 Mild 
2 Discomforting 
3 Distressing 
4 Horrible 
5 Excruciating 
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Course Objectives Test 

1. Pain researchers generally agree that there are three main aspects of the pain 

experience. These three dimensions ofpain are the 

the , and the 

2. Pain signals from the periphery are sent to what structures of the spinal cord before 
being sent on to the brain? 

3. The model of pain that is the basis for the current pain management practices of 

nerve blocks and the actual severing of nerve pathways is . 

4. The theory of the pain that Is generally considered to best explain the pain process 
by current researchers In the field of pain is known as the . 

5. Is the type of pain that is most difficult for nurses to 
accurately assess. 

6. The drug considered by patients with chronic pain conditions such as those related 

to cancer as the most effective is . 

7. The psychological condition most commonly thought to have a close relationship to 
pain is . 

8. The actual percentage of patients considered to be at risk for opioid addiction due 

to the extended use of opioid medications for pain control is less than %. 
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Pain Attitudes Questionnaire 

(Circle the correct response for each statement: T ' - true, "P- false, "DK"- don't know) 

T F DK 1. Obvious pathology, test results, and/or the type of surgery are 
the best sources to determine the amount of pain a patient 
experiences. 

T F DK 2. Nurses generally rate their patients' pain level lower than 
their patients do. 

T F DK 3. If a patient can be distracted from his pain, this usually means 
that he does not have a very high pain intensity. 

T F DK 4. The patient with pain should be encouraged to endure a 
certain degree of pain before asking for pain medication. 

T F DK 5. Heat and cold can often be effective In pain relief even when 
applied to areas other than the affected area. 

T F DK 6. Talking in depth to patients about their pain may tend to 
intensify their perception of it. 

T F DK 7. Chronic pain is generally not as serious a problem for 
patients as acute pain. 

T F DK 8. Some patients may think that pain and suffering are 
necessary and helpful because of their religious beliefs. 

T F DK 9. Most patients with a particular presenting diagnosis 
experience similar amounts and types of pain. Some just react 
to It differently than others. 

T F DK 10. Less than 5% of patients actually over-report the pain that 
they feel. 

T F DK 11. Depression tends to lower the threshold of pain, but usually 
does not affect the perceived level of pain. 

T F DK 12. All pain signals reach the pain centers in the brain for 
interpretation. 

T F DK 13. If the nerve pathway leading to the brain can be adequately 
anesthetized or cut, pain will be ended. 
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T F DK 14. Although a subjective experience, pain can be accurately 
assessed. 

T F DK 15. The primary "difference between acute and chronic pain is 
the length of time involved. 

T F DK 16. For the most part, the pain that placebo responders report is 
probably not real pain. 

T F DK 17. It is not important that nurses know how badly the patient is 
hurting as long as they are reacting to the patient's requests for 
medication. 

T F DK 18. Patient verbal reports of pain are generally more reliable than 
their facial gestures and other things observable to the nurse. 

T F DK 19. Giving the patient information about the pain experience can 
Increase their perception of control, changing the way they 
think about pain. 

T F DK 20. In order to avoid excessive use of medication, patients should 
be able to demonstrate that they really have pain before 
receiving medication. 
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