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Hospice and Hospital Oncology Unit Nurses:

A Comparative Survey of Knowledge and
Attitudes About Cancer Pain

connie J. Hollen, RN, MS, Charles W. Hollen, RPh, MD, and Karen Stolte, RN, PhD

purpose/Objectives: To identify knowledge strengths
and weaknesses and misperceptions about cancer
paln management between two groups of registered
nurses in different settings.

Design: Descriptive, comparative survey.

Sefting: 11 community-based hospices and 7 inpa-
tient hospital oncology units within an urban county.

Sample: A convenience sample of 30 hospice and
34 hospital oncology unit nurses, Sample criteria in-
cluded registered nurses who had worked for at least
the preceding six months exclusively in either a hospice
or hospital oncology unit.

Methods: The North Carolina Cancer Pain Initiative
survey and a demographic survey were distributed to
the work mailboxes of nurses in the participating facilities
who met the inclusion criteria.

Main Research Variables: Hospice and hospital on-
cology unit nurses’ knowledge and attitudes about
basic pharmacologic cancer pain management.

Findings: Hospice nurses scored significantly higher
than hospital oncology unit nurses regarding overall
pain management knowledge, opioids, scheduling,
and liberalness. Hospice nurses also reported more pain
education and a higher frequency of pain guldeline
review requirements than hospital oncology unit nurses.

Conclusions: The most prevalent knowledge deficits
concermed oploids. Practice setting and pain educa-
fion may influence knowledge, as well as attitudes,
about pain,

Implications for Nursing Practice: Further research Is
needed regarding nurses’ pain management behavior

and outcomes of pain management education in vari-
OUs seftings,

he World Health Organization (WHO) (1996) has
estimated that approximately one-third of patients

i Ségcel}/lng cancer treatment and more than two-
o pai:?a}ll‘ems in the advance‘d stages of cancer experi-
interfere V‘;'thhe §uff<.3r!ng ass'oc.:xated with pain often can
ity of Jife ; ddally living activities, adversely affect qual-
ngham &l;: ]exacerbate fear among patients with cancer
| Plete rejiey 0‘; €y, 1998; McCabe, 1997). Although com-
| Mispercerio suffering is a major goal of cancer care,
s dns about pain persist, and cancer pain contin-
Adequately treated (Oncology Nursing Society,

> Misperceptions about cancer pain and insufficient man-
agement of cancer pain have been widely documented in
the literature.

> Adequate knowledge about cancer pain is crucial for all
nurses in different delivery systems who care for patients
who are suffering.

> Work settings that emphasize total pain relief, as well as
increased pain education, may positively affect nurses’
knowledge and attitudes about pain.

1998; U.S. Department of Health and Human Services,
1994). This inadequate treatment of pain has serious ethi-
cal implications, including threatened patient autonomy,
loss of patient dignity, and absence of patient freedom
(Henkelman & Dalinis, 1998; McCabe).

For patients with terminal cancer, the final stages of the
disease process can be devastatingly painful, and fre-
quently these patients are referred for care through hospice
programs. However, many terminally ill patients do not
receive hospice care or fail to enter hospice programs until
the last few days of life (Hospice Association of America,
1998; Massey & Hurzeler, 1998). Thus, the core principles
of hospice care must be integrated into all healthcare de-
livery systems (Massey & Hurzeler), and comfort mea-
sures should command as much importance in the hospi-
tal setting as in the hospice setting (Twycross, 1990).
Within these different settings, nurses caring for patients
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wit.h cancer have a tremendous impact on pain control
This impact can be facilitated by pain management assess-.
ment skjlls, comprehensive theoretical knowledge, and
supportive pain management attitudes (Heath & lieid-
Emlay‘ 1998). Although various investigations have exam-
med nurses’ knowledge and attitudes about pain, few stud-
ies h?ve compared these variables specifically between
hospice a{ld hospital nurses. Therefore, the purpose of this
comparative survey was to explore knowledge and beliefs

abqut cancer pain among nurses within these different
delivery systems.

