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Abstract 

The role of the health care professional in the inadequate treatment of pain has been 

widely documented for the last two decades. A variety of factors have been posited 

to account for these inadequacies including a lack of knowledge regarding pain 

management principles, barriers and ethical conflicts experienced by health care 

professionals during pain management, and an exaggerated fear regarding the use of 

opioid medications for both malignant and nonmalignant pain patients. More recent 

studies have also begun to focus on the impact of the nurse-physician professional 

relationship on pain management practices. This thesis, in a series of studies, 

examined health care provider knowledge, barriers to pain management, ethical 

conflicts and the nurse-physician relationship in order to investigate the impact of 

these variables on pain management practices within medical and community 

settings. The prescription and use of long-term opioid therapy for people who suffer 

from chronic nonmalignant pain was also examined with the view to gaining an 

understanding of the factors that impact on the prescription and use of opioids as a 

safe and effective form of treatment. An examination of knowledge levels revealed 

that nurses and physicians demonstrated deficits in their knowledge regarding pain 

management principles. Although the Tasmanian sample of nurses and physicians 

were found to have deficits in their knowledge of certain pain management 

principles, these deficits were smaller than those found in previous studies using non-

Australian samples. Given that a lack of pain management knowledge creates a 

barrier to optimal pain management, and the current respondents were found to 

display such deficiencies, further research was conducted to investigate the types of 

barriers nurses and physician are exposed to during pain management. The results 
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indicated that nurses and physicians encounter a variety of barriers when attempting 

to provide optimal pain management. Concern about the barrier created by the 

patient to professional ratio was linked to a number of employment characteristics 

including clinical unit and employment setting. The results of the investigation 

regarding barriers to pain management demonstrated the importance of an adequate 

level of consultation between nurses and physicians in that the relationship can have 

a significant impact on barriers to optimal pain management. Further investigation of 

the nurse-physician relationship during pain management revealed that the 

professional relationship between nurses and physicians may not always allow for 

optimal pain management. The most concerning finding was the perception of some 

physicians that the role of the nurse is not vital to effective pain management. The 

nurse-physician relationship was also found to impact on the experience of ethical 

conflicts during pain management experienced by nurses. The study found that 

nurses encounter a variety of ethical and professional conflicts when attempting to 

provide optimal pain management. The examination of the effectiveness and 

consequence of long-term opioid use for chronic nonmalignant pain revealed low 

levels of medication misuse and abuse and relatively low levels of concern regarding 

tolerance, withdrawal, or negative side effects. Opioid users were found to differ 

significantly from nonopioid users in relation to the number of pain sites identified, 

pain intensity, psychological symptomatology, coping styles, and pain beliefs. 

Opioid use was not found to influence participants' satisfaction with the patient-

physician relationship but significantly impacted on the use of health care services. 

The findings of this thesis indicate that a variety of factors still exist, despite 

advances in research, that impact on the ability of the nurse or physician to manage 

pain adequately, maintaining the inadequate treatment of chronic nonmalignant pain. 
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Chapter 1 

Introduction 

The undertreatment of pain was first documented in the early 1970s and was attributed 

to knowledge deficits on behalf of the health care professional (Marks & Sachar, 1973). 

The realisation that pain management for hospitalised patients was inadequate resulted 

in new methods of identifying and managing patient pain and continual research in this 

area. However, despite these changes, the treatment of pain is still a clinical challenge 

for the health care professional. In contrast to what would be expected, changes in 

knowledge and an increase in the availability of resources for pain management has not 

resulted in a reduction in the level of uncontrolled pain documented over twenty years 

ago. The lack of improvement in levels of pain relief despite the emergence of new 

strategies and techniques appears to be a result of health care professionals inability to 

use scientific knowledge available to them to form their clinical decisions and shape 

their daily practices (Lander, 1990). 

The vast majority of the research available, to date, has focussed on the 

undertreatment of malignant pain and has posited the knowledge of health care 

professionals as the main cause of these deficiencies. However, although knowledge 

does greatly impact on a nurse's or physician's ability to make sound clinical decisions 

regarding patient care, improvements in knowledge have not resulted in improved pain 

management practices, with approximately 50% of terminally ill patients continuing to 

experience uncontrolled pain (McCaffery & Ferrell, 1997). Knowledge may not be the 

only factor impeding progress in this area. 
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Given that the majority of the previous research has focussed on the treatment of 

malignant pain within the medical setting, this thesis will attempt to gain an 

understanding of the management of nonmalignant pain not only within medical settings 

but also within the general community. Furthermore, as the majority of published 

literature pertains to studies conducted outside of Australia, this thesis aims to 

investigate the factors that influence pain management in an Australian context. The 

general aim of this thesis is to examine whether knowledge is the main factor associated 

with the adequate (or inadequate) treatment of chronic nonmalignant pain or whether 

health care professionals are faced with other obstacles to pain management. 

Following the introductory chapter, the next three chapters of this thesis provide a 

review of the literature regarding the factors that impact on a physician's or nurse's 

ability to provide optimal pain management. Chapter Two reviews the literature 

regarding health care professionals' knowledge of pain management practices. This 

review includes a discussion of the knowledge of nurses and physicians in relation to 

cancer pain, paediatrics, geriatrics, and the pharmacological management of pain. 

Chapter Three reviews the effectiveness of pain management education for nurses and 

physicians. Chapter Four focusses on the literature pertaining to the barriers encountered 

by health care professionals in attempting to provide pain relief. This chapter includes a 

discussion of the types of barriers encountered by the two professions as well as the 

nurse-physician relationship as a potential barrier to pain management. Chapter Five 

reviews the ethical conflicts experienced by nurses during pain management and the 

impact of the nurse-physician relationship on these ethical conflicts. Chapter Six of the 

thesis moves the focus away from pain management in a medical setting (e.g., hospital, 

aged care facility) to the management of chronic pain in the general community. A 

continual link between the earlier chapters is the lack of knowledge, reluctance to 
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prescribe and administer, and patient reluctance to use opioid medications for pain 

relief. The misuse of opioid medications in hospitalised patients is due, in part, to 

misconceptions regarding the issues of addiction and tolerance, underestimation of 

effective doses for pain relief, and routes of administration by health care professionals. 

Chapter Six focusses on the use of opioid medications for people who suffer from 

chronic nonmalignant pain conditions and includes a discussion of the aims, 

effectiveness, and consequences of long-term opioid therapy for this patient group. 

Based on the review of the literature, the aim of Chapters Seven through Ten is to 

investigate the impact of levels of pain management knowledge, type of barrier and 

ethical conflict encountered, and nurse-physician relationship on pain management 

practices using an Australian sample of nurses and physicians. As the majority of the 

previous research in these areas has focussed on cancer pain management or palliative 

care, this thesis will investigate the factors that impact on adequate management from 

the perspective of chronic nonmalignant pain. This thesis also aims to provide a more 

comprehensive investigation of the issues surrounding the inadequate management of 

pain by extending the focus from oncology and palliative care to a variety of clinical 

units (e.g., anesthiology, rehabilitation) and employment settings. 

The final experimental chapters of this thesis aim to investigate the prescription 

and use of long-term opioid therapy for the treatment of chronic nonmalignant pain 

within the general community. As the majority of the published literature available to 

date relates to patients cared for by multidisciplinary pain centres, with few studies 

addressing opioid use within the general community, these chapters aim to extend the 

findings related to the care of patients within the general community. In addition, the 

chapters also aim to add to the limited amount of research pertaining to the patient's 

perception of and satisfaction with the long-term use of opioids for the treatment of 
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chronic nonmalignant pain. The results reported in the final study of this thesis are 

important as it can not be assumed that patients and health care providers share the same 

views regarding the effectiveness of long-term opioid use. 
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Chapter 2 

Pain Management Knowledge of Health Care Providers 

Health care professionals are constantly required to make decisions in relation to patient 

pain management, including decisions about the patient's pain levels and the need for 

analgesics. Therefore, effective pain management is predicated on a decision-making 

process that is developed through a thorough knowledge of pain and its treatment. Given 

this necessity, it is of concern that many studies have documented that physicians and 

nurses have a lack of knowledge as well as negative attitudes that interfere with pain 

management. Knowledge has been found to be lacking in the areas of addiction, 

scheduling of analgesics, the pharmacological and non-pharmacological treatment of 

pain, and the assessment of pain in both adults (Ferrell, Grant, Ritchey, Ropchan, & 

Rivera, 1993a; Ferrell, McCaffery, & Rhiner, 1992b; Brunier, Carson, & Harrison, 

1995; Coyne, Smith, Stein, Hieser & Hoover, 1998) and children (Broome & Slack, 

1990; Harners, Abu-Saad, van den Hout, Halfens, & Kester, 1994; Flamers, Abu-Saad, 

Halfens, & Schumacher, 1994). Several studies have investigated the types of variables 

that correlate with knowledge such as age, level of experience and education, and care 

setting (Bookbinder et al., 1996; Gilbar & Cohen, 1995; Kopchak et al., 1992; Fife, 

hick, & Painter, 1993; Ferrel, McGuire, & Donovan, 1993b). 

Knowledge of Cancer Pain Management 

A large proportion of the research examining knowledge and attitudes of physicians and 

nurses towards pain management has focussed on the area of cancer pain management 

or palliative care (L,oborde & Texidor, 1996; De Rond et al., 2000b; Sjogren, Banning, 
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Jensen, Jensen, Klee, & Vainio, 1996; Gilbar & Cohen, 1995; Pargeon & Hailey, 1999). 

This is not surprising given that approximately one third of cancer patients experience 

moderate to severe pain during the intermediate stage of the disease and that over two 

thirds of patients experience this pain during the terminal stage (Bonica, 1979). In one 

of the earliest studies in this area, Marks and Sachar (1973) examined the treatment of 

pain and documented a number of deficiencies. Patient interviews revealed that 32% of 

patients experienced severe pain whilst hospitalised and 41% experienced moderate 

distress. A review of the patient charts revealed inadequacies in relation to the dosage of 

narcotics administered. Physicians were found to underestimate the dosage required for 

effective pain relief, overestimate the duration of analgesic action, and exaggerate the 

dangers of addiction. Charap (1978) investigated the knowledge, attitudes, and 

experience of medical personnel treating pain in the terminally ill. A lack of knowledge 

was evident in relation to the newer methods of pain relief and the fundamental 

principle of analgesic therapy. 

The majority of the research that has been conducted in cancer pain management 

has assessed the knowledge of physicians and nurses separately. Elliott et al. (1995) 

conducted research in order to determine the knowledge and attitudes regarding cancer 

pain management among 145 physicians from six Minnesota communities. Significant 

knowledge deficits were identified including a lack of understanding of tolerance and 

addiction; that increases in opioid dose to control pain do not indicate opioid 

ineffectiveness; and that antidepressants added to opioids can improve analgesia. The 

physicians displayed a greater level of knowledge in relation to the preference of a 

regular dosing schedule and that opioids can be effective in cancer pain management. 

Physicians also displayed excessive concern about the adverse effects of opioids and 

little favour toward the effectiveness of complimentary treatments. Knowledge level 



7 

was found to interact significantly with medical speciality, with primary care physicians 

displaying higher levels of knowledge than surgical physicians. 

A survey of 306 Norwegian physicians was performed in order to elucidate 

knowledge and practice of cancer pain treatment in Norway. The results showed that 

only 25% of the physicians surveyed had a thorough understanding of the WHO 

analgesic ladder strategy. Eighty-six percent of the physicians surveyed indicated that 

they would prescribe strong opioid analgesics, however, when presented with case 

examples, 44% of the physicians chose to prescribe levels of opioids that were too low 

and chose neuroleptic drugs over increasing the dose of opioid. Only 13% of the 

physicians surveyed had a correct understanding of opioid drug dependence (Warncke, 

Breivik, & Vainio, 1994). 

Using the same survey instrument, Vainio (1995) surveyed 2669 French 

physicians and Sjogren et al. (1996) surveyed 577 Danish physicians regarding their 

knowledge of the principles of cancer pain management and their ability to apply their 

knowledge in practice. Vainio (1996) reported that the recommended daily dosage of 

opioids was mostly far below the level generally accepted in palliative care and less than 

25% of the treatment strategies suggested by the physicians surveyed were found to be 

adequate. These findings reflected a lack of knowledge regarding the principles of 

cancer pain management. Sjogren et al. (1996) found that 97% of the physicians 

surveyed were prepared to use opioids conventionally prescribed for severe pain and 

that 39% reported the use of other treatment modalities including psychological 

treatment. The majority of the physicians considered that their knowledge of pain 

management principles was fair or better. The authors concluded that, although Danish 

physicians had acquired basic pain management skills, future educational efforts need to 
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be directed toward the treatment of neuropathic pain and the management of opioid side 

effects. 

A survey of 56 Italian physicians was conducted to assess knowledge, attitudes, 

and beliefs regarding cancer pain. The results revealed that most physicians experienced 

difficulties in relation to prescribing opioids and that the intramuscular route is still used 

commonly for the administration of opioids. Only 63% of the physicians' surveyed 

indicated that they believed opioid therapy to be effective in cancer pain treatment. In 

general, most of the respondents failed to use the correct analgesic modalities, 

regardless of level of experience. However, on a more positive note, the physicians 

appeared to have a better understanding of the principles of pain assessment 

(Mercadante & Salvaggio, 1996). 

Levin, Berry, and Leiter (1998) used a 69-item survey to assess physician 

knowledge, attitudes, and stated behaviours in managing pain in terminally ill patients. 

The researchers found that oncologists' knowledge of the basic facts needed to manage 

pain in the terminally ill was very good in general and excellent in most categories, with 

the exception of knowledge of opioid equivalences, with only 55% answering all 

questions correctly. Differences across the specialities were noted. Only 19 070 of primary 

care physicians answered all the questions relating to opioid equivalences correctly, 

scoring lower than the oncologists across all knowledge areas. Primary care physicians 

were found to be lacking knowledge in relation to the role of the patient in pain 

assessment, conversion from one opioid to another, and the absence of observable vital 

sign changes with chronic pain. Of the physicians surveyed, neurologists were more 

fearful of physical dependence and less willing to prescribe maximum opioid doses for 

patients with a prognosis of greater than six months. In contrast, Sapir, Catane, Strauss-

Liviatan, and Chemy (1999) reported that although specialists in oncology tended to 
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evaluate their level of knowledge more highly than other physicians, no significant 

differences existed between the medical specialities. The authors found that physicians, 

in general, lacked knowledge of pain physiology, addiction, opioid dosing, and the 

treatment of side effects. 

A study of 204 Taiwanese physicians regarding the optimal use of analgesics for 

cancer pain also found that physicians lacked adequate knowledge about this area of 

care and displayed negative attitudes toward the optimal use of analgesics and opioid 

prescribing. In this study, six categories of physicians were found to have an inadequate 

knowledge base. These included physicians with a perception that the cancer pain 

management training received in medical school was adequate, physicians with a 

medical speciality of surgery, medicine or oncology, those with a limited amount of 

experience in cancer pain management, and those with a limited aim of pain relief and 

an underestimation of analgesic effect (Ger, Ho, & Wang, 2000). The results highlight 

the importance of improving cancer pain management knowledge in Taiwanese 

physicians, especially as previous research has reported that many Taiwanese cancer 

patients continue to suffer from unrelieved pain (Hsu & Li, 1998). It has been shown 

that 69% of newly diagnosed cancer pain patients receive inadequate pain relief 

medication or no medication at all (Ger, Ho, & Wang, 1998). 

As can be seen by the above review of studies examining physicians' knowledge 

of cancer pain management, significant knowledge deficits are present in relation to the 

pharmacological management of cancer pain, the concepts of tolerance and addiction, 

and nonpharmacological management. Given that physicians and nurses are required to 

collaborate to achieve optimal cancer pain management, it is important to review the 

cancer pain management knowledge of nurses also. Smeder Fox (1982) investigated 

nurses' knowledge and clinical practices in caring for cancer patients. The majority of 
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the nurses surveyed recognised that, during terminal illness, pain can lose its value as a 

symptom and become part of the disease. More than 75% of the nurses surveyed had an 

awareness of the physiological (hypercalcemia) and psychological (anxiety) conditions 

that impact on a patient's perception of pain. 

McCaffery and Ferrell (1995) surveyed nurses from five countries (United States, 

Canada, Australia, Japan, Spain) regarding their knowledge of the incidence of cancer 

pain, choice, route and dose of opioid analgesics, addiction, and the use of placebos. 

The results of the survey revealed that nurses from all five countries have an inadequate 

knowledge of cancer pain relief. More than one quarter of the nurses from each country 

indicated that they believe that a high percentage of patients over report their level of 

pain, a suspicion that could result in nurses dismissing a patient's report of pain. Nurse 

respondents from Spain and Japan were more likely than their colleagues from Canada, 

Australia, and the United States to believe that placebos could be used to determine the 

existence of pain and to have an excessive fear of addiction. The authors concluded that 

nurses employed in countries such as Australia, Canada, and the United States tend to 

have a higher level of knowledge about cancer pain relief that is attributable to a greater 

exposure to palliative care practices. Vortherms, Ryan, and Ward (1992) also found that 

nurses are likely to believe that a high percentage of patients over report their level of 

pain and are under the misapprehension that the use of opioid analgesics for pain relief 

in hospitalised patients would lead to addiction. Approximately 45% of the nurses from 

this study indicated that a placebo could be used to test the reality of pain. 

Dalton et al. (1996) evaluated the effectiveness of an educational program 

designed to increase nurses' knowledge of pain management practices. The knowledge 

levels of 29 nurses were assessed using an investigator-developed cancer pain 

knowledge inventory that consisted of 37 short answer questions. The nurses surveyed 
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displayed a higher level of knowledge in relation to general principles of pain 

management (86% correct) than areas such as knowledge of opioid medications (67% 

correct) and knowledge of opioid dosage (54% correct). The researchers found that 

documentation of cancer pain management occurred infrequently. Documentation of 

numeric pain ratings of zero to ten occurred only approximately two percent of the time 

and ratings of pain behaviours occurred Only approximately three percent of the time. 