Literature Review

Cancer Pain Management in Hospi
and Hospital Seﬂings e

Seyeyal studies have described inadequate management
of pain in hospices and hospitals. Within a hospital setting,
Palce,.Mahon, and Faut-Callahan (1991) analyzed pain
Intensity among randomly selected surgical patients with
cancer in conjunction with patient assessment and analge-
sic documentation practices. The results indicated that al-
though patients still experienced pain, the mean opiate
dose given by the nurses was only 11.1 mg during a 24-
hour period. However, the mean dose ordered during this
time frame was 94.9 mg. Furthermore, 38% of the patients
stated that a nurse never inquired about their pain during
hospitalization. Another compelling investigation revealed
that among a sample of conscious patients who eventually
died, 50% experienced moderate to severe pain during the
last three days of life. This information was obtained from
interviews with patient surrogates within five teaching
hospitals across the United States (SUPPORT Principal In-
vestigators, 1995).

Regarding hospice settings, McMillan (1996) reported
that a group of hospice patients had a mean pain relief
score of only 6.3-6.5 on a scale of 1-10 (1 = no relief;
10 = complete relief). Moreover, 42% of the sample re-
ported pain relief scores of 5 or less, whereas only 15%
reported pain relief at a level of 9-10 after three weeks of
hospice care. In a comparative study, McMillan and Tittle
(1995) observed that patients in an inpatient cancer unit
only were given 38% of the ordered analgesic dose,
whereas hospice patients self-administered 93% of the
ordered dose. The investigators also observed that hospice
nurses performed more pain assessments and evaluations
than inpatient nurses. However, documentation regarding
treatment changes and use of nonanalgesic interventions
was inadequate for both groups of nurses.

Cancer Pain Knowledge and Attitudes
Among Nurses

Variables that could be related to pain management are
nurses’ knowledge and attitudes about pain. In a random
sample survey of registered nurses, Vortherms, Ryan, gnd
Ward (1992) observed overall knowledge deficits, particu-
larly regarding opioids. Using the Wisconsin Pain Initia-
tive (WPI) tool, the mean knowledge score was 56.4%
correct and the mean score for opioids was 37.3% correct.
Only 16% of the nurses knew that the incidence of psychg-
logical dependence in patients with cancer is less than 1 in

1,000 patients. The researchers'also no'ted that caring for
patients with cancer was assqcxated with greater knowl-

g iberalness about pain.
edllfs?r?g Er?e;dapted version of the WPI tool, a St,“d}’
among registered nurses in North Carolina revealed simi-
lar results (O’Brien, Dalton, Konslqr, & Cgrlson, ]995)‘
For nurses who had not cared for patients with cancer, the

mean knowledge score was 51.2% correct, compared to

urses who had cared for at least one
59.6% correct for n e

patient with cancer in the last six mont 4 (
cared for patients with cancer also had more liberal atti-
tudes about pain than nurses who haq not cared for pa-
tients with cancer (O’Brien et al.). Similarly, Brunier,
Carson, and Harrison (1995) and Clarke et ?11- (1996) re-
ported that nurses from hospital oncology units were more
knowledgeable about pain than nurses from other hospital
units. In a comparative survey, Ryan, Vortherms, and
Ward (1994) observed that a group of onco}ogy nurses
was more knowledgeable, although not more liberal, about
pain than a group of long-term care facility nurses.

However, even among oncology nurses, knowledge
deficits have been reported. Ferrell and McCaffery (1997)
described serious knowledge deficits regarding morphine
and transdermal fentanyl in a sample of nurses who regu-
larly cared for patients with cancer. Specific deficiencies
were related to knowledge of equianalgesia chart usage,
equianalgesia dosage calculations, and breakthrough dos-
age calculations. The researchers also noted that knowl-
edge deficits regarding indications, contraindications, and
pharmacokinetics of transdermal fentanyl were observed.
Similarly, Pederson and Parran (1997) reported that a con-
venience sample of bone marrow transplant nurses had
weak opioid knowledge, particularly regarding adverse
side effects. Although overall pain management knowl-
edge was 79% correct, only 62% of the nurses correctly
answered that the analgesic dose should be increased when
a patient’s mucositis pain increased. The majority of
nurses also believed that morphine should be discontinued
when a patient had nausea, vomiting, and itching (Ped-
erson & Parran).

Fothergill-Bourbonnais and Wilson-Barnett (1992) ex-
amined pharmacologic as well as nonpharmacologic pain
relief knowledge among a convenience sample of 100
hospice and hospital intensive therapy unit nurses in En-
gland. The hospice nurses had significantly more pain
knowledge (p < 0.001), with a mean of 67.5% correct,
compared to the hospital nurses who had a mean of 55.3%
correct. However, no significant pain knowledge differ-
ences were found related to years of experience. The re-
searchers also observed that hospice nurses perceived the
wqu envit:onmept as more conducive to knowledge about
pain than intensive-care nurses. In addition, 86% of the
nurses reported that basic formal education regarding pain
ture haqysu esteed tﬁ thCSUOr} o ?ddlcn-onl Thc s
cer co;liri%ites to o il p Cans
Nevertheless knowl:clicrease.d. knowledge about pain.

& ge deficits are prevalent among all

nurses, particularly regarding opioids,
et o] elemens of cencer
well as the characterisf}cs zli:;fis and goals for the patient, as
priorities of different deliv-
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ery systems. Concqptually, the hOSp‘ice principles of sup-

ort, symptom relief, _and total pain coptrol should be
emulated continuously in the hospital environment. More-
over, acute-care intewenqons do not have to be the antith-
esis of ethically appropriate palliative measures. Within
this context, adequate kpowle_dge about cancer pain is
jmperative for all nurses in various settipgs who care for
patients who are suffering. The analysis described here
specifically compared strengths and weaknesses regarding
cancer pain knowledge, as well as attitudes about pain
petween hospice and hospital oncology unit nurses. This
survey was part of a larger study that examined knowl-
edge, attitudes, and perceived barriers between these two
groups of nurses (Hollen, 1998).

Methods

sample and Setting

The setting for this study included 7 adult hospital on-
cology units and 11 hospices within an urban county in a
southcentral state. All of the facilities that were identified
as having nurses eligible for the study were invited to par-
ticipate. Respective state associations provided a complete
list of hospices and hospitals within the county, and the
participating settings were a mixture of public, private, and
teaching facilities. The hospices were community-based
and primarily provided services to adult patients with can-
cer who were within homes or long-term care facilities.
The hospital oncology units were all within acute-care,
inpatient institutions and were determined to be the pri-
mary admission units for adult patients with cancer. Ca-
pacities of these inpatient units ranged from 1430 beds.
Registered nurses who had worked a minimum of 20
hours per week exclusively within a hospice or hospital
oncology unit for at least the preceding six months were
included. Inclusion criteria also stipulated that at least 80%
of participants’ professional practice time involved patient
or family care.

Procedure

After receiving permission from participating facilities,
nurse managers obtained lists of nurses who met the inclu-
sion criteria. To enhance control, the same investigator
delivered the surveys to all eligible nurses’ work mail-
boxes within three consecutive days. However, because of
an al?sence of mailboxes at some facilities, nurse manag-
ers distributed the surveys for three of the hospital oncol-
gy units. Cover letters attached to the surveys outlined
the eligibility requirements, and participants were ensured
that responses were voluntary and anonymous. Providing
self-addressed stamped envelopes for return to the inves-
ligator’s address also ensured anonymity. After four
Weeks, a second distribution of the surveys using the same
procedur'e occurred. The cover letter on the second set of
;llrveys Instructed respondents not to complete an addi-
thOHSil survey if the first survey had been returned. All of

€ data for this study were collected in 1997.

Instrument

0‘:?}:11 Pel‘m.ission, the tool used for this study was the
e Th(.Zarolma Cancer Pain Initiative (NCCPI) sur-
* 1S tool was a modified version of the Wisconsin

Pain Initiative survey, with primary components consist-
ing of knowledge, attitudes, perceived barriers, and demo-
graphic information (O’Brien et al., 1996; Vortherms ?t
al., 1992). According to these investigators, experts veri-
fied content validity, clarity, format, and style of the sur-
vey. Except for the 27-question demographic section, the
entire NCCPI survey (56 items) was distributed for this
study. In addition, a five-item investigator-developed sur-
vey was used to collect data on work setting, age, number
of clock hours of pain education within the last two years,
personal experience with cancer pain, and requirement
within work setting to annually review pain guidelines.
The variables chosen were based on the literature review
as well as anecdotal experience. The investigators also
believed a condensed demographic tool might enhance the
response rate.