Other researchers (Camp & O'Sullivan, 1987; Dalton, 1989; Faries, Mills, Goldsmith, 

Phillips, & Orr, 1991) have also reported these deficiencies in pain documentation. In 

contrast to the results obtained relating to the documentation of pain by nurses, 

Stroemgren et al. (2001) found a high level of concordance of symptoms reported by 

patients and the symptoms recorded on medical records by physicians. However, 

although physicians were found to record symptoms of pain accurately on medical 

records, they often failed to record symptoms such as fatigue, nausea, sleeplessness, 

anxiety, and depression. 

Knowledge Regarding the Pharmacological Management of Pain 

The over concern about the incidence of addiction as a result of the use of opioid 

medications for pain relief stems from a poor knowledge base about common 

pharmacological agents used in pain relief (McCaffery, Ferrell, O'Neil-Page, & Lester, 

1990). Numerous researchers have indicated that members of the health care team lack 

knowledge and awareness of the pharmacological aspects of pain management 

(Diekmann & Wassem, 1991; Clarke et al., 1996; Visentin, Trentin, De Marco, & 

Zanolin, 2001; Sjogren et al., 1996). Deficiencies in knowledge include areas such as 

opioid dosing, type and number of opioid medications used, addiction and tolerance, 
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and use of adjuvant drugs (Wotring, 1993; McCaffery & Ferrell, 1997; Gorski & 

Grothman, 1996; Rawal, Hylander, & Arner, 1993; Turk, 1996). 

A study by Weiss et al. (1983) revealed misconceptions about the pharmacology 

of analgesic medications and the incidence of addiction. Less then 15% of the nurses 

surveyed identified the incidence of addiction after the use of opioid medications for 

pain relief as less than one percent. Approximately 20% of the respondents reported the 

incidence as greater than 50%. Similar results were found by Cohen (1980) with 

approximately 65% of the 121 nurses surveyed indicating a belief that the incidence of 

addiction is greater than one percent after being treated with narcotic drugs in hospital. 

McCaffery et al. (1990) analysed data obtained from a series of workshops to determine 

the level of nursing knowledge regarding pharmacological management of pain (2,459 

nurses). The findings indicated that nurses lacked knowledge in relation to the 

classification of opioids and the frequency of addiction in those patients with pain. Less 

than 25% of the respondents correctly identified the frequency as less than one percent, 

with 22% believing that addiction occurred in 25% or more of pain patients. The authors 

concluded that basic nursing education has not provided nurses with the knowledge that 

would enable them to assume an active role in the pharmacological management of pain 

(McCaffery et al., 1990). It is clear from the results of the later study that nurses' 

knowledge about the principle of psychological dependence has changed little over the 

last decade. 

Pain Management in Geriatric Settings 

Although the vast majority of research has examined the knowledge of cancer pain 

management, members of the health care team are involved in pain management 

practices across a variety of clinical settings and not just in the areas of oncology or 
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palliative care. Another important area of pain management involves the care of elderly 

patients. To care effectively for an elderly patient, the nurse or physician must have a 

thorough knowledge of pain, its causes, manifestations, and relief mechanisms. As part 

of their caring role, the nurse needs to be able to assess pain in their elderly patient and 

have the necessary skills to implement appropriate treatment interventions (Sloman, 

Ahern, Wright, & Brown, 2001; Weiner, 2002). 

To date, little research has been conducted to determine the level of knowledge 

nurses and physicians have for caring for elderly patients in pain. Closs (1996) surveyed 

208 British nurses regarding their knowledge of pain management in the elderly. The 

results found a lack of unanimity concerning the level of pain experienced and requests 

for pain relief in elderly compared to young adults. The nurses surveyed were also likely 

to over rate the risk of respiratory depression in the elderly due to the administration of 

an opioid medication. Sloman et al. (2001) obtained baseline data concerning nurses' 

knowledge and experience of pain and its clinical management in elderly patients and 

found that nurses displayed a significant knowledge deficit in relation to pain 

management in the elderly. Nurses who worked in general wards displayed the lowest 

level of knowledge. The more experienced a nurse was in caring for elderly patients, the 

greater their knowledge of pain reactions and management in this patient population. 

Care for elderly patients not only involves caring for the patient whilst 

hospitalised but also caring for the patient once they return home. Home care or 

community nurses are required to act as an advocate for the patient and to provide 

reassurance to the patient and family that effective pain management can be achieved in 

the home (Johnson, 1998). Although nurses working in this extended clinical setting 

have a large responsibility for the management of pain, recent studies have indicated 

that they may not be adequately equipped to deal with this responsibility. Loborde and 
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Texidor (1996) found that home care nurses lack confidence and knowledge regarding 

pain management and that they rely heavily on the patient's physician for guidance in 

pain management. Glajchen and Bookbinder (2001) assessed the knowledge and 

perceived competence of 1229 home care nurses regarding pain management practices. 

On average, the nurses answered only 56% of the survey items correctly and displayed a 

greater level of knowledge in the area of pain assessment and less in the area of pain 

treatment. No significant relationship was found between level of knowledge and hours 

of pain management education, level of experience, or level of education. Dalton, 

Carlson, Mann, Blau, Bernard, and Youngblood (1998) examined the pain management 

knowledge and attitudes of 29 home care nurses and found that nurses' attitudes, beliefs, 

intentions, and expectations about pain and its management influenced nursing care. 

Nurses who felt that patients should be pain free were more likely to implement pain 

management activities. A review of the literature available to date has revealed a lack of 

research investigating the knowledge of physicians regarding pain management in 

geriatric settings, either in hospital or community settings. This is surprising given that 

nurses and physicians are required to work closely together when caring for this patient 

population particularly within a community setting. Further research is needed to 

investigate the knowledge of physicians in this area of care. 

Pain Management in Peadiatric Settings 

Nurses and physicians also play a pivotal role in the assessment and management of 

pain in infants and children. Given that infants are unable to communicate about their 

pain, the paediatric nurse or physician needs to rely on his or her judgements of an 

infant's pain. To manage pain effectively in a paediatric setting, nurses need to know 

how to monitor the reactions of infants and older children to pain, document adverse 
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implications of pain on post-operative recovery, develop and validate pain assessment 

tools, and understand drug technology and protocols (Brennan-Hunter, 2001; Hamers et 

al., 1996). However, previous research has found that effective pain management in 

infants can be hindered both by physicians, who are less likely to order analgesics, and 

nurses, who are less likely to administer analgesics that are ordered (Yaster, 1995; 

Beyer, DeGood, Ashley, & Russell, 1983; Mather & Mackie, 1983). Nurses and 

physicians are also likely to feel that the younger the patient being treated, the less 

effective the pain management (Broome, Richtsmeier, Maikler, & Alexander, 1996). 

In order to make recommendations regarding paediatric nursing care, McCain and 

Morwessel (1995) examined nurse knowledge of pain management in this patient 

population. The researchers used a pain questionnaire, videotape, and videotape 

questionnaire to gather data from 181 paediatric nurses. Surprisingly, in response to a 

question regarding the goal of pain relief, only 32% of the respondents indicated that 

their goal was to relieve pain completely. Furthermore, 19% of the nurse respondents 

indicated that they believed that infants do not experience pain and 14% of the 

respondents indicated a belief that the intensity of infant pain was lower than that of 

adults. Pederson and Parran (1997) developed a 48-item questionnaire to assess a group 

of 20 paediatric nurses working with bone marrow transplant patients and found that 

these nurses displayed high levels of pain management knowledge. Another study 

examining the knowledge of 19 paediatric critical care nurses found less positive results 

with nurses answering an average of 63% of the questions correctly (Pederson et al., 

1997). 

Salantera, Lauri, Salmi, and Helenius (1999) investigated the knowledge base and 

practices of Finnish paediatric nurses. The results show that there are still gaps in the 

knowledge base of Finnish nurses with regard to pharmacological and 
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nonpharmacological pain management in children. Variables such as year of graduation 

and place of employment did not impact significantly on knowledge scores. In order to 

care for children effectively, paediatric nurses need to have a thorough understanding of 

the pharmacological principles that underpin pain management. Optimal pain 

management requires more than simply following a medication order issued by a 

physician, nurses need to be able to analyse the consequences of the order. To do this, 

nurses need to have an understanding of alternative medications, the effects and side 

effects of each analgesic, and any possible complications associated with the use 

(Salantera et al., 1999; Lang Porter, Wolf, Gold, Lotsoff, & Miller, 1997). Once again, 

similar to those studies conducted concerning geriatric pain management, little research 

has been conducted to investigate the knowledge base of physicians regarding peadiatric 

care. 

Pain Management in General Clinical Settings 

Other clinical units that have been the focus of knowledge research include surgical and 

medical units. Coyne et al. (1999) compared the differences in knowledge of pain 

assessment and pharmacological and nonpharmacological pain management strategies 

of 232 medical and surgical nurses employed in acuate care hospitals and found that 

overall knowledge scores ranged from as low as 24% correct to as high as 92% correct. 

Parish and Willis (1996) used a qualitative approach to examine the day-to-day 

interactions between nurses, their clients, and other health care professionals during pain 

management. Nurses were provided with six case studies to reflect on, critically 

evaluate, and change or modify practices where applicable. The authors found that the 

majority of the nurses surveyed lacked a sound understanding of Melzack and Wall's 

(1982) 'Gate Control Theory of Pain'. Although the gate control theory posits a 
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physiological mechanism for the relief of pain through distraction, nurses were prone to 

misinterpreting the reduction in pain as an indication that the patient's pain was not real. 

Hamilton and Edgar (1992) surveyed 318 nurses employed at an acute care 

teaching hospital with the aim of identifying the pain assessment and knowledge base of 

bedside nursing staff. The mean percentage of questions correct was 64% and the 

overall results indicated that the nurses lacked knowledge and understanding of opioid 

addiction, properties of opioids, and the differences between acute and chronic pain. 

Clarke et al. (1996) in a study that examined the knowledge, attitudes, and clinical 

practice of 120 registered nurses also found similar results, with nurses answering an 

average of 62% of the questions correctly. 

A Comparison of Physicians ' and Nurses 'Pain Management Knowledge 

The literature discussed above has focussed on the individual examination of either 

nurse or physician pain management knowledge. Relatively few researchers have 

compared the pain management knowledge of nurses and physicians using the same 

survey tool. Rawal et al. (1993) evaluated the knowledge level of Swedish physicians 

and nurses regarding the management of cancer pain. Approximately 25% of the 

physicians surveyed indicated that they believed that tolerance to opioids would occur 

irrespective of the type of opioid prescribed or its route of administration. The majority 

of the physicians increased the original dose of morphine by 25-50% if the starting level 

was found to be ineffective. In relation to the nurses surveyed, over 40% indicated that 

loneliness and excessive anxiety were the frequent cause of inadequate relief by 

analgesics. Thirty-five percent of the nurses surveyed indicated that even if the patient 

was experiencing severe breakthrough pain they could not increase the opioid dose 

without consulting the physician. Approximately 45% of the nurses had no maximum 
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limits and could administer the dosage they considered necessary for optimal pain relief. 

The survey indicated that the respondents have an inadequate knowledge of pain 

evaluation techniques, newer analgesic drugs, and newer drug delivery techniques. 

Lebovits et al. (1997) developed a questionnaire to assess the knowledge and 

beliefs of hospital health professionals toward the management of pain. Participants 

were randomly selected from a large city hospital, a private community hospital, and a 

state-run medical school-based hospital in the United States. In addition to data collated 

from other health care professionals, data were obtained from 354 nurse or nurse 

anaesthetists and 201 physicians. The mean number of correct responses was 56%. 

Three items relating to addiction were answered correctly by less than 40% of the 

respondents. In general, physicians scored significantly higher than nurses did. In 

addition, health care professionals involved in anesthesiology performed better than did 

those involved in surgery. The authors concluded that individuals vary in their 

knowledge of and attitudes towards basic pain issues and that this was influenced not 

only by profession but also by location of practice and by clinical unit. 

Furstenberg et al. (1998) examined the knowledge and attitudes towards cancer 

pain management of physicians, nurses, and pharmacists in the state of New Hampshire 

and found that most of these providers were quite well informed in relation to the 

fundamental principles of cancer pain management. In contrast to the findings of other 

researchers, approximately 90% of each health care group were not overly concerned 

with the issue of addiction. Nurses were more likely than physicians to answer questions 

regarding pain assessment and tolerance correctly and were also more likely to know 

that 70% of patients enter the health care system for relief of pain. Differences between 

nurses and physicians were also evident in relation to the belief that patients received 

adequate pain relief, with 88% of physicians feeling that levels of pain relief are 
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adequate compared to less than 33% of nurses. Nurses were also significantly more 

likely than physicians to agree with the statements concerning the urgency of treating 

unrelieved pain. However, physicians were more knowledgeable about opioid 

pharmacology than their nursing colleagues. Bauwens, Distelmans, Storme, and 

Kaufman (2001) assessed the knowledge and attitude of Flemish health care workers 

towards cancer pain management. This study also aimed to gain an understanding of the 

role misconceptions held by health care workers play in the under treatment of pain. 

Less than half of the participants agreed that addiction after the administration of a 

narcotic for pain relief occurs only rarely or occasionally and 17% of the respondents 

indicated that it occurs frequently or very frequently. Also of concern was that less than 

half of the respondents indicated that the patient should have complete control over their 

pain treatment. Knowledge was found to be only moderately related to years of 

experience in palliative care. 

Visentin et al. (2001) evaluated the knowledge of 225 physicians and 669 nurses 

in an Italian hospital regarding the attention paid to pain, the use of analgesic drugs, and 

pain in children. The overall percentage of correct answers was 61%, with physicians 

displaying a greater level of knowledge than their nursing counterparts (65% and 59% 

respectively). The researchers concluded that knowledge deficits and erroneous beliefs 

exist that could impinge on the treatment of the patient in pain. Lang Porter et al. (1997) 

also examined the beliefs and self-described behaviour of both nurses and physicians 

regarding the management of procedural pain in newborn infants. The respondents were 

asked to rate the painfulness of 12 bedside nursery procedures and how often 

pharmacologic and nonpharrnacologic measures were used. Both the physicians and 

nurses surveyed believed that infants feel as much pain as adults and that nine of the 12 

procedures listed were moderately to very painful. However, neither pharmacologic nor 
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nonpharmacologic procedures were used regularly, even for the most painful 

procedures. Nurses were more likely than physicians to indicate that nonpharmacologic 

techniques should be used more frequently. In general the nurses and physicians were in 

agreement about the types of procedures that should receive a greater level of 

pharmacological intervention but there were procedures where they differed. Nurses 

were more likely to feel that there is a greater need for pharmacologic intervention in 

lumber puncture procedures where they are traditionally present to restrain the infant 

even though the procedure itself is performed by the physician. The authors concluded 

that the disagreements regarding pharmacologic intervention may stem from a locus of 

control issue because the clinicians who do not typically perform the procedures 

reported that more pain relief should be used. 

Broome et al. (1996) examined how health care providers in teaching hospitals 

assess and manage children's pain using a 59-item questionnaire. Although 60% of the 

respondents indicated that they had standards of care in their institutions, only 25% 

indicated that the protocols were used 80% or more of the time. Only 35% of the 

respondents indicated that the parents would be involved in planning prior to a painful 

event. The respondents rated the assessment of pain in school age children and 

adolescents as significantly more effective than in neonates or infants. The information 

relating to pharmacologic management gathered during the study was found to be 

inconsistent with recent guidelines. Progress had been made in areas such as the 

decreased use of placebos and an increase in the use of patient controlled analgesia and 

continuous infusions. However, the continued use of intramuscular injections for 

managing pain, the authors argued, is unwarranted given the variety of alternative routes 

available that have been demonstrated to be more effective. 
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An examination of the literature pertaining to the pain, management knowledge of 

physicians and nurses indicates that although some progress has been made since the 

early studies by Marks and Sachar (1973) and Charap (1978) physicians and nurses still 

lack an in-depth knowledge of pain management principles_ This lack of knowledge is 

particularly evident in relation to the pharmacological management of pain (Levin et al., 

1998; Ger et al., 2000; Visentin et al., 2001) and the understanding of psychological 

dependence (McCaffery et al., 1990; Elliott et al., 1995). A number of explanations for 

this lack of knowledge have been posited including deficiencies in pre- and post-

education (Clarke et al., 1996) but further analysis is needed to gain an understanding of 

the factors involved that may contribute to the differences in pain management 

knowledge in the different countries. 
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Chapter 3 

The Effectiveness of Pain Management Education 

Information regarding pain management has been found to be lacking in the education 

provided to medical and nursing students during their initial education program. In a 

study conducted in the United States, approximately 40% of medical graduates indicated 

that the information regarding pain management they received during training was 

limited and that they had limited amounts of clinical experience in working with 

patients with acute or chronic pain (Frankel, 1998). Estimations of the amount of pain 

management education contained in the curricula received by students during their 

initial training in the United States has ranged from one to four hours, with faculty 

members not equipped with the expertise required to teach this area (Watt-Watson & 

Watson, 1989; Ferrell, McGuire, & Donovan, 1993b; Batten, 1995; Graffam, 1990). 

These findings are similar to an Australian context where, although pain management is 

addressed in the undergraduate curricula of nursing faculties, pain management 

education is integrated into other areas of clinical focus rather than taught as a distinct 

subject. This makes it difficult to ascertain how many hours of undergraduate study are 

focussed on pain management principles (Sloman et al., 2001). 