The knowledge section of the NCCPI survey consisted
of 31 items, and for this sample of nurses, the Cronbach’s
alpha coefficient on the total knowledge test was 0.71.
These items were further subdivided into opioids (10
items, ot = 0.61), scheduling (9 items, oo = 0.61), and gen-
eral pain (12 items, o = 0.21). For the attitudes subscale,
five Likert-scale items (0. = 0.51) measured liberalness and
previously had been reported to have construct validity
(O’Brien et al., 1996).

In a previous study, the term liberalness was introduced
as referring to a propensity to advocate for complete pain
relief, patient control over analgesia, and earlier interven-
tion with analgesia (Cleeland, Cleeland, Dar, & Rinehardt,
1986).

Data Analysis

For this investigation, descriptive and inferential proce-
dures were used, and an alpha level of 0.05 was chosen as
the acceptable level of significance. To analyze total
knowledge and knowledge subscales, correct answers
were assigned a score of 1 and incorrect answers were
assigned a score of 0. The higher the score, the more
knowledgeable respondents were considered to be regard-
ing pain management. The possible ranges for the knowl-
edge tests were total knowledge (0-31), opioids (0-10),
scheduling (0-9), and general pain (0-12). The range of
possible scores for the attitudes subtest was 5-22, and the
higher the total score, the more liberal the attitudes about
pain management were considered to be.

Results

Sample

Of the 140 surveys originally distributed, 64 surveys
were returned, giving an overall response rate of 46%.
Among the hospice nurses, 30 (53%) of the 57 surveys
were returned, and for the hospital oncology unit nurses,
34 (41%) of the 83 surveys were returned. The mean age
for the hospice nurses was 45 years (SD = 10.54), whereas
the hospital nurses had a mean age of 40 years (SD =
9.32). Because of missing data from unanswered ques-
tions, the sample size regarding age was 29 and 33 for
hospice and hospital nurses, respectively. All of the hos-
pice respondents (n = 30) reported having at least 1-16
hours of pain education within the past two years, and 47%
of these nurses had received more than 16 hours. For the
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hospital nurses (n = 33), 76% reported having at least 1-
16 hours of pain education; however, only 27% reported
more than 16 hours of pain education within the prior two
years. One characteristic that revealed considerable differ-
ences between the two groups concerned annual review of
pain guidelines. Within respective work settings, 48%
(n = 29) of hospice nurses, compared to only 13% (n = 32)
of the hospital nurses, reported this as a requirement. A
personal history of cancer among close friends or family

members had a relatively equal distribution between the
two groups of nurses.

Knowledge and Attitudes

Hospice nurses (X = 24.71, SD = 2.27) scored signifi-
cantly higher on the total knowledge test than the hospital
oncology unit nurses (X =20.76, SD = 3.77; t [60] =5.09,
p=0.0001) (see Table 1). When reporting total knowledge
as a mean percentage of correct responses, the hospice
group scored 80%, whereas the hospital group scored
67%. Hospice nurses also scored significantly higher than
the hospital nurses on the opioid subscale (t [61] = 5.52, p
= 0.0001) and the scheduling subscale (t [62] = 3.77, p =
0.0004). However, differences regarding the general pain
subscale were not found to be statistically significant. On
the opioid, scheduling, and general pain subscales, the
hospice group had mean correct responses of 80%, 84%,
and 77%, whereas the hospital group had mean correct
responses of 57%, 69%, and 74%, respectively.

Regarding attitudes, the hospice nurses also had a sig-
nificantly higher liberalness score (X = 18.31, SD = 1.79)
than the hospital oncology unit nurses (X = 16.94, SD =
2.32;t[61] =2.58, p=0.0122) (see Table 1). Reported as
a percentage, the mean liberalness score for the hospice
group was 83%, whereas the mean liberalness score for the
hospital group was 77%.