Adequacy of the Initial Pain Management Education 

One education process that has been investigated and found to be lacking is the 

adequacy of the textbooks provided to students. Ferrell, Virani, Grant, Vallerand, and 

McCaffery (2000) conducted an in-depth analysis of 50 nursing textbooks in order to 

determine the adequacy of the texts in educating nurses about pain management. The 
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authors found that nine pages of content were devoted to the definition of pain in 24 

texts and 28 pages from 26 texts addressed the topic of assessment. A review of 

pharmacological content revealed that most of the texts contained inaccuracies and 

omissions of vital information. Although most texts contained information regarding 

addiction, the content in this area was also seriously flawed. Furthermore, the texts 

emphasised the side effects and possible morbidity of opioids rather than emphasising 

their safe use. The authors concluded that there are significant deficits in nursing texts 

caused by an absence of essential information and the presence of inaccurate 

information. A further review of 14 nursing textbooks revealed that the texts used 

confusing terminology and contained erroneous information concerning the issue of 

psychological dependence (Ferrell et al., 1992b). A similar review of eight geriatric 

nursing textbooks revealed that less than 18 of 5000 total pages were devoted to pain 

management (Ferrell & Ferrell, 1992a). This is concerning as medical and nursing 

students may be negatively influenced about pain management principles through an 

absence of curriculum content or by incorrect information. Also, faculty members' 

beliefs can directly positively or negatively influence students' perception of pain 

management and the issues surrounding it (Ferrell et al., 1993b). 

A Canadian study conducted to survey the curricular pain content in 26 nursing 

and 14 medical schools found that approximately half of the nursing schools surveyed 

indicated that there was no pain content or there were less than 3.5 hours of teaching 

devoted to pain. Approximately 80% of the medical schools surveyed reported little or 

no pain-related content. Surprisingly, given the poor level of content in the curricula, 

less than 50% of the nursing and medical faculty expressed dissatisfaction with the 

current level of pain content (Watt-Watson & Watson, 1989). Similarly, Graffam (1990) 

examined 305 nursing programs and reported that 81% included some formal class 
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content on pain, ranging from two to 15 hours, with the information integrated into a 

number of subjects. Only 23 programs taught pain management as a separate subject. 

The areas covered included assessment, the differences between acute and chronic pain, 

and pharmacology. Only half of the programs included content related to the 

nonphannacological management of pain. 

Ferrell et al. (1993b) examined the curricula of 14 nursing schools in the United 

States in order to provide information designed to strengthen the pain education of 

nurses with the ultimate goal of an improvement in pain management practice. The 

seven areas of pain content examined included anatomy and physiology, etiology, 

beliefs and misconceptions, assessment, analgesics, nonpharmacological management 

and current research. In general, the faculties surveyed felt that their school's pain 

education was only moderately effective in preparing students. All schools covered 

analgesics; most taught anatomy and physiology, etiology, assessment, and 

nonpharmacological interventions; few schools taught about beliefs and misconceptions 

or current research on pain. Given that comprehensive pain management education 

begins in the initial education setting, nursing and medical curricula need to reflect a 

commitment to educate students regarding the universal patient phenomenon of pain, 

patient variables that impact on perception and expression of pain, and the use of 

pharmacological and nonpharmacological pain management strategies (Coyne et al., 

1999; Dalton et al., 1996). 

The failure to equip health care graduates with the skills and knowledge necessary 

to manage pain has also been demonstrated by researchers in student studies (Morgan, 

1988). A survey of 938 first and final year nursing students in Wisconsin revealed that 

only 28% could correctly identify the oral route as the preferred route for the 

administration of opioid analgesics (Diekmann & Wassem, 1991). Other student studies 
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have shown that final year nursing students lack knowledge regarding cancer pain 

management and less than 15% of the students indicate a belief that cancer pain 

management should be included in the nursing curriculum (Sheehan et al., 1992). 

Diekmann and Wassem (1991) analysed nursing students' perceptions and knowledge 

about cancer pain management. The results revealed a poor knowledge base with 

significant differences between the levels of education. On a positive note, final year 

students knew significantly more about pain management than their first year 

counterparts indicating an improvement in knowledge from their first to final year of 

education. Of concern, however, is that 83 of the respondents indicated that patients 

should endure pain without medication and 229 respondents indicated that a placebo 

was useful in determining the existence of pain. Allcock and Standen (2001) explored 

nursing students' experiences of caring for patients in pain using semi-structured 

interviews. The students felt that they were limited in what they could say when they felt 

that pain management was not optimal and were also limited by a lack of knowledge 

regarding pain treatment. The students also reported having to act as a go-between, 

trying to negotiate care between the trained nurse and the patient. 

The deficiencies in knowledge among second year family medicine residents and 

the effectiveness of a two-week rotation on an acute palliative care ward on increasing 

pain management knowledge was examined in a Canadian study. The results revealed a 

significant increase in knowledge after the practical training. Although improvements 

were evident after training, the baseline data indicated deficiencies regarding pain 

assessment and management, including opioid use. Half of the physicians surveyed had 

a misunderstanding of drug tolerance and adverse effects. The authors concluded that 

the poor performance of residents is of concern given that the result reflects the poor 

level of knowledge many starting physicians have (Oneschuk, Fainsinger, Hanson, & 
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Bruera, 1997). In an attempt to rectify the inadequacies in pain management education, 

the University of Kentucky developed a four-week clinical pharmacology and pain 

management course for their final year medical students. The course content included 

lectures on chronic nonmalignant pain, acute pain management, and cancer pain 

management. The results indicated that the greatest amount of learning occurred in areas 

such as morphine use and an understanding of respiratory depression. Knowledge of the 

risk of addiction, depression, and tolerance were also found to improve (Sloan, 

Montgomery, & Musick, 1998). 

Efficacy of Post- Training Pain Management Education Programs 

A number of researchers have investigated the impact of pain management education on 

increases in pain management knowledge, improvement in attitudes, and changes in 

behaviours regarding pain assessment and use of analgesics. Wallace, Graham, Ventura, 

and Burke (1997) investigated the effect of pain management education training on the 

knowledge level of nurses employed in an acute care setting. The authors failed to find a 

significant change in knowledge level or attitudes towards pain management following a 

pain management education program. These results are similar to other studies that have 

found that one continuing education class is not sufficient to increase pain management 

knowledge significantly (Camp-Sorrel & O'Sullivan, 1991). 

In contrast, Page and Halvorson (1991) found that paediatric nurses who had 

completed a pain management program after their initial education were more likely to 

identify assessment cues and issue higher doses of narcotics for pre-verbal infants than 

nurses who had not completed any pain management programs. Similar studies have 

reported an association between pain management education and proposed pain 

management strategies utilised by paediatric nurses (McCain & Morwessel, 1995). 
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Dalton et al. (1996) evaluated the effectiveness of an educational program designed to 

change knowledge of nurses in order to change pain management practices and patient 

outcomes and found that knowledge increased during the course of the program but not 

significantly. The greatest change was observed in relation to nurse attitude to pain 

management. Five weeks prior to the commencement of the program approximately 

50% of the nurses felt that patients should be pain free but all the nurses held this belief 

by the end of the program and also at a six-month follow-up. Changes were also noted 

in relation to pain assessment with 83% of the nurses performing in-depth pain 

assessments and discussing the need for changes in analgesics with the patient's 

physician at six-month follow-up. It was concluded that an educational program can be 

beneficial for nurse knowledge of pain management, especially in relation to dosing, and 

can also result in changes in practice behaviours. 

Researchers designed and implemented a Pain Monitoring Program for nurses 

working in the Netherlands aimed at improving knowledge about pain and its treatment 

and at changing pain management behaviours. Nurses completed a three-hour education 

program consisting of a formal lecture and discussion focussed on current trends in pain 

assessment, analgesics, and nonpharmacological management. On completion of the 

program, the proportion of nurses who believed that they had sufficient knowledge to 

relieve pain increased from 58% to 74% and nurses' scores on a pain management 

knowledge questionnaire improved from 69% to 76%. The authors concluded that a 

pain management program is effective in improving nurses' knowledge of pain 

management (De Rond et al., 2000b). The program has also been found to be effective 

in improving nurses' administration of analgesics (De Rond et al., 2000a), in improving 

nurses' assessment of patients' pain, and documentation about pain in nursing wards 

(De Rond et al., 2000c). 
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Franke, Luiken, Garssen, Abu-Saad, and Grypdonck (1996) examined the 

effectiveness of a continuing education program on the pain assessment and 

management practices of 106 surgical cancer nurses. The program consisted of eight 

three-hour sessions held weekly. The content of the program included information 

regarding pain and the assessment of pain, pharmacological pain management, 

psychosocial interventions, and physical and relaxation interventions. The program was 

found to have a positive effect on nurses' attitudes regarding physical and relaxation 

interventions and psychosocial interventions. A similar study examined the knowledge 

and attitudes of Flemish nurses who registered for workshops on pain and symptom 

control and the impact that these sessions had on their pain management knowledge. 

There was a significant improvement in knowledge relating to cancer pain treatment, 

especially in relation to opioid therapy and the use of morphine. Nurses also showed an 

improvement in knowledge of the role of the patient in pain management, symptom 

control, and treatment possibilities (Bauwens et al., 2001). 

Clarke et al. (1996) suggest that past education in pain management has a greater 

impact on knowledge scores than the actual level of education obtained by the nurse. 

Furthermore, pain management education combined with clinical experience and 

willingness to attend pain education classes is associated with greater cancer pain 

management knowledge (Vortherms et al., 1992). Therefore, it is vital that the education 

process is not limited to the initial educational setting but continues with programs 

provided by the workplace of the nurse or physician given that the information regarding 

pain management, especially in relation to the pharmacological management, is 

continually updated and modified. When surveyed regarding their needs for further pain 

management education, the majority of nurse respondents indicated a desire for further 

education and indicated that they would need to attend courses in their own time and at 
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their own expense for this to occur (Gibbs, 1995). Nurses expressed frustration at not 

being allowed opportunities for further education and with the lack of notification about 

available courses. Consistent with previous research (Bennett, Kemp, & Thornton, 

1989; Bennett, 1986), Gibbs found discrepancies in the opportunity to engage in further 

education between public and private institutions, with nurses in private institutions 

receiving less opportunity. Shipman, Addington-Hall, Barclay, Briggs, Cox, Daniels, 

and Miller (2001) explored the educational preferences of 640 general practitioners in 

order to evaluate educational interventions. The results indicated that the physicians 

wanted more education regarding symptom control, opiate prescribing, and controlling 

side effects. Difficulty in accessing education was related to reduced confidence in 

symptom control. 

During 1990, the Wisconsin Cancer Pain Initiative (WCPI) developed a Role 

Model Program (RMP) with the aim of training physicians, nurses, and pharmacists to 

become role models for better pain management in their practice settings. One hundred 

and ninety-six physician and nurse educators attended a one-day educational conference 

and developed action plans detailing their proposed educational goals. Data gathered at 

a 12-month follow-up indicated that 64% of the pain management teams had either fully 

or partially completed their proposed action plans. In total the participants, with the aim 

of disseminating pain management knowledge, had completed 227 educational or 

clinical practice projects. The authors concluded that it is possible to educate role 

models for pain management education that will cause a cascade of educational efforts 

and clinical changes (Weissman & Dahl, 1995). Breitbart, Rosenfeld, and Passik (1998) 

developed a multidisciplinary two-week observership in cancer pain management, 

psychosocial oncology, and cancer rehabilitation called "The Network Project". A 

review of 152 observers who participated in the project revealed a significant 
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improvement in cancer pain knowledge, psychosocial issues, and rehabilitation issues. 

Similar to the findings of Weissman and Dahl (1995), the respondents reported a 

significant increase in their local educational and training activities in the year following 

the project. These multidisciplinary approaches to education are vital given that 

effective pain management requires the efforts of the entire health care team. Most 

workplace education programs tend to be department or discipline based despite the fact 

that pain management is multidisciplinary. This can restrict the opportunity for team 

development, coordination of care and respect, and can hinder the learning opportunities 

of members of the health care team (Sellers, Soman, & Rothman, 1988; Sellick, 

Charles, Dagsvik, & Kelly, 1996; Francke, Lemmens, Abu-Saad, & Grypdonck, 1997). 

In general, it seems that exposure to correct pain management information is 

linked to an increase in pain management knowledge. McCaffery and Ferrell (1997) 

report that in order to maximise the impact of education regarding pain management, the 

content of educational programs needs to be critically examined for relevancy and 

accuracy. This includes the use of textbooks that contain correct information. A review 

of the information regarding substance abuse and psychological dependence contained 

in textbooks and teaching curricula may alleviate the confusion between pain control 

and addiction that results in poor standards of care. The authors also suggest that the 

responsibility for pain management needs to be instilled in the early stages of the initial 

education of health care providers. Research is needed that investigates the differences 

in the educational process and content of nursing and medicine programs operating in 

different countries to gain a comprehensive understanding of the underlying factors that 

cause the differences in general pain management knowledge covered earlier. Given that 

similar knowledge deficits have been found across a number of countries, the education 
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process would benefit from being standardised across different countries whilst taking 

into account cultural differences. 

Initial progress has been made in this area with the development of the 

International Association for the Study of Pain (IASP) Curriculum on Pain for Schools 

of Nursing and Medicine (International Association for the Study of Pain, 1999). These 

guidelines are established by internationally recognised experts in the area of pain 

management and set forth topics to be covered in the undergraduate curriculum 

including an introduction to pain and an overview of the problem, ethical issues, basic 

and clinical sciences, and pain in special contexts. The World Health Organisation 

(WHO) has also documented current knowledge about pain and established an 

International Pain Foundation in 1986 to focus attention on professional and public 

education (Liebeskind & Melzack, 1988). Future research is needed to investigate 

whether universities have begun to implement these guidelines in the design of their 

bachelor programs. Investigation is also needed to determine not only whether these 

guidelines are being used, but also the reason why they may not be currently in use. 
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Chapter 4 

Barriers to Optimal Pain Management Encountered by Health Care Professionals 

As discussed in previous chapters, knowledge deficits on the part of the nurse and 

physician can create a barrier to optimal pain management. A lack of pain management 

knowledge creates a barrier to pain management in that the health care team is not 

equipped with the knowledge necessary to form sound clinical decisions. Although 

deficiencies in knowledge create a barrier to effective pain management, members of the 

health care team are also faced with a variety of other barriers that need to be addressed. 

However, in order to deal effectively with barriers to pain management, nurses and 

physicians need to have an understanding of the types of barriers they may encounter 

and how they can be addressed. Barriers to optimal pain management exist at many 

levels of the health care system and can include patient-related barriers, provider-related 

barriers, and system-related barriers. Recent and increasing popularity of managed care 

systems of health care delivery, with an emphasis on cost reduction through decreased 

health care utilisation, may pose serious obstacles to the multidisciplinary and long-term 

medical and psychosocial needs of pain patients (Roth & DeRosayro, 1999). Patients 

may express concerns about distracting care providers, about addiction and drug 

tolerance, or complying with treatment regimes (Paice, Toy, & Shott, 1998). Providers, 

on the other hand, may have little formal training in pain management, may express 

concerns about addiction, and may fail to pursue pain related issues aggressively or 

appropriately (Furstenberg et al., 1998; Von Gunten & Von Roenn, 1994; Pargeon & 

Hailey, 1999). 
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Barriers to Pain Management Encountered By Nurses 

In general, the findings regarding the knowledge deficits of nurses and the impact of this 

on pain management are limited to quantitative studies that often ,do not take into 

account the demands of the nurse's workplace. While this research has been effective in 

highlighting areas of improvement, such as education, an understanding of the 

constraints placed on nurses by their environment is needed. In order to address this 

issue, Parish and Willis (1998) examined the cultural management practices that impact 

on Australian nurses' pain management practices in caring for the elderly. The 

researchers reported that nurses are not necessarily lacking in knowledge but rather are 

impeded by inadequate staffing levels, difficulties in allocation of resources and conflict 

over the division of labour between nurses and other health care professionals. Patient 

interviews pointed to lack of nursing resources as a major impediment to pain 

management. Resource barriers are not limited to adequate staffing but also include the 

presence or absence of management tools for measuring staffing needs as well as 

demands made by other professionals on nursing staff time (Parish & Willis, 1996). 

Surveys were administered to registered nurses to examine the way in which 

nurses make clinical decisions regarding pain and the barriers nurses may encounter 

when making decisions about pain management. Over one third of the nurses reported 

that the most frequent barrier to pain relief was knowledge of the patient or family. 

Issues such as cooperation by physicians, inadequate analgesic prescriptions, and 

nursing staff time were cited as barriers to pain management by less than one third of 

the participants. Over half of the nurses indicated that they had experienced a conflict 

with a patient regarding pain management (Ferrell, Eberts, McCaffery, & Grant, 1991). 
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Nurses who attended a National Oncology Nursing Conference were surveyed 

regarding their perceived barriers to providing adequate pain management. Issues such 

as physician knowledge, inadequate medication orders, and physician cooperation were 

rated as the top three impediments to pain management. Other barriers included 

knowledge of the patient and family, patient cooperation, knowledge of nursing 

colleagues, and nursing staff time. These barriers highlight the complex nature of 

providing a strategy conducive to optimal pain management and the necessity of 

intervening with physicians and nurses, as well as patients arid their family members. 

The nurses frequently voiced frustration at having attended pain conferences and gained 

knowledge about advances in pain treatment only to return to a work setting where their 

suggestions were not given equal weight and where physicians prescribed inadequate 

medications. The authors concluded that nurses' success in pain management depended 

on a team effort involving nurses, physicians, and people from other disciplines (Ferrell, 

McCaffery, & Ropchan, 1992c). 

A similar study examined nurses' knowledge and attitudes regarding pain in the 

acute and long-term care settings of a Canadian teaching hospital. The respondents were 

asked to rate eight potential barriers to optimal cancer pain management in their work 

setting. Fifty percent or more of the sample rated inadequate assessment of pain, pain 

relief, and patient's reluctance to take opioids as major barriers to effective pain 

management practices. Less than one third of the respondents identified nursing staff 

reluctance to administer opioids as a barrier of major importance. According to the 

authors, the failure to acknowledge these as significant barriers to pain management 

illustrated a lack of awareness of the impediments to successful pain management 

(Brunier et al., 1995). 
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Clarke et al. (1996) in a study that examined the knowledge, attitudes, and clinical 

practice of registered nurses regarding pain management, investigated the barriers that 

nurses face in providing optimal pain relief. More than 70% of the nurses surveyed 

viewed patients' reluctance to report pain and to take opioids as significant barriers to 

effective pain management. In contrast, less than 50% of the respondents viewed staff-

related barriers such as inadequate knowledge of pain management or nursing staff 

reluctance to administer opioids as important barriers to pain management. These 

findings differ slightly from those of Vortherms et al. (1992) where respondents viewed 

staff-related barriers to be as important as patient-related barriers. 