Knowledge Item Analysis

When analyzing pooled data for the two groups of
nurses, the greatest overall knowledge deficits were related
to opioid analgesics. As seen in Table 2, almost 75% of the
hospital nurses and more than 40% of the hospice nurses
did not know that psychological dependence as a result of
legitimate use of narcotic analgesics in patients with can-
cer occurs in less than 1 in 1,000 patients. However, more
than 80% of the hospital nurses and 100% of the hospice
nurses were aware that switching to pentazocine in re-
sponse to morphine tolerance would not be appropr‘iate
and increasing the morphine dose would be appropriate.

One striking difference between the two groups was that
more than 40% of the hospital nurses c‘?mpgred to only
3% of the hospice nurses did not select “oral” as the pre-
ferred route of administration.

Concerning scheduling knowledge (see Table 3), more
than 70% of the hospital nurses and more than 40% of the
hospice nurses did not know that scheduled administration
of analgesia delays the development of drug tolerance and
decreases the risk of addiction. Nevertheless, most of the
hospital nurses and all of the hospice'ngrses ’dld know that
scheduled, as opposed to PRN, administration of analge-
sia helps maintain an effective plasma lfavel for more con-
sistent pain control. For general pain items, 68% of the
hospital nurses and 59% of the hospice nurses Were un-
aware that if anxiety or depression is alleviated, t_h.e inten-
sity of pain will “not always” be decreased. Additionally,
32% of the hospital nurses and 24% of the hospice nurses
did not answer “false” when asked if giving patients ster-
ile water is a useful test to determine the reality of pain.
For general pain strengths, 100% of both groups of nurses
knew that lack of pain expression does not always mean
lack of pain, and the most accurate judge of pain is the
patient.

Relationship of Personal Background
Data With Knowledge and Attitudes

When analyzing pooled demographic data with knowl-
edge and attitudes, only age and the number of hours of
pain education revealed any significant differences. For
age, nurses older than 40 (n = 37) performed significantly
better than nurses 40 and younger (n = 27) on the sched-
uling subscale (t [62] = -2.04, p = 0.0457). For scored
means related to scheduling knowledge, nurses older than
40 scored 7.19 (SD = 1.39), whereas nurses 40 and
younger scored 6.41 (SD = 1.67). The older nurses also
had a higher mean related to liberalness (X = 18.03, SD =
2.14) than the younger nurses (X = 16.92, SD = 2.13), and
this difference was statistically significant (t [61] = -2.02,
p = 0.0480).

Regarding pain education, mean scores for total
knowledgeé (;lpioid, s;heduling, and liberalness increased
as reported hours of pain education increased. Usin
ANOVA, the relationship of pain education to opioig
knowledge (F[2,59] = 3.76, p = 0.0291) and liberalness
(F[Z,SQ] = 4.24,p=0.0190) was statistically significant.
For op.101d knowledge, Student-Newman-Keuls post-hoc
analysis revealed that the significant difference was be-
tween nurses who reported having received 0 hours of

Table 1. Total Knowledge, Knowledge Subscale, and Liberalness Scores

Hospice Nurses

Hospital Nurses

Teet Possible Range X 3D Range.. .t X SO Range n  tiest/p-value
Total knowledge 0-31 2470 227251928 = 28 2076 377  12-99 3

Opioid 0-10 800 134 510 29 568 198 -0 33 8-3801
Scheduling 0-9 7.57 1.31 59 30 624 150 39 34 0.0 01
General pain 0-12 920 1.18 7=11-29 8.85 1.37 611 34 .0004
Liberalness 5-22 18.31 179" >-14-21 29 1694 232 12-20 34 83?22

o Sample sizes vary because of missing data from unanswered questions.
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Table 2. Percent of Nurses Answering Opioid-Related
tems Incorrectly