Bookbinder et al. (1996) used focus groups to evaluate the barriers encountered by 

1210 American nurses during pain management. Nurses were asked to discuss a 

difficult case and to rank the most relevant barriers. The two highest ranked barriers 

reported were related to the difficulty of managing complex patients (e.g., the confused 

or acutely ill patient), and the fear of causing harm in medically compromised patients. 

Nearly 50% of the respondents indicated that administering opioids to patients with a 

history of drug abuse or addiction, difficulty in obtaining a physician's order, and 

disagreements among health care providers also impacted negatively on optimal care. 

Similar to the research cited above, nurses considered patient reluctance to report pain 

and patient reluctance to take narcotics as barriers to pain management. 

Barriers to Pain Management Encountered by Physicians 

Little research regarding the frequency with which physicians encounter barriers to pain 

management has been conducted to date. A survey of 1177 oncologists revealed that the 

barriers encountered most often included inadequate pain assessment, patient reluctance 

to report pain or take opioids, and physician reluctance to prescribe opioids (Von 
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Roenn, Cleveland, Gonin, Hatfield, & Pandya, 1993). Broome et al. (1996) surveyed 

paediatricians and reported that perceived barriers to pain management in this sub-group 

of patients included knowledge deficits, negative attitudes, and a lack of resources. Only 

four percent of the respondents indicated that there were no barriers to optimal pain 

management, indicating a strong understanding of impediments to pain management. 

Physicians have also been found to view patient reluctance to report pain, inadequate 

methods of pain assessment, patient reluctance to take opioids, and inadequate staff 

knowledge as barriers to pain management (MacDonald et al., 1997). 

A survey of 492 American AliDs physicians' attitudes towards pain management 

and their perception of barriers to pain management in this sub-group of patients 

revealed that the most frequently endorsed barriers to pain management were a lack of 

knowledge and access to pain management experts, and concerns about substance abuse 

and addiction. More experienced physicians were significantly less likely to cite these as 

barriers. Knowledge level was related to the perception of barriers, with more 

knowledgeable respondents identifying significantly more barriers to pain management 

(Breitbart, Kaim, & Rosenfeld, 1999). 

Sapir et al. (1999) surveyed physicians working in Israel and found that the most 

commonly endorsed barriers were an inadequate assessment of pain, inadequate staff 

knowledge, medical staff reluctance to prescribe opioids, and patient reluctance to take 

opioids. Respondents were less likely to view nurse reluctance to administer opioids or 

regulatory issues as barriers to pain management. Similar studies have found that 

physicians perceive inadequacies in assessment and staff knowledge, medical staff 

reluctance to prescribe opioids, and a lack of psychosocial support services as barriers to 

care (Furstenberg et al., 1998). The reluctance to prescribe the long-term use of opioids 

for pain relief is a major barrier due to its link with the inadequate management of pain. 
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In order to investigate the prescribing issues that impinge on a physician's choice 

to prescribe opioids, Turk and Brody (1992) examined the prescribing practices of 

physician members of the American Pain Society. The results showed that the 

respondents varied markedly in the number of patients they maintained on long-term 

opioid therapy, with the number of patients ranging from no patients to 500 patients per 

physician. The results also showed that physicians had some reservations about 

prescribing long-term opioid use and that the prescribing practices were not necessarily 

influenced by regulatory pressures or legal concerns. In general, the respondents felt that 

addiction was overemphasised and that long-term opioid therapy was underutilised. A 

survey of the physician members of the Intractable Pain Society in Britain found that 

62% of physicians surveyed prescribed opioids for nonmalignant pain due to the failure 

of other treatment methods. The majority of these physicians indicated that they had 

encountered difficulties relating to the negative side effects associated with opioid use 

(Coniam, 1989). The findings of these two studies may not be generalisable given that 

the population surveyed were pain management physicians rather than physicians in 

general. 

In order to overcome this methodological concern, the prescribing practices of 

American physicians were examined. The results showed that the prescription of long-

term opioids was fairly widespread. Significant differences in prescribing practices were 

revealed between the medical specialities with rheumatologists and general practitioners 

significantly more likely to prescribe opioids than surgeons, neurologists, and 

psychiatrists. In general, the respondents did not express concerns regarding tolerance, 

addiction, or dependence (Turk, Brody, & Olcifuji, 1994). One of the issues surrounding 

the prescription of long-term opioids concerns the legal and regulatory requirements that 

may impinge on a physician's decision to prescribe an opiate. The prescribing physician 
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is faced with a multitude of laws, regulatory policies, and professional attitudes about 

opiate use, and furthermore, prescriptions are monitored by the pharmacists who 

dispense them (Westley Clark, 1991; Westley Clark & Lea Sees, 1993). 

The Professional Relationship Between Physicians and Nurses as a Potential Barrier to 

Pain Management 

As can be seen from the above review of the literature, both nurses and physicians cite 

the knowledge and actions of each provider as potential barriers to effective pain 

management. The professional relationship between nurses and physicians can become a 

barrier itself, if it is not collaborative, by restricting the multidisciplinary approach to 

pain management. The appropriate assessment and treatment of pain is highly dependent 

on collaboration between the physician and the nurse. The physician's role is to assess 

and provide prescriptions, whereas the nurse's role is to assess the patient's status and 

serve as an advocate for the patient. Therefore optimal management of the patient's pain 

is dependent on adequate and accurate communication between the physician and nurse 

regarding their respective assessments (Fife et al., 1993; McMahan, Hoffman, & 

McGee, 1994). Accurate and adequate communication between a nurse and physician is 

important because these providers have a legal accountability that is determined by their 

professional training and the position they hold (Carr & Thomas, 1997). In order to 

maximise pain management and minimise the number of barriers encountered by the 

professional, collaborative practice between the nurse and physician is essential. 

Stein (1967) described the professional relationship between a physician and nurse 

as the "doctor-nurse game" in which the two parties follow a set of unwritten rules. The 

game is played when the physician is seen to have complete control over the decision 

making process but will consider recommendations from the patient's nurse. Nurses 
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adopt the rules of the game by learning to show initiative and offering advice to 

physicians whilst giving the impression of deferring passively to the physician's 

authority (Hojat et al., 1999; Strochnetter, 2000). An important aspect of the game is the 

rule that there is no disagreement between the two parties. The game places the 

physician in the role of the decision-maker and the nurse in the role of the consultant 

(VVheeless, Wheeless, & Riffle, 1989). 

The type of professional relationship initially described by Stein (1967) has been 

challenged by the role nurses now play in patient care. Nurses occupy a much stronger 

position in their workplace and a number of studies have shown that nurses no longer 

need to follow the rules of the doctor-nurse game. Nurses are in a position to influence a 

physician's decision openly and both parties have become more open-minded about 

working collaboratively (Porter, 1991; Hughes, 1988; Arcangelo, Fitzgerald, Carrol, & 

Plumb, 1996). Thus, although the professional relationship between nurses and 

physicians has been described as one of physician dominance and nurse deference, both 

parties have begun to reject the traditional relationship in order to provide optimal 

patient care (Keenan, Cooke, & Hillis, 1998). 

According to Stein, Watts, and Howell (1990), this has eventuated because a 

number of factors have challenged the rules of the doctor-nurse game including a 

decline in the public esteem of physicians, an improvement in nursing education and an 

increase in the number of female physicians and male nurses. Svensson (1996) 

examined this issue in medical and surgical wards in Sweden and reported that the 

interplay between nurses and physicians at the ward level is undergoing a rapid 

transformation. The subjective reports from the nurses interviewed contained very few 

expressions of frustration or experience of limitations in relation to working 

collaboratively with physicians. 
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In contrast to the view of the relationship depicted by Stein (1967), Svensson 

(1996) found that nurses were generally satisfied with their professional relationship 

with physicians and felt that they could generally convey their ideas and opinions to a 

physician who would take their views into consideration. He concluded that today's 

nurse has a greater level of influence in the decision-making process and has more 

power than previously in influencing the norms for interaction. Burnard, Morrison, and 

Phillips (1999) explored nurses' perceptions of job satisfaction in a forensic unit and 

found similar results to Svensson (1996). The nurses felt that physicians understood and 

appreciated their role within the forensic setting and that they had a high level of 

autonomy in their work with patients but that at times they did things against their 

professional judgement. The authors concluded that interactions between nurses and 

physicians were generally of high quality and that the results were indicative of an 

excellent professional relationship between the two parties. 

To provide optimal patient care, nurses and physicians must have a good 

relationship and thus they must be able to communicate effectively and work together as 

a collaborative team. Effective communication and collaboration not only benefits the 

patient but can also result in a reduction of the costs of health and medical care 

(Fagin,1992; Miccolo, & Spanier, 1993). An evaluation of patient outcomes from 13 

tertiary care hospitals revealed that the interaction and communication between nurses 

and physicians was indicative of the quality of functioning of the hospital. Significant 

differences in patient mortality rates were predicted by the adequacy and quality of 

communication between nurses and physicians on the intensive care unit (Knaus, 

Draper, Wagner, & Zimmerman, 1986). This finding is in line with other research that 

has indicated decreased patient morbidity and mortality can be linked to respectful 

communication and collegiality between nurses and physicians (Forte, 1997). 
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Effective communication between the two parties is essential for quality patient 

care, however, the research to date, with some exceptions (Svensson, 1996; Burnard et 

al., 1999), suggests that the level of communication between the two parties is not 

always satisfactory and may vary across clinical units. A series of studies investigating 

nurse-physician communication in nursing homes reported that nurses found physicians 

difficult to reach, physicians failed to return telephone calls promptly and were 

disinterested in the care of nursing home residents (Kayser-Jones, 1986; Kayser-Jones, 

Weiner, & Barbaccia, 1989; Miller, Brimigion, Keller, & Woodruff 1972). 

Cadogan, Franzi, Osterweil, and Hill (1999) compared the potential 

communication barriers among nurses and physicians in four Californian nursing 

homes. Five categories of barriers to communication were identified including nurse 

competence, time burden of calls, necessity of calls, professional respect, and language 

comprehension. The results highlighted significant differences in perceived 

communication barriers between physicians and nurses. Physicians, unlike nurses, 

perceived the competence of nurses as a significant barrier. Nurses perceived physicians 

to be unpleasant and both groups agreed that medical physicians did not value nurses 

opinions. These findings are consistent with other studies that have investigated the 

nurse-physician relationship in other clinical units (Davidhizar & Policinski, 1994; 

Manderino & Berkey, 1997; MacKay, Matsuno, & Mulligan, 1991). 

Although optimal patient care requires a collaborative relationship between nurses 

and physicians, a review of the literature suggests that strong collaboration and 

communication is not evident in all clinical units and that a number of barriers still exist 

despite a change in the rules of the doctor-nurse game (Baggs & Schmitt, 1988; 

McMahon et al., 1994; Coeling & Wilcox, 1994). Effective communication and 

collaboration between nurses and physicians is important in relation to assessing a 
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patient's pain status. It is a cause for concern that a number of studies have found little 

similarity in assessments of symptoms between physicians and nurses and, more 

importantly, between the two professions and the patient's own ratings of pain 

(Nekolaichuk, Bruera, Spackynski, MacEachern, & Maguire, 1999; Drayer, Henderson, 

& Reidenberg, 1999). According to Keenan et al. (1998), nurses and physicians have not 

been socialised to work collaboratively and have no expectations of being able to do so. 

An increase in the level of collaboration and communication will require both parties to 

work with each other in new ways. Paramount to this is an understanding of the modern 

role of the nurse. Given that the role of the nurse has changed resulting in a change in 

the rules of the doctor-nurse game, both professions will need to adapt in order to 

maintain proficient patient care. 

Wicker (1989) compared the attitudes and opinions of physicians and nurses 

towards aspects of the nurse-physician relationship and the modem role of the nurse in 

order to illustrate how the two groups interact at a clinical level. Surprisingly, the 

physicians surveyed classed nursing as a profession whereas some nurse respondents did 

not. Although the physicians classed nursing as a profession, over half felt that nurses 

were not accountable for their actions. When asked whether they would attend a lecture 

series held by the opposite profession, only half of the physicians reported that they 

would, indicating some lack of respect for nursing's body of knowledge. Wicker argued 

that physicians are making few attempts to understand the new role of the nurse. 

Although not frequently discussed in the medical literature, the appropriate 

assessment and treatment of pain is highly dependent upon collaboration between the 

physician and the nurse. Optimal management of the patient's pain is dependent on 

adequate and accurate communication between the physician and nurse regarding their 

respective assessments. However, the literature to date suggests that the professional 
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relationship between nurses and medical practitioners is not conducive to optimal pain 

management. The ability of nurses to provide optimal pain management can be affected 

by cooperation by physicians, inadequate prescribing, under-medication, medical 

practitioner knowledge and perception of pain, and conflict with the patient's medical 

practitioner. A number of researchers have investigated nurse satisfaction with their 

professional relationship with physicians in a variety of settings including forensic, 

surgical, and aged care wards (Svensson, 1996; Knaus et al., 1986; Wicker, 1989), but 

there are few studies pertaining specifically to pain management. If nurses encounter 

professional conflicts with physicians during pain management, then the likelihood of 

this affecting their level of involvement in the pain management process is high. 

It is clear from the above review of the literature that both physicians and nurses 

encounter a variety of barriers to optimal pain management. These barriers are both 

specific to their independent roles (e.g., physician reluctance to prescribe opioids and 

nurse reluctance to administer opioids) and generalisable across both professions (e.g., 

professional to patient ratio, patient reluctance to report pain). It is also clear from the 

review of the literature that inadequate pain management is not solely due to deficits in 

pain management knowledge on the part of the health care provider but also due to 

factors that may be beyond their direct level of control (e.g., inadequate staffing levels, 

poor allocation of resources). However physicians and nurses are in a position reduce 

the effect of barriers such as reluctance to prescribe and administer pain relieving 

medications such as opioids. 

Furthermore, as both nurses and physicians cite the knowledge and actions of each 

provider as potential barriers to pain management, the professional relationship between 

the two providers has become a barrier in itself. Given that optimal pain management 

requires a multidisciplinary approach, improvements in levels of pain management may 
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not be possible if the professional relationship between physicians and nurses does not 

continue to improve. If the level of communication and collaboration between 

physicians and nurses is poor, the ability of both parties to make clinical decisions 

regarding the care of the patient may be compromised. When this occurs, the 

professional relationship not only creates a barrier to effective pain management but 

may also create an ethical conflict. 

As can be seen from this review and the previous review concerning pain 

management knowledge, health care providers are not only faced with a series of 

barriers to pain management but also may not be equipped with the personal knowledge 

or the support of a collaborative relationship required to overcome these barriers. Thus it 

is now clear that inadequate pain management may be due, in part, to inadequacies in 

knowledge and the inability to overcome barriers. The next step is to determine the 

effect these issues have in relation to being able to form sound ethical decisions 

regarding patient care. Therefore, the next chapter will review the literature concerning 

the existence of, and ability to overcome, ethical conflicts in providing optimal pain 

management. 
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Chapter 5 

Ethical Conflicts Experienced by Nurses During Pain Management 

Ethics can be defined as a systematic way of forming value judgements on human 

actions. The term systematic implies that ethical decision making is organised and 

reflective as opposed to intuitive or the result of gut feelings. For a nurse, the very 

thought of making value judgements can be problematic, however nurses make value 

judgements constantly and the question concerns not whether they make those 

judgements, but rather, the result of those judgements. Furthermore, all professional 

judgements that a nurse makes can be seen as ethical judgements. In reality, the 

distinction between nursing decisions and ethical judgements can be unclear given that 

the vast majority of nursing decisions are either ethical or unethical judgements (Lisson, 

1987). 

The central issue is whether or not nurses have an ethical responsibility to manage 

pain. According to the scientific view, the nurse is a scientist and pain is important only 

in so far as it indicates some degree of biological abnormality. In this view, the nurse 

has no ethical obligation to treat the pain per se. In the opposing humanistic view, the 

nurse is interested in the patient's subjective experiences and his/her goal is to provide 

complete physical and emotional comfort. In this model, the nurse has an ethical 

obligation to manage the patient's pain (Von Gunten & Von Roenn, 1994). A patient's 

pain, which occurs as a result of an accident or disease, can be classed as a natural 

phenomenon. It is not until their pain is caused by or allowed to continue as a result of a 

nurse's attitudes and practices, or as a result of a nurse's value judgement, that the pain 

becomes a matter of ethics (Carr & Thomas, 1997). 
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Decision making in pain management often leads to ethical conflicts. The 

problems of unrelieved pain and suffering have been identified as major ethical 

concerns for nurses in a variety of clinical settings (Ferrell & Dean, 1994). Effective 

patient pain management is inextricably linked to decisions nurses are required to make. 

These include decisions relating to the scheduling of medications, the route of 

administration, and the dose that should be administered. A nurse's effectiveness is 

based on his/her assessment of the pain experience and an increasing awareness of the 

aspects of pain management that underpin ethically defensible responses, actions, and 

nursing care (Copp, 1985). A nurse's ability to make sound ethical decisions in pain 

management is based on the premise that they have in depth knowledge and 

understanding of effective pain management and its principles. A decision concerning 

how to best manage a patient's pain is generally made after considering the available 

alternatives. However, this begs the question: to what extent are nurses equipped with 

the relevant knowledge to enable them to make the best possible decisions during pain 

management? Even given adequate knowledge, the role of the nurse may vary in the 

choice and type of treatment and the responsiveness and sensitivity of the nurse to 

treatment goals could effectively facilitate or block pain management (Archer-Copp, 

1987). 