Table 3. Percent of Nurses Answering Scheduling-
Related Items Incorrectly

Rt
Hospital Hospice Hospital Hospice
Nurses Nurses Nurses Nurses
Item (n=34) (n=30) Item (n=34) (n=230)
The Incidence of psychological de- 74 4] Scheduled analgesia delays the de- 82 53
pendence from legitimate use of velopment of drug tolerance.
narcotic analgesics in patients with Scheduled analgesia decreases the 76 43
cancer s less than 11in 1,000, risk of addiction,
suicide rarely occurs from an over- 59 28 Scheduled analgesia minimizes the 53 20
dose of analgesics prescribed to risk of Inadvertent overdosing.
control cancer-related pain, With scheduled analgesia, pain Is less 24 3
Adding acetylsalicylic acid or ac- 53 52 likely to recur before the next dose
etaminophen would not be the best of analgesic.
action if a patient exhibits morphine Scheduled analgesia minimizes the 24 13
tolerance. likelihood that pain behavior will be
Switching from morphine to another 53 10 reinforced.
narcotic would not be the best ac- Scheduled analgesia increases the 9 3

tion if a patient exhibits morphine
tolerance.
Adding a tranquilizer would not be 50 52
the best action if a patient exhibits
morphine tolerance.

The preferred route of narcotic pain 47 3
rellevers for cancer-related pain is
oral.

Changing morphine from oral to IV 41 3

would not be the best action if a pa-
tient exhibits morphine tolerance.

Constipation will not decrease after 29 10
repeated administration of narcotic
analgesics.

Increasing the dose of morphine 15 -

would be appropriate for morphine
tolerance if no undesirable effects
are observed.
Switching from morphine to pentazo- 12 =
cine would not be the best action
for morphine tolerance.

pain education (X = 5.50) and nurses who reported more
ﬁ‘lan' 16 hours of pain education (X = 7.57). Likewise, the
significant difference for liberalness was between nurses
Wwho reported 0 hours of pain education (X = 16.50) and

those who reported more than 16 hours of pain education
(X'=18.57).

Discussion

qu overall pain management, opioids, and scheduling,
Ospice nurses were significantly more knowledgeable
;2:? hOSP{tgl oncology unit nurses. This finding was simi-
G 0 é'i British study that revealed that hospice nurses were
ta%r'“ cantly more knowledgeable about pain than hospi-
Intensive therapy unit nurses (Fothergill-Bourbonnais

WllSOn.-Barnen’ 1992).
Welr‘; Particular, the hospice nurses in the present study
B (‘1‘:0“3 knowledgeable regarding opioids. One of the
nUmberarr}auc differences was that more than 10 times the
elievedq‘ hOS"plCC nurses than hospital nurses correctly
Ministea; oral” to be the preferred route of analgesic ad-
ation. An explanation for this could be related to

chance that the “stoic” patient will
receive adequate pain control.,
Pain Is better controlled when analge- 3 =
sics are administered around the
clock rather than when needed.

Scheduled analgesia minimizes anxi- 3 7
ety about pain recurrence.
Scheduled analgesia helps maintain 3 -

an effective plasma level.

differences in focus of care between hospices and hospi-
tals. Pain guidelines stipulate that the oral route is pre-
ferred, and the least invasive method of pain control should
be initiated first (U.S. Department of Health and Human
Services, 1994; WHO, 1996). However, ongoing clinical
trials are being conducted to determine the efficacy of new
analgesics that have emerged since publication of WHO’s
and the Agency for Health Care Policy and Research’s
guidelines. Nonoral analgesics also are sometimes un-
avoidable in the presence of impaired gastrointestinal
function or unmanageable side effects (Mercadante, 1998).

Congruent with previous investigations (O’Brien et al.,
1996; Ryan et al., 1994; Vortherms et al., 1992), the weak-
est area of knowledge in this study was related to opioids.
For both hospice and hospital nurses, one of the most fre-
quently missed opioid items concerned the incidence of
psychological dependence. This finding suggests the need
for further education regarding differentiation of concepts
such as tolerance and addiction. According to pain guide-
lines, psychological dependence is rare in patients with
cancer and should not be confused with physical depen-
dence (WHO, 1996). Knowledge deficits about the use of
placebos were another area of concern. More than 20% of
the hospice nurses and more than 30% of the hospital
nurses believed that administration of a placebo is a use-
ful test for determining the reality of pain. Because of ethi-
cal implications as well as the inability to accurately estab-
lish the absence of pain, placebos should not be used
(McCaffery, Ferrell, & Turner, 1996).