In order to act as a liaison between the patient and their treating physician, the 

nurse needs to be equipped with a sound, up to date, knowledge about pain diagnosis 

and management. A poor knowledge base can place nurses in the position of having to 

deal with ethical and professional conflicts. The literature to date suggests that nurses 

may not have the knowledge base required to provide optimal pain management (Carr & 

Thomas, 1997; Vortherms et al., 1992; Parish & Willis, 1998; Hamilton & Edgar, 1992; 

Lebovits et al., 1997; Ferrell et al., 1993b). 
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Nurses have an ethical responsibility for the self-assessment of knowledge but it is 

the professional responsibility of academics and prospective employers to ensure that 

appropriate education is present at pre-registration level and that opportunities are 

available for further education post-registration (Greipp, 1992). The City of Hope 

National Medical Centre conducts an annual survey of their nursing staff to determine 

educational needs and interests. Information regarding pain management is constantly 

cited as an area of high interest and priority. In 1990, pain rated sixth out of the top ten 

choices of educational needs and ranked eighth the following year (Ferell et al., 1993a). 

Similarly, a survey conducted for the Oncology Nursing Society (ONS) of 2002 

oncology nurses revealed that pain management was one of the main five areas of 

interest (Itano & Miller, 1990). However, the literature to date suggests that there is a 

lack of post-registration learning opportunities provided to nurses in relation to pain 

management (Gibbs, 1995). 

Pain is subjective, difficult to measure and, at times, unobservable to the onlooker. 

Despite advances in pharmatherapeutics and related therapies, there has been no 

significant reduction in or alteration to the extent of the problem. Given that patients 

continue to suffer (Carr & Thomas, 1997), pain management practices must be governed 

by an ethical framework. As ethical decision making is the foundation of nursing 

practice, the nature and complexity of which have changed greatly due to advances in 

technology, scientific progress, and economic constraints, nurses need to follow ethical 

guidelines even though their choices may be constrained by their institution's 

requirements (Gnmdstein-Amado, 1993). For example, nurses have reported incidences 

where a hospital purchased a large quantity of patient controlled analgesic pumps 

(PCAs) and nurses were instructed to approach all patients who could use the pumps in 

order to generate revenue (Pellegrino, 1982). 
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Whedon and Ferrell (1991) state that a concern in making pain management too 

'high-tech' is that the nurse becomes a 'machine-minder' rather than maintaining and 

strengthening their more sophisticated 'high-touch' role with patients. The introduction 

of pain-relief machinery may interfere with a nurse's regular assessment of the patient's 

pain as a nurse may assume that a patient with a PCA pump is comfortable thus making 

the pump the focus of care as opposed to the patient themselves. An emphasis on 

understanding the multidimensional experience of pain is important in nursing care 

because, in clinical practice, patients rarely experience only one type of pain. 

Approximately 80% of terminally ill patients have two or more types of pain. A patient 

with more than one kind of pain is not likely to achieve optimal pain management from 

the simple introduction of a pump or one kind of medication (Zylicz, 2000; Twycross, 

Harcourt, & Bergl, 1996). In addition, two patients with similar tissue trauma may 

experience altogether different patterns of pain and the same patient may respond in a 

variety of ways at different times to the same treatment regime (Chapman & Gavrin, 

1993). 

The role of the nurse is pivotal in the assessment and management of pain 

experienced by patients during hospitalisation. Not only are nurses constantly required 

to make decisions about pain management, but also optimal pain management requires 

the dissemination of accurate and adequate information between the patient's primary 

nurse and physician. Uden, Norberg, Lindseth, and Marhaug (1992) examined the 

ethical reasoning of physicians and nurses and posited that physicians may be further 

advanced in their ability to administer care under an ethical framework than nurses as 

they use more principled ethical reasoning. The suggested explanation for this is that 

physicians take more individual responsibility for their actions and decisions than their 

nursing colleagues do. In spite of their ability to impact dramatically on effective pain 
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management, nurses have availed themselves of this responsibility only partially and 

then inconsistently. The management of pain may be relinquished to the control of a 

patient's physician even though historically the management of pain has been given 

greater priority in nursing care than in medicine (Schunior, 1994). 

The role of the nurse as a communicator between the patient and the patient's 

treating physician can result in diagnostic and treatment dilemmas. By failing to 

diagnose the patient's pain as a problem, the nurse may both overtly and covertly 

convey an impression to the patient that they should suffer in silence. The nurse's failure 

to do anything about pain assessment and relief will not only result in inappropriate care 

of the patient but may also result in serious harm. 

Accurate and adequate communication between the nurse and physician is 

important because nurses are accountable for the outcomes of their professional actions. 

A nurse has a legal accountability that is determined by their professional training and 

the position they hold (Carr & Thomas, 1997). However, Strauss, Fagerhaugh, and 

Glaser (1974) have argued that nurses are not accountable for the decisions they make in 

relation to pain management. They suggested that, until nurses became genuinely 

accountable for their pain management practices, improvement in patient care would be 

minimal . They argued that substantial change would only occur if pain management 

became an issue of concern and professional accountability. If budgetary requirements 

impede pain management, if waiting lists for essential services are too long, if nurses are 

overburdened and have no time to listen to the needs of their patients then a change in 

the organisation and culture of the hospital or home is needed (Lo, 1995). This change is 

necessary because nurses are now being held legally accountable for their practice and 

participation in pain management. In November 1990, a North Carolina jury awarded 

$15 million in damages to the family of a patient whose final days were filled with 
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unbearable pain because of the decision of a nurse to withhold or reduce pain relief 

medications (Angarola & Donato, 1991). 

It is imperative that the ethical dimension of pain management is given as high a 

priority as the clinical or pharmacological dimension. Severe unrelieved pain impedes 

the patient's ability to make decisions regarding care and should therefore ethically 

compel the nurse to restore autonomy and beneficence through effective pain 

management (Cain & Hammes, 1994a; Cain & Hammes, 1994b). Patients experiencing 

pain risk sacrificing their autonomy for several reasons. A patient experiencing pain is 

automatically vulnerable to any possibility of relief and may consent to procedures that 

offer any chance of relief. Irreversible and progressive illness threatens patients with 

disintegration of body, mind, and person. This threat compounded with intense and 

unrelentless pain can drive anyone from coping and courage to chaos and hopelessness, 

taking away their ability to make informed decisions about their care and increasing 

their vulnerability (Roy, 1993; Roy, 1998). 

Furthermore, patients are subtly and at times blatantly encouraged to conform to 

nurse expectations. As some patients have very little power, they often do conform. 

Those who do not conform may risk being labelled as difficult patients resulting in 

further pressure to conform being applied (Lander, 1990). These acts within themselves 

go against the very grain of ethical decision making. In Australia as elsewhere in the 

world, nurses are expected to respect the rights of their patients to make informed 

choices in relation to their pain management. Patients have the right to make decisions 

relating to their pain management based on information provided by nurses. Nurses have 

a legal and ethical responsibility to inform their patients about the nursing care that is 

available to them and the patient has the right to accept or reject such care. Force, 

manipulation, or coercion should never be used to obtain consent to nursing care. 
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It is ethically and legally acceptable for a nurse to provide all necessary and 

reasonable treatment to relieve pain (Parkes, 1992). For example, in palliative care, if a 

competent terminally ill patient requests an increase in pain relief medications nurses 

may agree that such medication should be prescribed, even if it is possible that it will 

hasten the patient's death (Steinberg, Cartwright, MacDonald, Najman & Williams, 

1997; Cartwright, 2000). 

A further issue of concern is evidenced in the number of studies that have 

concluded that nurses identify no problem with patients experiencing moderate pain and 

believe that their pain management for these patients is satisfactory. Significant 

percentages of nurses believe that patients should increase their tolerance to pain 

(Rankin & Snider, 1984; Watt-Watson, 1987; Brurera, Fainsinger, Miller, & Kuehn, 

1992; Herr & Mobily, 1996). If a nurse holds an unethical belief that a patient must 

tolerate pain and if only moderate pain relief is considered to be an acceptable part of 

hospitalisation then pain relief is not a management goal (Watt-Watson, 1992). 

A number of studies have examined the practical implications of ethical decision 

making by nurses in relation to pain management. Ferrell et al. (1991) examined how 

nurses make clinical decisions regarding pain and the ethical conflicts nurses may 

encounter when making decisions about pain management. Surveys were administered 

to registered nurses at lectures presented by McCaffery. The survey was developed by 

the authors and included content relating to pain assessment, barriers to effective pain 

management, and ethical or professional conflicts experienced by nurses as a result of 

decisions made. The most frequently cited ethical conflict was the feeling that the 

patient was not receiving adequate pain relief. Two thirds of the participants rated 

under-medication and conflict with the patient's physician as ethical conflicts. Over half 
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of the nurses surveyed indicated that they had experienced a conflict with a patient in 

relation to pain management. 

The literature reviewed in this chapter highlights the fact that nurses are exposed 

to a variety of ethical conflicts when attempting to provide optimal pain management. It 

is clear from the review of the literature that the professional relationship between 

physicians and nurses not only impacts on the types of barriers to pain management 

encountered by nurses but also on ethical conflicts encountered. Furthermore, 

inadequate management of pain can be attributed to a variety of factors such as 

inadequate knowledge, pain management barriers, ethical conflicts, the nurse-physician 

relationship, and the interplay between all these factors. 
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Chapter 6 

The Use of Long-Term Opioid Therapy in the Treatment of Chronic 

Nonmalignant Pain 

The previous chapters have focussed on the role of the health care provider in the 

management of pain within medical settings (e.g., hospitals, aged care facilities) and 

have highlighted the fact that provider knowledge, barriers, ethical issues, and the 

professional relationship between physicians and nurses all impact on pain management 

practices, and that each factor can operate singularly or in conjunction with another to 

influence pain management decisions. A continuing theme throughout the earlier 

chapters has been the lack of knowledge, reluctance to prescribe and administer, and 

patient reluctance to use opioid medications for pain relief. The concern regarding 

opioid use has been reflected in a lack of knowledge concerning the issues of addiction 

and tolerance, underestimation of effective doses for pain relief, and routes of 

administration (e.g., Mercadante & Salvaggio, 1996; Warncke et al., 1994). The concern 

regarding opioid use has also resulted in barriers to pain management such as inadequate 

analgesic prescriptions and patient reluctance to take opioids (e.g., Brunier et al., 1995). 

Concern regarding the use of opioid medications also becomes an ethical concern if 

health care providers deny treatment based on misguided or inappropriate conclusions. 

Given that the previous chapters have found that hospitalised patients may suffer 

unnecessary pain due to these misconceptions, the current chapter aims to review the 

literature related tà the perception of opioid use of health care providers within the 

general community. This review will focus on the issues surrounding the use of opioid 

medications for people who suffer from chronic nonmalignant pain conditions and will 
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include discussion of the aims, effectiveness, and consequences of long-term opioid 

therapy for this particular patient group. 

What is the Aim of Long-term Opioid Therapy? 

There is considerable debate regarding the ultimate goal or aim of long-term opioid use 

in the treatment of chronic nonmalignant pain conditions. To date, two views have been 

posited regarding this issue. The first view indicates that it is acceptable to prescribe 

long-term opioid use for the sole purpose of symptom control (i.e., a reduction in pain 

levels). In this view, the main purpose of pain management is seen as the removal or 

alleviation of pain and the improvement of the patient's quality of life (e.g., Somerville, 

1995; Fuchs & Gamsa, 1997). The second view indicates that long-term opioid use is 

only justifiable when an increase or improvement in function occurs and that the 

efficacy of opioid treatment should not be determined solely by a reduction in pain per 

se (e.g., Andersen & Leikersfeldt, 1996; Brena & Sanders, 1991; Merry, Schug, 

Richards, & Large, 1991). This improvement in functioning should incorporate an 

improvement in lifestyle, a reduction in environmental and economic stress, the 

possibility of recommencing employment, and a reduction in future health care needs 

and costs (Schofferman, 1993). 

If the patient's physician is of the view that opioids can only be considered 

effective if they result in an improvement in the patient's functional capacity, opioid 

treatment may be withheld, despite a reduction in pain, if there is not a significant 

improvement in functioning (Gardner & Sandhu, 1997). According to Turk and Brody 

(1991), this places the physician in a position of having to manage the ethical issue of 

deciding to withhold a treatment that has the potential to reduce the patient's pain. 

However, if the physician is obliged to provide symptomatic relief and to assume that no 
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level of pain is tolerable (Fields, 1989), then the physician will choose to prescribe 

opioids that result in the reduction of pain but not necessarily in a corresponding 

improvement in function. Also, the physician can be placed in a position where he or 

she must decide whether to continue opioid therapy that has not resulted in a reduction 

in pain and a reduction in level of function. Several authors contend that if this is the 

case then opioid therapy is not justifiable for the patient (Lea Sees & Clark, 1993; 

Dworkin, Handlin, Richlin, Brand, & Vannucci, 1985). The physician is then left with 

the responsibility of informing the patient that the treatment will be ceased even though 

the patient may feel that the treatment was effective. The chronic nonmalignant pain 

patient may consider that their pain condition is just as severe and incapacitating as pain 

caused by a malignant condition (i.e., cancer pain), even though there is a reduced 

morbidity and mortality risk, and may feel justified in having similar treatment options 

available to them as the cancer patient (Andersen & Leikersfeldt, 1996). This may strain 

the patient-physician relationship as the patient may define the efficacy of opioid 

therapy as a reduction in pain while not acknowledging the deterioration in level of 

function and an increased reliance on the health care system. 

A reduction in future health care needs and costs is an important issue to be 

considered in the management of chronic pain. The containment of costs is important 

because a large proportion of available medical and social resources are devoted to 

treatment of chronic pain (Latham & Davis, 1994; Gardner & Sandhu, 1997). Studies 

have reported a high prevalence of over-investigation, unhelpful treatment, and 

inappropriate prescribing within the chronic pain population (e.g., Kouyanou, Pither, 

Rabe-Hesketh, & Wessley, 1998; Kouyanou, Pither, & Wessley, 1997a). Although the 

frequency with which patients access these services may be considered excessive, the 

availability of these resources is vital given that chronic pain patients are at an increased 
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vulnerability for depression, anxiety, and social isolation (Rudy, Kerns & Turk, 1988; 

Jonasson, Jonasson, Wickstrom, Andersson, & Saldeen, 1998). Malmgren-Olsson and 

Armelius (2001) examined the psychological health of 78 patients with prolonged 

musculoskeletal disorders and found that 43% of the patients had experienced severe 

psychiatric or psychological problems. Depression and anxiety had been experienced by 

half or more of the sample. Becker, Thomsen, Olsen, Sjogren, Bech, and Eriksen (1997) 

found that physical, psychological, and social wellbeing in chronic pain patients is 

significantly reduced compared to the normal population. Nearly 60% of the patients 

were found to have a depressive or anxiety disorder. Approximately 84% of the patients 

reported interrupted sleep due to pain. Furthermore, chronic pain patients were found to 

use the health care system five times more often than controls. 

Similar results have been reported regarding the use of the health care system 

when medication type is taken into account. Turner, Calsyn, Fordyce, and Ready (1982), 

examined the differences between chronic pain patients who were prescribed narcotic 

medication and patients who were not prescribed narcotic medication and found that the 

narcotic group claimed to be more physically impaired, had a greater number of 

hospitalisations and surgical procedures conducted, and reported an increase in pain 

over time than the nonnarcotic group. The higher incidence of surgical procedures and 

higher ratings of pain levels have since been replicated (Jamison, Anderson, Peeters-

Asdourian, & Ferrante, 1994). It is important to note, however, that these findings (at 

least in regard to higher ratings of pain levels) refer to the patient's self-reported levels 

of functioning rather than quantitative measures of functioning. Chronic pain patients 

prescribed opioid analgesics have also been found to display significantly more pain 

behaviours, report significantly higher levels of functional impairment and depressive 

symptomatology than patients not prescribed opioids (Turk & Okifuji, 1997). Adams, 
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Plane, Fleming, Mundt, Saunders, and Stauffacher (2001) found that 

depression/affective disorders could be diagnosed in 36% of their study sample. Similar 

to the findings of Katon, Egan, and Miller (1985), anxiety/panic disorder symptoms 

were found in approximately 15% of the sample. Given that chronic pain patients are 

heavily reliant on the health care system consideration needs to be given to the 

availability of resources and the level of access patients have to these resources. 

As discussed in previous chapters, a multidisciplinary approach to pain 

management has been found to be the most effective treatment method. Given the cost 

of such programs, Portenoy (1990) suggests that long-term opioid therapy may offer a 

treatment alternative to patients who are unable to afford the expense of 

multidisciplinary pain rehabilitation programs. 

How Effective Are Opioids in Reducing Pain and Improving the Patient's Level of 

Functioning? 

Similar to the debate regarding the goal of long-term opioid use in chronic 

nonmalignant pain, there is considerable debate regarding the efficacy of this treatment 

option. If opioids are not effective in treating chronic nonmalignant pain then the debate 

regarding the goal of treatment becomes obsolete. Researchers either contend that 

opioids are effective in the treatment of chronic nonmalignant pain and are currently 

underutilised in this area (e.g., Arkinstall, Sandler, Goughnour, Babul, Harsanyi, & 

Darke, 1995; Moulin, Lezzi, Amireh, Sharpe, Boyd, & Merskey, 1996; Pappagallo, 

Raja, Haythomthwaite, Clark, & Campbell, 1994) or they contend that opioids are 

inappropriate for the chronic nonmalignant pain population (e.g., Loeser, 1991; 

Buckley, Sizemore, & Charlton, 1986; Maruta & Swanson, 1981). 
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Early studies indicated that the long-term use of opioids for the treatment of 

chronic nonmalignant pain was in fact efficacious, with patients experiencing reductions 

in pain levels with minimal cases of analgesic abuse identified (Taub, 1982; Tennant & 

Uelman, 1983; Tennant, Robinson, Sagherian, & Seecoff, 1984; Portenoy & Foley, 

1986). France, Urban, and Keefe (1984) reported that 12 of 16 patients treated with 

opioids resumed employment or educational opportunities and also demonstrated an 

increase in activity levels within the home. Similarly, Zenz, Strumpf, and Tryba (1992) 

• reported that approximately 50 of 100 patients they treated with opioids achieved 

positive results. However, the authors state that 21 patients experienced a decline in 

functioning as a result of opioid consumption and 20 patients were changed to an 

alternative treatment regimen. Burchman and Pagel (1995) reported that, during a three-

year period of observation, 83% of patients treated with long-term opioids demonstrated 

a positive response. In an examination of the use of opioid medications at the McGill-

Montreal General Hospital Pain Centre approximately 64% of patients reported an 

increase of 60% or greater in pain relief when opioids were prescribed. Six patients 

reported excellent pain relief and three patients reported good pain relief (Fuchs & 

Gamsa, 1997). 

According to Portenoy (1996), given that some patients experience a successful 

outcome (i.e., decrease in pain levels and increase in functional capacity) when opioid 

medications are prescribed, there is a subpopulation of chronic pain patients who can 

benefit from the availability of this treatment. Portenoy also contends that, given that 

there is no data currently available that supports the conclusion that nonmalignant pain, 

in general, is inherently unresponsive to opioid drugs, treatment can not be withheld on 

the assumption that any patient will inevitably fail to benefit. 
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Brena and Sanders (1991) question whether long-term opioid use will be effective 

in modifying the patient's residual functional capacity to such an extent that the patient 

will be able to return to employment. Large and Schug (1995) and Schofferman (1993) 

are of the view that opioids are not effective in this area and do not result in an 

improvement in functioning in areas such as physical activity, recreation, socialising, or 

psychological well-being. In support of this view, Brodner and Taub (1978) descrilied 

four chronic nonmalignant pain patients who demonstrated an improvement in 

functioning following the withdrawal of opioid medication. This finding has since been 

replicated by a number of researchers (e.g., Finlayson, Maruta, Morse, & Martin, 1986; 

Taylor, Zlutnick, Corley, & Flora, 1980; Fishbain, Rosomoff, & Rosomoff, 1992). The 

research originating from studies conducted using patients from multidisciplinary pain 

groups has provided the most damning evidence against the use of opioids for chronic 

nonmalignant pain with patients treated with opioid medications experiencing 

heightened pain, functional impairment, and poor treatment response (e.g., Ready, 

Sarkis, & Turner, 1982). However, caution should be used when interpreting these 

findings as research has shown that patients treated in multidisciplinary pain clinics 

differ significantly from the general pain population with regard to levels of 

psychosocial distress, functional impairment, and pain levels (e.g., Deyo, Bass, 

Schoenfield, & Ramamurthy, 1988; Chapman, Sola, & Bonica, 1979). 

The studies outlined, both for and against the use of opioids for nonmalignant 

pain, have focussed on the view of the medical team rather than the direct experience of 

the patient. Literature regarding the patient's perception of long-term opiate use is 

lacking. Donner, Raber, Zenz, Stumpf, and Dertwinkel (1998) surveyed 43 German 

patients in order to ascertain their perspective about opioid use. In general, the patients 

were satisfied with the prescription and use of strong opioids. Approximately 11% of 
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the patients felt stigmatised by using opioids and approximately 48% indicated that the 

attitude of their general practitioner toward opioid therapy was sceptical. Further 

research is required to gain an understanding of the perception of the patient regarding 

long-term opioid use and the impact of the medication on their occupational, education, 

familial, and social relationships. 

Possible Consequences of Long-Term Opioid Use 

An examination of the effectiveness of long-term opioid use as a treatment for chronic 

nonmalignant pain should also take into consideration the possible consequences of this 

form of therapy. The stigma associated with opioid use is maintained through an 

association with addiction and the belief that addiction is a detrimental result which, in 

turn, has resulted from a lack of understanding of the distinction between physical 

dependence and addiction (Portenoy, 1991; Andersen & Leikersfeldt, 1996). 

According to Portenoy (1990), addiction is a psychological and behavioural 

syndrome that consists of certain defining characteristics. These include a strong desire 

for the drug concerned, obsession regarding the availability and access of further 

supplies, compulsive drug use, and evidence of one or more aberrant behaviours. 

Aberrant behaviours may include manipulating physicians or prescriptions in order to 

obtain greater amounts of the prescribed medication, drug hoarding, or selling. The 

chronic pain patient who becomes addicted to their pain medication can create a 

treatment dilemma for health care professionals. Conflict may occur between the 

therapeutic goal of helping the patient and the practitioner's frustration at the chronicity 

of the complaints and lack of treatment responsivity. This process can result in the 

practitioner developing negative attitudes toward the patient (Schoof, Buck, & West, 

1984). The illicit use or diversion of prescription medications appears to be relatively 
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uncommon within the chronic pain patient population but strong suspicion of drug 

diversion should result in an immediate revaluation of the patient's opioid therapy 

(Schofferman, 1993). Adverse consequences that may be suggestive of addiction include 

persistent oversedation or euphoria, a decrease in level of function regardless of relief 

from pain, or an increase in pain associated distress such as anxiety, depression, or sleep 

disturbances (Savage, 1996). Friedman (1990) notes that the estimated risk of 

developing addiction may be affected by difficulties in distinguishing between addiction 

and physical dependence and tolerance. It is important that the medical professional has 

an understanding that while tolerance and physical dependence may be an inevitable 

consequence of opioid use, they do not equate with addiction. 

The actual prevalence rates of addiction among chronic pain patients have been 

found to vary with some researchers alleging that a large percentage of chronic pain 

patients are addicted to their prescription drugs (e.g., Ziesat, 1982; Finlayson et al., 

1986). Support for the perception that patients had a substantial risk of opioid abuse was 

derived from early studies that examined the addict population, with prevalence rates 

ranging from 9% to 27% (e.g., Kolb, 1925; Rayport, 1954). Hoffiuiann et al. (1995) 

reported that approximately 19% of chronic pain patients attending a rehabilitation 

clinic in Sweden were diagnosed as having a current or a history of abuse of analgesics. 

A similar finding was reported by Jonasson et al. (1998) who reported that 18% of 

patients examined could be diagnosed as having a substance use disorder associated 

with their medication use. Both authors concluded that the use of analgesic medication 

entails a considerable risk of developing opioid addiction. A retrospective survey that 

followed 59 chronic pain patients for a mean duration of 36 months reported that 

addiction, with drug-seeking behaviour as defined by the World Health Organisation 

(WHO), was found in 14 patients (24%) with a stepwise regression indicating that 
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tolerance was a good predictor of addiction (Bouckoms, Masand, Murray, Cassem, 

Stern, & Tesar, 1992). 

In contrast to the high perceived risk of opioid addiction reported in these studies, 

Maruta and Swanson (1981) examined 2000 patients with headache and reported that 

opioid abuse was only found in two of the patients. Similarly, Porter and Hick (1980) 

reported that abuse occurred in only four of 11,882 patient who were treated with 

opioids whilst hospitalised, with only one instance of major abuse. Kouyanou et al. 

(1997b) reported that of 125 patients examined, 12 patients (9.6%) met the criteria for 

abuse or dependence in remission. Further analysis revealed that these patients also had 

higher rates of disability and depression. A further five studies found a prevalence rate 

ranging from 3.2% to 17.3% for the possibility of addiction among chronic pain patients 

treated with opioids (Portenoy & Foley, 1986; Medina & Diamond, 1977; Evans, 1981; 

Tennant et al., 1988). In general the information available to date suggests that the 

development of addiction is the result of an interaction between the inherent reinforcing 

properties of opioid medications and the patient's predisposing psychological, social, 

and physiological response to the opioid therapy (Portenoy, 1996). 

Concern regarding the incidence of opioid addiction within the chronic pain 

population has also stemmed from a perception that chronic pain sufferers are at greater 

risk of a variety of forms of substance abuse per se, making them more vulnerable to 

abusing their medications. Five studies in which the incidence of substance use 

disorders was examined found prevalence rates ranging from 15% to 28% for current 

substance use disorders and a range of 23% to 41% prevalence of lifetime substance use 

disorders (Reich, Tupin, & Abramowitz, 1983; Polatin, Kinney, Gatchel, Lillo, & 

Mayer, 1993; Hoffmann et al., 1995; Katon et al., 1985; Fishbain, Goldberg, Meagher, 

Steele, & Rosomoff, 1986). 
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Brown, Patterson, Rounds, and Papasoulistis (1996) assessed the substance use 

and the lifetime and current prevalence of substance use disorders among a primary care 

sample of patients with low back pain and found that these patients had a significantly 

higher prevalence of lifetime substance use disorders than patients without chronic pain. 

An analysis of the chronological association between the incidence of chronic pain and 

substance use disorder suggested that patients with chronic pain are at an increased risk 

of developing a substance use disorder during the five year period following the onset of 

their pain condition. As discussed in detail later in this chapter, the general consensus is 

that long-term opioid therapy is not suitable for chronic nonmalignant pain patients with 

a history of substance abuse. However, Sellman, Kendall, and MacLeod (1995) posit 

that patients with a history of substance abuse may be the most suitable patients for this 

type of therapy. They argue that substance abusers are probably at an increased risk of 

developing a chronic pain condition and that they are also likely to respond poorly to 

other modalities of pain management, especially where high levels of self-management 

and responsibility are required. 

From the above review of the literature it is clear that the prevalence rates of 

addiction within the chronic pain population have been found to vary considerably. 

, While these discrepancies may solely be due to differences in the patient sample studied 

(primary care compared to multidisciplinary pain clinic) questions concerning 

deficiencies in the diagnostic tools have also been raised by researchers (e.g., Chabal, 

Erjavec, Jacobson, Mariano, & Chaney, 1997; Fishbain et al., 1992; Wesson, Ling, & 

Smith, 1993). Using the DSM-IV criteria to classify patients who use opiates for chronic 

pain relief as addicted is difficult as patients may automatically meet certain criteria, 

such as tolerance or withdrawal, due to the physiological effects of their medication. 

Therefore, a chronic pain patient who is functioning at an acceptable level with the use 
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of an opioid analgesic could be diagnosed as substance dependent if the DSM criteria 

are used without careful consideration of the individual patient (Lea Sees & Clark, 

1993; Brown et al., 1996; Kouyanou et al., 1997b; King, 1995). In an attempt to rectify 

these classificatory difficulties, Chabal et al. (1997) created a clinical checklist that 

defined addictive behaviour in chronic pain patients and examined its applicability in 73 

patients enrolled in a pain clinic. Of the 73 patients, 34% met one criterion for addiction 

and approximately 28% met three or more criteria. The criteria were found to have good 

reliability and were easy to apply during normal clinical interactions. The authors 

concluded that the criteria would be useful in determining which patients will require 

more intensive intervention. 

Other consequences of opioid use include the development of physical 

dependence and tolerance. Tolerance occurs when the magnitude of the biological 

action of the analgesic is reduced following the repeated administration of a fixed dose, 

and as such, an escalation of dosage is required to produce the same effect (Gourlay, 

1994; Fields, 1989). The onset of tolerance may be manifested by a decrease in the 

amount of time that the analgesic effects last before the patient requires another 

analgesic dose in order to maintain pain relief. The patient may complain that the onset 

of their pain occurs prior to the schedule of their next analgesic dose. Although 

tolerance is often feared as a negative consequence of long-term opioid use, it does not 

appear to influence the efficacy of opioid use, with longitudinal studies indicating that 

opioid dosage typically reaches a plateau that can extend for some time (Kanner & 

Foley, 1981; Taub, 1982; Portenoy & Foley, 1986; Schofferman, 1993). 

Of the 16 chronic back pain patients examined in the France et al. (1984) study, 

only five patients had their opioid dosage increased during the follow-up period. A study 

conducted by Jamison et al. (1994) examined the prevalence of tolerance in chronic 
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nonmalignant pain patients and found that tolerance was not perceived to be a major 

problem for patients. Only 16% of the sample reported a major reduction in the 

analgesic effect over time and approximately 13% of the sample reported major 

increases in dosage amount. These findings are consistent with other research in which 

it has been found that, in general, chronic nonmalignant pain patients can use opioid 

medications over extended periods of time without developing significant tolerance 

(Fuchs & Gamsa, 1997; Taub, 1982; Zenz et al., 1992). In contrast, Bouckoms et al. 

(1992) reported that 69% of their patient sample developed tolerance to their opioid 

medication. 

Physical dependence is said to have occurred when the removal of the analgesic 

creates discomfort for the patient beyond what could be expected by the return of their 

pain. It is important to bear in mind that physical dependence is a physiological not 

psychological phenomenon and is marked by the development of an abstinence 

syndrome when the analgesic is reduced or removed (Rinaldi, Steindler, Wilford, & 

Goodwin, 1988; Fields, 1989; Portenoy, 1996). Common symptoms of withdrawal from 

an opioid analgesic have been found to include autonomic symptoms including 

diarrhoea, sweating, mild increases in blood pressure and pulse, and central nervous 

system symptoms including irritability, anxiety, and sleep disturbance (Savage, 1996). 

Physical dependence is an expected outcome of long-term opioid use and can be 

accompanied by the development of tolerance to the pharmacological effects of the 

analgesic (Savage, 1993). It is important to note that unless the patient is displaying 

characteristics indicative of addiction (e.g., preoccupation with obtaining analgesics), 

physical dependence and tolerance do not equate with addiction (Savage, 1993). 
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Guidelines for the Prescription and Monitoring of Long-term Opioid use by Chronic 

Nonmalignant Pain Patients 

The review of the literature outlined above shows that with careful monitoring of the 

phenomena of tolerance, physical dependence and addiction, long-term opioid use can 

be an effective and safe treatment option for patients with chronic nonmalignant pain. It 

is also clear from the above review of the literature that the ultimate treatment outcome 

would be a combination of excellent pain relief, an improvement in the patient's 

physical, psychological and social functioning, and re-engagement in the employment or 

educational sectors where appropriate. The use of opioid medications to treat chronic 

nonmalignant pain relies on a balance between the physician being able to provide a safe 

effective treatment for the patient and at the same time minimising any negative 

consequences of that treatment. In order to assist physicians in deciding which patients 

are most suitable for long-term opioid therapy, a number of researchers have produced 

guidelines (e.g., Tennant & Uelman, 1983; Schofferman, 1993; Merry et al., 1991; 

Sizemore, 1989). Portenoy (1990) suggests that long-term opioid use be attempted only 

after all other reasonable attempts at analgesia have failed. He views a history of 

substance abuse or major psychiatric diagnosis, evidence of lack of compliance, drug-

seeking from numerous physicians, and uncontrolled dose escalations as 

contraindications. Turk (1996) argues that even though these guidelines have been 

produced, there is no empirical data regarding their predictive validity. 

If the decision is ultimately left to the treating physician, the issues regarding pain 

management knowledge and beliefs regarding the efficacy of long-term opioid discussed 

in this and the previous chapters become pertinent. If the patient's treating physician 

lacks knowledge about suitable pain management options and has an unrealistic fear 

regarding long-term opiate use, the patient may suffer needlessly as a result. How long 
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is a patient expected to endure pain before the physician decides that perhaps opioid 

therapy would be the most effective treatment for the patient? The belief that long-term 

opioid use should be a 'last-resort' treatment can place the physician in an ethically 

compromising position in that, ultimately, they decide whether to administer or dismiss 

the use of opioids as a possible pain relief mechanism. Therefore, it is important to have 

an understanding of the factors that will influence this decision. 

In order to answer this question, Turk and Okifuji (1997) evaluated the 

contribution of pain severity, physical pathology, affective distress, and functional 

activity levels on physicians' decisions to prescribe opioid medications for chronic 

nonmalignant pain. The results showed that the patient's observable pain behaviour was 

the only predictor of prescribing patterns. In contrast to what may have been expected, 

the extent of physical pathology and the severity of pain did not appear to influence the 

prescribing practices of the physicians. It was concluded that physicians appear to 

believe that physical demonstrations of pain are indicative of important aspects of the 

patient's pain condition and require the need of specific treatments such as opioids or 

surgery. It is clear from the Turk and Okifuji (1997) study that although the theoretical 

debate may involve the decision between pain reduction or improvement in function, the 

actual decision of whether to prescribe opioids or not is not based solely on these 

factors. 

The use of long-term opioid therapy for chronic nonmalignant pain continues to be 

controversial. This controversy is due to a number of factors including discrepancies in 

the research regarding the consequences of opiate use such as addiction, tolerance, and 

physical dependence. One explanation posited for these discrepancies is the differences 

in patient samples. It has been found that the comparability of patients treated in 

multidisciplinary pain centres and those in the general community is problematic. Given 
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that the majority of the published literature relates to patients cared for by 

multidisciplinary centres, further research examining the use of long-term opioid 

therapy within the community may help to resolve these discrepancies. 

Since the majority of the research has appeared to focus on the perception of the 

health care team regarding the effectiveness of opioid medications, further research 

examining patient perception of effectiveness is required. It can not be assumed that the 

physician's perception of side effects, effectiveness, and impact on daily functioning of 

opioid medications is the same as the patient's. The patient may be of the view that any 

side effects or difficulties associated with the medication use are minimal compared to 

the level of pain suffered without the medication. Information gained regarding areas of 

improvement or deterioration following the implementation of opioid therapy may help 

to develop a decision tree regarding the suitability of the patient for long-term opioid 

use. Further research is also required to investigate the factors that influence the 

decision to prescribe long-term opioid therapy. This is especially important as the only 

published study to address this issue to date (Turk & Okifuji, 1997) has reported data 

from patients attending a multidisciplinary pain clinic and not patients within the 

general community. 

It is clear from the literature reviewed in this chapter and the preceding chapters 

that the inadequate treatment of pain may not solely be due knowledge deficits on behalf 

of the health care professional. A variety of factors have been reviewed that may 

account for inadequate pain management including a lack of knowledge regarding pain 

management principles, barriers and ethical conflicts experienced by health care 

professionals during pain management, and an exaggerated fear regarding the use of 

opioid medications for both malignant and nonmalignant pain patients. The series of 

studies presented next will examine health care provider knowledge, barriers to pain 
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management, ethical conflicts and the nurse-physician relationship in order to 

investigate the impact of these variables on pain management practices within medical 

and community settings in an Australian context. The prescription and use of long-term 

opioid therapy for people who suffer from chronic nonmalignant pain will also be 

examined in order to gain an understanding of the factors that impact on the prescription 

and use of opioids as a safe and effective form of treatment. 
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Chapter Seven 

Study One: An Examination of the Pain Management Knowledge of Tasmanian 

Nurses and Physicians 

Although a number of studies have documented a lack of knowledge in relation to pain 

management issues, few studies to date have assessed these issues using an Australian 

sample of nurses and physicians. Furthermore, the majority of the previous research has 

focussed on cancer pain management or palliative care and relatively few studies have 

investigated the differences in knowledge across different employment settings and clinical 

units. Given these issues, using a sample of Tasmanian physicians and nurses, the current 

study aimed to address the following questions: 

1. Does Australian data reflect a similar lack of knowledge documented in previous 

international studies? 