In addition to greater knowledge, the hospice nurses in
this study had a significantly more liberal attitude toward
pain than the hospital nurses. This finding was in contrast
to Ryan et al. (1994) who observed that oncology nurses
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were more knowledgeable but no more liberal about pain
than long-term care facility nurses. Comparatively, both
groups of nurses in the present study were more knowl-
ed,gez_lble and liberal about pain than the nurses in the
O’Brien et al. (1996) study in which the same survey was
used. Although the sample size and methods were differ-
ent, this compaﬁson suggests that caring for patients with
cancer consistently within a specialized oncology setting
copmbutes to greater knowledge and liberalness regarding
pain.

With respect to pain education, nurses who reported
more than 16 hours were significantly more knowledge-
able about opioids and more liberal about pain than those
th reported no hours of pain education. This finding is
similar to several other investigations that elucidated the
benefit of continuing pain education on increased knowl-
edge about pain (Brunier et al., 1995; Vortherms et al.,
1992). However, as Vortherms et al. noted, the relation-
ship of increased knowledge and pain education may rep-
resent a spiral effect rather than an absolute causal link.
Nevertheless, because opioid knowledge was the area of
greatest deficit in the present study, even experienced on-
cology nurses might benefit from pain education.

The apparent advantage of pain education on opioid
knowledge is consistent with greater opioid knowledge
among hospice nurses. In contrast to the hospital nurses,
100% of the hospice nurses had received at least 1-16
hours of pain education. Furthermore, almost twice as
many hospice nurses than hospital nurses reported greater
than 16 hours of pain education within the last two years.
Although more than three times the number of hospice
nurses than hospital nurses were required to review pain
guidelines, this variable did not appear to significantly
affect knowledge or attitudes. Perhaps pain education,
which incorporates additional teaching strategies, is more
important than review of pain guidelines alone.

Study Limitations

One limitation of this study was the reliability of the
tool. Although internal consistency of the overall knowl-
edge test was 0.71, internal consistency of the opioids,

nd attitudes subscales was low

i neral pain, a :
Z?(l)e,gllm(r)l%lg’%'zl’ Eﬁld 0.51, respectively. As Vortherms

; 2) reported, the attitudes subscale that measured
fitbaelra(lin?:?s Zna;) lack sensitivity because of the smz:xll num-
ber of questions. Additionally, the sample for. this study
was voluntary, and within several of the hogpltals, nurse
managers delivered the surveys when no mailboxes were
available. These factors may have contributed to select}on
bias. The sample also was ina pc_)pulfit'ed urban location
that may have limited the generallzablllty of these results

to nurses in rural areas.

Implications for Nursing

This investigation only addressed'basic pharmacologic
pain management knowledge and attitudes. Mpre research
with larger sample sizes is needed regarding nurse§’
nonpharmacologic pain management knf)wledge,‘ pain
management behavior, and outcomes of pain education in
different settings. The wide range of scores in this study,
particularly among the hospital nurses, suggests that more
knowledgeable nurses should be identified as mentors.
This could be beneficial on the oncology unit, as well as
other areas of the hospital where overflow patients with
cancer are sent. Regular pain classes also should be of-
fered to address rapidly developing new knowledge. In the
struggle against cancer pain, the nurse’s knowledge base
can serve as a very powerful tool in different settings. Re-
gardless of the setting, patients with cancer deserve the
highest form of pain control. Hence, the tenets of ethical
comfort care must pervade all healthcare delivery systems,
and leaders within these systems should facilitate the ac-
quisition, as well as application, of appropriate pain man-
agement beliefs.

The authors would like to acknowledge Kay Edwards, RN, DrPH, and
Carol Mannahan, RN, EdD, for advice and consultation and Bill Fischer
for statistical support.
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