2. Do variations in knowledge exist across various demographic variables including 

respondent age, length of employment, employment setting (or clinical unit), and time 

spent with patients in pain? 

3. Do differences exist in relation to physicians' and nurses' knowledge and attitudes 

regarding pain management issues across different clinical units? 

4. Do differences exist in relation to physicians' and nurses' knowledge and attitudes 

regarding pain management issues across different hospital or nursing home settings? 
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Method 

Instruments 

Nurse Knowledge: The Pain Management Nurses' Knowledge and Attitude self-

administered survey was developed by Ferrell and Leek in 1987, and was revised in 1993 

in a pain education course with over 800 participants (Ferrell et al., 1993a). The original 

survey consisted of 46 questions covering general pain management, assessment, and use 

of analgesics and addiction. The content validity of the survey has been established by a 

review of pain experts. The content for the survey was derived from organisations that have 

established best practice pain management guidelines (e.g., World Health Organisation). 

The construct validity, test-retest reliability, and internal consistency reliability have all 

been established (Ferrell et al. 1993a). For the purposes of this study, the total number of 

knowledge questions was reduced to 29 with an equal number of questions devoted to the 

issues of pharmacology, nonpharmacology, addiction, assessment, and patient variables 

(e.g., age, gender, and culture) (see Appendix A). 

Physician Knowledge: The pain management knowledge of Tasmanian physicians was 

assessed using a survey developed by Lebovits et al. (1997) to assess prevailing knowledge 

and beliefs of health care professionals toward the management of pain. The survey items 

were based on a review of the literature and previously published knowledge and belief 

inventories. Survey items evaluated knowledge in the areas of addiction, the assessment of 

pain, scheduling of medications, appropriate use of analgesics, and paediatric pain. 

Sample and Procedure 

A total of 2768 surveys were mailed to the residential address of Tasmanian nurses 

registered with the Tasmanian Nursing Registration Board and 864 physicians registered 

with the Tasmanian Medical Board. In order to survey a representative sample of the state's 
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nursing and medical population, the state was divided into three regions (south, north, and 

northwest) representing population centres. The total number of nurses and physicians 

employed in each region was calculated and a proportional number of surveys mailed to 

nurses and physicians from each region. Participants were supplied with a copy of the 

survey tool, a detailed information sheet (see Appendix B and C), and a return envelope 

and were given three weeks to complete and return the survey. In Tasmania, public settings 

are hospitals and nursing homes funded by the government, private settings are hospitals 

and nursing homes funded by private groups and community settings include government 

funded, community based health care institutions (e.g., mother-care units), and places such 

as doctors' surgeries. Ethical approval for the study was obtained from the University of 

Tasmania Ethics Committee (Human). 

Response Rates 

Fifty-eight surveys were returned from nurses who were not currently working, had retired, 

or no longer resided at that address, leaving 2710 valid surveys. Of this 2710, 1015 surveys 

were returned, giving an overall return rate for nurses of 38%. Although the response rate 

for this survey was low (38% overall, and 52% from the southern area of the state), 1015 

surveys were analysed compared to 263 (54%) in the Hamilton and Edgar (1992) study and 

120 (53%) in the Clarke et al. (1996) study. Ninety-six physician surveys were returned due 

to changes in their address leaving 768 valid surveys. Of this 768, 361 surveys were 

returned, giving an overall response rate for physicians of 47%. As the names of the 

participants were not provided to the researchers by their respective Registration Board no 

follow-up requests for the return of the surveys could be made. 
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Data analysis 

The results were analysed using a number of mixed two- and three-way analyses of 

variance. The independent variables included respondent age, clinical setting, employment 

setting, level of experience, proportion of working week spent attending to patients in pain, 

frequency of involvement in pain management, educational setting, and the specific area of 

knowledge and information. The dependent variables for this study included overall 

knowledge score, knowledge score for the five specific knowledge areas, and education 

satisfaction ratings. Post hoc analyses were conducted using the Student Newman-Keuls 

(SNK) Test. To control for multiple post hoc tests, significant differences are reported at 

the alpha level of .01. Data was analysed using Statistica for Windows, version 5.1. 

Results 

Demographic Data 

Nurses and physicians from the Southern region of the state of Tasmania returned the 

greatest percentage of surveys (52% and 60% respectively), compared to nurses and 

physicians residing in the Northern (30% and 30% respectively) and North West (18% and 

10% respectively) regions of the state. The majority of the nurses and physicians who 

responded were aged between 40 to 49 years (37% and 39% respectively), compared to 

nurses and physicians aged between 20 to 29 years (13% and 3% respectively), 30 to 39 

years (30% and 23% respectively), and 50 plus years (20% and 35% respectively). More 

female nurses (94%) and male physicians (78%) than male nurses (6%) and female 

physicians (22%) completed the surveys. The employment characteristics of the nurses and 

physicians who responded to the survey are shown in Table 1 and Table 2 respectively. 



Table 1 

Employment Characteristics of Nurses who Completed the Survey 

Number Percent 
Employment Setting 

Public Hospital 468 46.11 
Private Hospital 218 21.48 
Private Nursing Home 121 11.92 
Public Nursing Home 48 4.73 
Community Setting 160 15.76 

Term of Employment 
Full-time 400 39.41 
Part-time 507 49.95 
Casual 108 10.64 

Current Clinical Unit 
Medical 84 9.52 
Surgical 138 15.65 
Pen-Operative 76 8.62 
Critical/Intensive Care 60 6.80 
Casualty/Emergency 46 5.22 
Oncology 45 4.37 
Palliative Care 45 4.37 
Respiratory 19 1.95 
Geriatric/Gerontology 149 19.05 
Psychiatric 37 3.68 
Rehabilitation 37 3.68 
Midwifery 86 9.75 
Paediatrics 60 6.80 
Community Nursing 133 13.14 

Duration of Employment in Clinical Unit 
1-6 months 59 5.81 
7-12 months 75 7.39 
13-18 months 50 4.93 
19-24 months 50 4.93 
25 months plus  781 76.95 

75 
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Table 2 

Employment Characteristics of Physicians who Completed the Survey 

Number Percent 
Employment Setting 

Public Institution 100 27.70 
Private Institution 37 10.25 
Private Practice 224 62.05 

Current Clinical Unit 
Medical/Surgical/Casualty 33 3.32 
Peri-Operative/Anesthiology 39 9.14 
Cardiology 12 3.32 
Radiology 11 3.05 
Oncology/Palliative Care 9 2.49 
Orthopaedic 15 4.16 
General Practice 196 54.29 
Rheumatology 6 1.66 
Psychiatric 21 5.82 
Gynaecology 12 3.01 
Community Physician 7 1.94 

Table 3 shows the level of nurse and physician involvement in pain management. A 

total of 410 (40%) of the nurses and 149 (41%) of the physicians indicated that they had 21 

years or more experience in working with patients in pain compared to 81(8%) of nurses 

and 25 (7%) of physicians who indicated that they had less than five years experience in 

patient pain management. This reflects the greater number of nurses and physicians, aged 

40 or more years, who completed the surveys. The majority of nurses (67%) and physicians 

(78%) indicated that approximately 66 to 100% of their working week was spent attending 

to patients in pain, and that they were involved in pain management more than once each 

day (38% and 36% respectively). 
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Table 3 

Percentage of Nurse and Physician Involvement in Pain Management 

Nurse (%) Physician (%) 
Years of Experience 

0-5 years 7.98 6.93 
6-10 years 16.85 13.85 
11-15 years 15.76 17.73 
46-20 years 19.01 20.22 
21 years plus 40.39 41.27 

Proportion of Time Attending to Patients 
Less than 33% 16.55 9.42 
33-66% 16.95 12.19 
66-100% 66.50 78.39 

Involvement in Pain Management 
Almost Never 7.68 6.65 
Less than Once per Week 8.57 5.82 
Several Times Each Week 23.74 30.19 
Daily 22.27 21.33 
More than Once Each Day  37.73 36.01 

General Knowledge of Pain Management Issues 

The mean number of correct responses by nurses on the 29 knowledge questions was 20.61 

(71%). The lowest score obtained by nurses was six and only ten of the 1015 nurse 

respondents correctly answered all questions. The mean number of correct responses by 

physicians on the 17 knowledge questions was 11.92 (70.1%). The lowest score obtained 

by physicians was four and only ten of the physicians correctly answered all 17 knowledge 

questions. Table 4 shows the percentage of correct responses for the true/false and 

agree/disagree questions of the knowledge section of the nurse survey. As can be seen in 

this table, nurses were more likely to answer correctly questions concerning the influence 

of individual characteristics on pain perception and when to administer pain relief 

medications than questions concerning the effects of analgesics (e.g., respiratory 

depression). 
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Table 4 

Responses to True/False and Agree/Disagree Statements of the Nurse Survey 

Question Correct (%) Incorrect (%) 
1.Patient should endure pain before using medication 99.11 0.89 
2. Patient should use non-drug therapies alone 96.35 3.65 
3. Pain relief measures determined by type of surgery 94.00 6.00 
4. Distraction equates with low pain intensity 85.91 14.09 
5. Children under two years have decreased pain sensitivity 85.32 14.68 
6. Observable changes in vital signs needed to verify pain 82.46 17.54 
7. Religious/cultural beliefs influence pain perception 81.00 19.00 
8. Placebo useful for determining existence of pain 80.20 19.80 
9. Elderly patients require less pain medication 80.00 20.00 
10.WHO ladder suggests single analgesic agents 74.29 25.71 
11.Heat and cold should be applied only to painful area 69.36 30.64 
12.PCA superior method of providing analgesia 69.00 31.00 
13. Clock watching equals addiction 66.59 33.41 
14. Substance abusers should not be given opioids for pain 64.63 35.37 
15. Increase in morphine dose will not increase relief 64.53 35.47 
16. Sleep/sedation equated with pain relief 61.50 38.50 
17.Non-drug interventions rarely help severe chronic pain 47.90 52.10 
18. Respiratory Depression not common in opioid users 44.81 55.19 

Table 5 contains a breakdown of the percentage of responses by nurses for each of 

the multiple-choice questions. As can be seen in Table 5, the majority of the nurses (76%) 

correctly chose the intravenous route as the route of choice for the administration of opioid 

analgesics for brief, severe pain of sudden onset. The majority of the nurses surveyed also 

correctly indicated that they believed that analgesics for post-operative pain should initially 

be given around the clock on a fixed schedule (63%). In comparison, a smaller percentage 

of nurses (14%) incorrectly indicated that analgesics should only be administered when the 

nurse determines that the patient has moderate or greater levels of discomfort. The nurses 

surveyed were also more likely to indicate that they believed that the patient was the most 

accurate judge of the pain intensity (92%). However, contrary to current pain management 
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practice, 7% of the nurses surveyed felt that they were the most accurate judges of the 

patient's pain intensity. On the other hand, none of the respondents indicated that they felt 

that the patient's treating physician was the most accurate judge. A large number of 

respondents (88%) stated that they believed that opioid addiction would occur in 5% or less 

of patients using opioid analgesics, indicating a good knowledge of the low possibility of 

opioid addiction occurring in these cases. However, 21% indicated that they believed that 

many patients (between 30% and 60%) over-report the amount of pain they experience, this 

in spite of the fact that 92% of respondents indicated that the patient is the best judge of 

pain intensity. 

Table 6 lists the 17 physician knowledge questions in order of number of correct 

responses. As can be see in Table 6, in general, the physicians surveyed showed a greater 

knowledge deficit in the area of psychological dependence, with 51% of physicians 

surveyed indicating that 25% of patients receiving narcotics around the clock become 

addicted than in nonpharmacological aspects of pain management (e.g., distraction). It is of 

concern that 58% of the physicians surveyed are still under the misapprehension that 

patients receiving narcotics on a first time "p.r.n" basis are likely to develop clock 

watching behaviours and that 37% felt that increasing analgesic requirements are signs that 

the patient is becoming addicted to the narcotic. In contrast to the data obtained in the nurse 

survey, a large percentage of physicians did not indicate that the patient is the most 

accurate judge of the intensity of their pain (25%) and suggested that an estimation of pain 

by a physician or nurse is a valid measure of pain (33%). 



Table 5 

Popular Endorsements by Nurses for Each Option Available for the Multiple Choice 

Questions 

Question 
Recommended route of administration for opioid analgesics 

1. Intravenous 
2. Intramuscular 

Analgesics for postoperative pain 
1. Fixed schedule 
2. Patient request 
3. Nurses decision 

Explanation for patient requesting increased pain medication 

 

Response (%) 

75.91 
18.28 

63.20 
23.05 
13.71 

 

1. Increased pain 97.62 
2. Increase anxiety 2.19 

Most accurate judge of patient's pain intensity 
1.Nurse 7.24 
2. Patient 91.81 

Cultural considerations for caring for patients in pain 
97.01 1. Individually determine 

Percentage of patients who over-report pain levels 
1. 0% 8.00 
2.10% 51.23 
3. 20% 19.24 
4. 30% 13.40 
5. 40% 2.81 
6. 50% 1.45 
7. 60% 3.47 

Likelihood of Patient developing an addiction to opioids 
1.<1% 53.32 
2. 5% 34.41 
3. 25% 7.62 
4. 50% 2.84 
5. 75% 1.70 
6. 100% 0.42 

80 
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Table 6 

Percentage of Correct Responses by Physicians for each of the Seventeen Knowledge Questions 

Question 	 Correct 

Distraction, for example, by the use of music or relaxation can decrease the perception of pain 	 94.46 

The preferred route of administration of narcotic pain relievers to patients with cancer pain is intramuscular 	 91.69 

Lack of pain expression does not mean lack of pain 	 89.47 

A patient should experience discomfort prior to giving the next dose of pain medication 	 83.38 

Giving narcotics on a regular schedule is preferred over "p.r.n" schedule for continuous pain 	 81.99 

Children cry all the time, therefore, diversion activities are indicated rather than actual pain medication 	 80.33 

Since narcotics can cause respiratory depression, they should not be used with Pediatric patients 	 77.56 

The most accurate judge of the intensity of the patient's pain is the patient 	 75.35 

When a patient requests increasing amounts of analgesic to control pain, this usually indicates that the patient is psychologically dependent 	 69.53 

Staff can always pick up cues from children that indicate that they are in pain 	 67.87 

Estimation of pain by an MD or RN is as valid a measure of pain as patient's self-report 	 67.04 

Increasing analgesic requirements are signs that the patient is becoming addicted to the narcotic 	 63.16 

When a patient in pain is receiving analgesic medication on a "p.r.n" basis, it is appropriate for the patient to request pain medications before pain 	62.05 

returns 
Patients having severe chronic pain often need higher doses of pain medications than patients with acute pain 	 50.69 

25% of patients receiving narcotics around the clock become addicted 	 49.03 

If a patient reports that a narcotic is causing euphoria s/he should be given a lower dose of the analgesic 	 46.26 

Patients receiving narcotics on a "p.r.n" basis may be likely to develop clock watching behaviours 	 42.38 
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Specific Areas of Knowledge 

The knowledge questions were grouped into five discrete categories in order to 

investigate whether the deficits displayed were indicative of different aspects of pain 

management. The specific areas of knowledge were pharmacology, non-pharmacology, 

assessment, addiction, and patient variables (including paediatric pain). As shown in 

Figure 1, nurses displayed the lowest level of knowledge for pharmacology and the 

highest level of knowledge for patient variables. A significant main effect was found for 

the specific areas of knowledge, F(4,4044)=202.80, p<.001. Post-hoc SNK analysis 

showed that nurses knew significantly less about pharmacology than addiction, 

assessment, patient variables, or non-pharmacological interventions. Nurses also knew 

significantly more about patient variables than they knew about addiction, assessment, 

or non-pharmacology. 

Pharmacology 	Addiction 	Assess:nut 	Patient 	Nonpharmacology 

Specific Area of Pain Managernat Knowledge 

Figure]. Nurse and physician knowledge of specific pain management areas. 
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As can also be seen in Figure 1, physicians displayed the greatest deficit of 

knowledge in relation to addiction. A one-way analysis of variance was conducted to 

investigate whether these differences were statistically significant. A significant main 

effect was revealed for the specific area of knowledge for physicians, F(4, 1428) = 

49.82, p <.001. Post-hoc SNK analysis indicated that physicians knew significantly less 

about the issue of addiction than the other four knowledge areas and significantly less 

about the pharmacological aspects of pain management than patient variables and 

nonpharrnacological aspects of pain management. 

The Effect of Clinical Unit on the Respondent's Knowledge Level 

As shown in Figure 2 and Figure 3, differences in the mean number correct on the 

knowledge questions varied across clinical units for physicians and nurses. The mean 

number of questions answered correctly was lowest for nurses working in the area of 

rehabilitation (M=18.8) and highest for nurses working in a respiratory area (M=22.7). 

The mean number of questions answered correctly was lowest for physicians working in 

the area of rheumatology (M=9) and highest for physicians working in the area of 

oncology/palliative care (M=15). One-way analyses of variance were conducted to 

investigate whether these differences across clinical unit were statistically significant. A 

significant main effect was found for the clinical unit of the nurse, F(13, 1001) = 2.89, 

p<.01. Post hoc SNK comparisons indicated nurses working in a critical/intensive care 

units and those working in palliative care and respiratory care units answered 

significantly more questions correctly than nurses working in a rehabilitation setting. A 

significant main effect was also found for the clinical unit of the physician, F(10,350) = 

3.97,p <.001. Post hoc SNK comparisons revealed that oncology/palliative care 
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physicians knew significantly more in general than all the other physician types with the 

exception of perioperative/anesthiology physicians. 
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Figure 2. Number of questions correct for nurses for each clinical unit surveyed. 

Two-way analyses of variance (clinical unit by specific area of knowledge) were 

performed to examine whether the differences in the five specific areas of knowledge 

interacted with the clinical units for each of the professions. The clinical unit of the 

nurse and specific area of knowledge interacted significantly, F(52, 4004) = 1.95, 

p<.001. Post-hoc SNK analyses revealed that nurses working in a critical/intensive care 

unit knew significantly more about pharmacological issues than nurses working in a 

psychiatric unit and more about addiction and assessment than nurses from 

rehabilitation units. Nurses working in rehabilitation units knew significantly less about 

assessment than palliative care nurses and less about addiction than oncology nurses. 
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These nurses also knew less about pharmacological issues, addiction, and assessment 

than respiratory care nurses. Finally, nurses working in psychiatric units knew 

significantly less than nurses working in respiratory care about pharmacological issues 

and nurses working in midwifery knew more about patient variables than nurses in 

either paediatric units or community units did. 

16 

15 

14 0 

i '0 
 

9 

8 
GP 	Psychiatry 	Surgical 	Radiology Oncol/Palliative Community 

Rheumatology Gynaecology Peri0p/Anesth Orthpedics 	Cardiology 

Clinical Unit of Physician 

Figure 3. Number of questions correct for physicians for each clinical unit surveyed. 

The clinical unit of the physician was also found to interact significantly with the 

type of knowledge, F(40, 1400) = 2.92,p <.001. Post-hoc SNK analyses indicated that 

rheumatologists knew significantly less about the pharmacological management of pain 

than gynaecologists, radiologists, orthopaedic specialists, and oncology/palliative care 

physicians. Oncology/palliative care physicians knew significantly more about the issue 

of addiction and pain assessment than general practitioners, community physicians, and 

cardiologists and psychiatrists. 
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The Effect of Various Demographic Variables on the Respondent's Level of Pain 

Management Knowledge 

Two-way analyses of variance (unit position by specific area of knowledge and 

employment duration by specific area of knowledge) were performed to examine 

whether unit position and the duration of time the nurse had been employed in the 

clinical unit influenced their level of knowledge. Knowledge did not vary according to 

nurse unit position, F(6, 1008) = 1.28, p= .263. However, knowledge did vary across 

nurse employment duration, F(4, 1010) = 6.29, p<.001. Nurses employed in their 

clinical unit for one to six months knew significantly more than nurses employed in 

their clinical unit for seven to 12 months or nurses employed for 25 months or more. 

There was no interaction between either unit position or employment duration and 

specific area of knowledge. 

The two-way analysis of variance investigating whether nurse age influenced level 

of knowledge across the five areas of pain management showed that age did have an 

effect on specific area of knowledge, F(3,1011)=18.26, p<.001. Nurses in the two 

youngest age categories (20-39 years) knew significantly more than nurses in the two 

oldest categories (40 years and older). As shown in Figure 4, nurse age interacted with 

specific knowledge area, F(12,4044)=2.39, p<.01. Post hoc SNK analyses indicated that 

nurses in the youngest age group (20-29 years) knew significantly more about addiction 

issues than nurses aged 40 and older and significantly more than nurses aged over 50 

years in relation to the assessment of pain and patient variables. Nurses aged 30 to 39 

years knew significantly more about addiction issues than nurses aged 40 and older and 

more about the assessment of pain than nurses aged 40 to 49 years. 
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Figure 4. The effect of nurse age on correct responses across specific areas of 

knowledge. 

The two-way analysis of variance investigating the impact of physician age on 

knowledge level was also found to be significant, F(3, 357) = 17.93,p <.001, with 

physicians in the youngest age category (20-29 years) performing sigificantly better than 

physicians in the oldest age category (50 years plus). As can be seen in Figure 5, 

physician age also interacted significantly with the specific area of pain management 

knowledge, F(12, 1428) = 3.18,p <.001. Post-hoc SNK analyses revealed that the 

physicians in the youngest age category (20-29 years) knew significantly more about 

addiction, assessment and patient variables than physicians in the oldest age category 

and significantly more about addiction and assessment than physicians aged 30-39 

years. 
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Figure 5. The effect of physician age on correct responses across specific areas of 

knowledge. 

Analyses of variance were completed to investigate the effect of employment term 

and employment setting on the specific areas of pain management for both nurses and 

physicians. A significant main effect was found for employment term for nurses, 

F(2,1012) = 5.45, p<.01, however, although nurses working full-time knew more than 

nurses working part-time and casually, post hoc SNK tests showed that differences 

between these groups of nurses did not reach significance. A significant main effect was 

also found for nurse employment setting, F(4, 1010) = 4.12, p<.01. Post hoc SNK 

comparisons showed that nurses employed at private hospitals and private nursing 

homes knew significantly less than nurses employed in public nursing homes did. 

Nurses working in public hospitals knew more than private nursing home nurses but 

again the difference did not reach significance. Although the interaction between 
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employment term and specific area of knowledge failed to reach significance, F(8, 

4048) = 1.14,p= .332, the interaction between employment setting and specific area of 

knowledge did, F(16, 4040) = 2.35, p<.01. As can be seen in Figure 6, nurses from the 

public sector displayed significantly more knowledge in the area of addiction than 

nurses employed in the private sector. 

A significant main effect was also revealed for the employment setting of the 

physician, F(2, 358) = 3.13,p <.01. Post hoc SNK comparisons indicated that 

physicians employed in public institutions answered significantly more questions 

correctly than physicians employed in private practice. The interaction between 

physician employment setting and specific area of knowledge failed to reach 

significance. 

Pharmacology 	 Assessment 	 Nonpharmacology 
Addiction 	 Patient Variables 

Specific Area of Knowledge 

Figure 6. The effect of nurse employment setting on correct responses across specific 

areas of pain management. 
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Separate two-way analyses of variance were conducted to investigate whether the 

proportion of time spent attending to patients, frequency of involvement in pain 

management, or the amount of experience nurses and physicians had working with 

patients in pain influenced their level of knowledge across the five specific areas. A 

significant two-way interaction between level of experience and specific area of 

knowledge was revealed for physicians, F(16, 1424) = 3.68,p <.001. As can be seen in 

Figure 7, physicians with 6-10 years experience knew significantly more about the issue 

of addiction than physicians with 11 or more years of experience. Physicians with zero 

to ten years of experience knew significantly more about pain assessment than 

physicians with 11-20 years experience. 

Specific Area of Knowledge 

Figure 7. The impact of physician level of experience on knowledge of the specific 

areas of pain management. 
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The interaction between frequency of involvement in pain management and the 

specific areas of knowledge was significant for both nurses, F(16, 4040) = 1.91, p<.01, 

and physicians, F(16, 1424) = 3.35,p <.001. As can be seen in Figure 8, and confirmed 

by SNK post hoc tests, nurses who were rarely involved in pain management knew 

significantly more about patient variables than nurses involved in pain management less 

than once per week. Nurses involved in pain management more than once each day 

knew significantly more about pharmacological issues than nurses involved less than 

once per week and also knew significantly more about the assessment of pain than 

nurses involved in pain management several times each week. 

Assessment 	Non-pharmacology 
Patient Variables  

—0— Almost Never 
• - <Once/Week 
- Several/Week 
▪ Daily 
4  >Once/Day 

Pharmacology 
Addiction 

Specific Area of Knowledge 

Figure 8. The effect of frequency of involvement of the nurse in pain management on 

correct responses across specific area of knowledge. 
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As shown in Figure 9, and confirmed by SNK post hoc tests, physicians involved 

in pain management daily or more than once per day knew significantly more about the 

nonpharmacological management of pain and patient variables than physicians rarely 

involved in pain management. 

Pe
rc

en
ta

ge
  o

f Q
ue

s t
io

ns
  C

o r
re

ct
  

100 

90 

80 

70 

60 

50 

40 
Pharmacology 	Addiction 

Nonphannacology 
Patient Variables 

Assessment  

—0—  Rarely 
- <1/Week 
—+— Several/Week 
--#-. Daily 
--*-- >1/Day 

Specific Area of Knowledge 

Figure 9. The effect of frequency of involvement of the physician in pain management 

on correct responses across specific area of knowledge. 

Relationship between Satisfaction with Education and Knowledge of Pain Management 

Issues 

As can be seen in Table 7, generally nurses and physicians felt that the information they 

received about pain management, both through their initial education process and 

continuing education supplied by their place of employment, was only moderately 

effective in equipping them with the knowledge required to manage patient pain 

effectively. With a maximum satisfaction rating of 5, on average, nurses rated their 
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satisfaction with pain management knowledge obtained through nursing school as 2.86 

and work place programs as 1.98. Similarly, physicians rated their satisfaction with pain 

management knowledge obtained through medical school as 2.73 and workplace 

programs at 1.89. 

Table 7 

Respondent Satisfaction with Pain Management Information Received during Initial 

Training and Workplace Education Program. 

Education Source Nurse Physician 
Nursing or Medical School 

Anatomy and physiology of pain 2.72 3.11 
Differences between acute and chronic pain 2.88 2.59 
Assessment of pain 3.0 1 2.63 
Pharmacological management of pain 3.22 3.19 
Nonpharmacological management of pain 2.48 2.14 

Workplace Education Programs 
Anatomy and physiology of pain 1.80 1.79 
Differences between acute and chronic pain 1.93 1.86 
Assessment of pain 2.13 1.97 
Pharmacological management of pain 2.20 2.11 
Nonpharmacological management of pain 1.87 1.75 

A series of three-way mixed design analyses of variance were conducted to 

investigate satisfaction with education on demographic variables and specific area of 

eduction. Both nurses, F(1,1011)=461.53, p<.001, and physicians, F(1,357) = 64.06, p 

<.001, were significantly more satisfied with the information they received through their 

initial education than through work place programs. A significant main effect was found 

for the area of knowledge for nurses, F(4,4044)=187.21, p< _001, with post hoc SNK 

tests indicating that satisfaction with information received related to the anatomy and 
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physiology of pain was rated significantly lower than satisfaction with information 

relating to the difference between acute and chronic pain, assessment of pain, and 

pharmacological treatments. Satisfaction with information regarding the difference 

between acute and chronic pain was rated significantly lower than satisfaction with 

information regarding assessment of pain and pharmacological treatment. Satisfaction 

with information received in relation to nonpharmacological treatment was rated 

significantly lower than that received for anatomy and physiology of pain, the difference 

between acute and chronic pain, assessment, and pharmacological treatments. For 

physicians, satisfaction with the information received regarding the nonpharmacological 

management of pain was rated as significantly lower than information received 

regarding the pharmacological management of pain and the anatomy and physiology of 

pain. Physicians also rated the information received about the difference between acute 

and chronic pain as significantly lower than the information received regarding the 

pharmacological management of pain, F(4, 1428) = 57.82, p <.001. Nurses were 

significantly more satisfied with the information they received during nursing school 

compared to workplace programs regarding all of the five pain management areas 

assessed, F(4,4044) = 29.26, p<.001. Physicians were significantly more satisfied with 

the information they received during medical school compared to workplace education 

programs, F(4, 1428) = 39.90,p <.001, in relation to all five areas with the exception of 

nonpharmacological information where the difference between the two ratings was 

nonsignificant. 

Further investigation of the effect of demographic variables on satisfaction with 

education revealed some interesting results. For nurses, age significantly affected 

satisfaction with education, F(3,1011)=9.33, p<.001. Nurses aged between 20 to 29 

years were significantly more satisfied with the information received than nurses aged 
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30 years and older. Nurses aged 40 years and over were the least satisfied with the 

information they had received. Significant interactions between age and information 

received, F(3,1011)=17.32, p<.001, and between age and specific area of information, 

F(12,4044)=3.04, p<.001 indicated that nurses from all age groups rated information 

received from nursing school significantly higher than information received from work 

place programs. Also that nurses from all age groups consistently rated information 

received regarding non-pharmacological treatments as significantly lower than 

information received about the anatomy and physiology of pain, the difference between 

acute and chronic pain, assessment, and pharmacological treatments. The age of the 

physician was not found to impact on the ratings of satisfaction with regard to the 

learning institution, F(3, 357) = 3.48,p =.19, but did interact significantly with the area 

of education, F(12,.1428) = 2.27,p <.001. Post hoc SNK analysis revealed that 

physicians aged 30-39 years rated the information received regarding the anatomy and 

physiology of pain, the assessment of pain, and the differences between acute and 

chronic pain as significantly lower than physicians aged 20-29 years. Physicians aged 50 

years or more rated the information received regarding the pharmacological 

management of pain significantly lower than physicians in the youngest age category. 

The nurse's employment setting was also found to influence satisfaction with the 

amount of pain management information they had received, F(4,1010) = 3.91, p<.001. 

Nurses working in public nursing homes were significantly less satisfied with the 

amount of pain management information they had received than nurses working in 

public hospitals and private hospitals and nursing homes. The effect of employment 

setting on satisfaction with education also depended on the specific area of pain 

management information, F(16, 4040) = 3.17, p<.001. Nurses employed in public 

nursing homes were significantly less satisfied with the amount of information they had 
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received relating to the anatomy and physiology of pain, the difference between acute 

and chronic pain, and the pharmacological management of pain than nurses working in 

private hospitals, private nursing homes, and community settings. Nurses working in 

public hospitals were significantly less satisfied with the amount of information they 

received about the difference between acute and chronic pain than nurses working in 

private nursing homes, but were significantly more satisfied with the amount of 

information they had received about the assessment of pain and pharmacological 

management of pain than nurses working in public nursing homes and community 

settings. The employment setting of the physician did not influence the ratings of 

satisfaction with regard to the education institution or the specific area of knowledge. 

The clinical unit of the nurses had an effect on the specific area of information in 

influencing how satisfied nurses were with their pain management education, F(52, 

4040) = 1.46, p<.01. Nurses working in oncology and respiratory care units were 

significantly more satisfied with the amount of information they had received about the 

anatomy and physiology of pain than nurses working in paediatric, midwifery, and 

critical care units. Nurses working in oncology units were significantly more satisfied 

with the amount of information they had received relating to the difference between 

acute and chronic pain and the assessment of pain than nurses from critical care, 

rehabilitation, paediatric, midwifery, and emergency units. Oncology nurses were also 

significantly more satisfied with the information they received about the 

pharmacological management of pain than nurses working in palliative care, geriatric, 

paediatric, and midwifery units. Nurses working on medical units were significantly 

more satisfied with the information they had received about the assessment of pain than 

nurses from midwifery units. Nurses working in respiratory units were also significantly 

more satisfied with the information they had received about the assessment of pain than 
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nurses working in psychiatric, rehabilitation, and paediatric units. The clinical unit of 

the physicians was also found to interact significantly with the specific area of 

information, F(40, 1400)= 3.25, p <.001. Rheumatologists gave significantly lower 

satisfaction ratings for information pertaining to the anatomy and physiology of pain, 

pain assessment, and the difference between acute and chronic pain than psychiatrists, 

gynaecologists, and orthopaedic specialists. 

Experience in dealing with patient pain management also influenced nurse 

satisfaction with education. Experience had an effect on the educational setting, 

F(4,1010) = 11.68, p<.001, in that, although generally nurses were more satisfied with 

nursing school education than with work place education, nurses with less than five 

years experience were significantly more satisfied with the information they had 

received during workplace programs compared to nurses with 11 to 15 years of 

experience. Nurses with six to ten years experience were significantly more satisfied 

with the information received during nursing training compared to nurses with more 

than 20 years of experience. Nurse level of involvement impacted on satisfaction with 

educational information, F(4,1010) = 4.76,p<.001, with nurses who were rarely or 

involved less than once per week in patient pain management significantly less satisfied 

with the educational information received than nurses involved in patient pain 

management several times or more each week. The physician's level of experience did 

not impact on either the educational setting or the specific area of education. 

In order to investigate the relationship between satisfaction with the information 

received and actual knowledge level, a number of two-way between groups analyses of 

variance were conducted. The number of correct responses for the pain management 

questions concerning assessment, pharmacology, and non-pharmacology were used as 

the dependent variables for the analyses. Nurses and physicians who rated the 
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information they had received regarding the assessment of pain in workplace programs 

as in-depth were significantly more likely to answer the questions concerning patient 

assessment correctly than nurses and physicians who rated it as poor, F(4, 990) = 3.78, 

p<.01 and F(4, 356) = 4.17,p <.01 respectively. Nurses and physicians who rated the 

information they had received regarding nonpharmacological management of pain in 

workplace programs as in-depth were significantly more likely to answer the questions 

concerning nonpharmacology correctly than nurses and physicians who rated it as poor, 

F(4, 990) = 2.60, p<.01 and F(4, 356) = 3.80,p <.01 respectively. Nurses and physicians 

did not vary in their ratings concerning the information they had received for 

pharmacological aspects of patient pain management. 

Discussion 

Knowledge of Pain Management Principles 

Nurses and physicians in this survey demonstrated deficits in their level of knowledge 

regarding some areas of up-to-date pain management. In general, the nurses surveyed 

displayed the least amount of knowledge about the pharmacological management of 

pain, but showed a more comprehensive understanding of the need to vary pain 

management practices to suit the needs of the individual patient. Both the nurses from 

the current survey and that conducted by Hamilton and Edgar (1992) showed sound 

knowledge bases in the area of patient variables, including an understanding that the 

patient is the best judge of their pain and that patients should not have to endure pain 

before receiving analgesics. Similar to the results obtained in relation to the nurses 

surveyed, physicians in the current study also displayed deficits in their knowledge of 

pain management principles. The physicians surveyed showed a greater deficit in 
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knowledge regarding psychological dependence than nonpharmacological aspects of 

pain management (e.g., distraction). 

Although the Tasmanian sample of nurses and physicians have deficits in their 

knowledge of certain pain management principles, these deficits appear to be smaller 

than those found in previous studies using non-Australian samples. For example, the 

nurses surveyed by Hamilton and Egdar (1992) correctly answered only 64% and those 

surveyed by Clarke et al. (1996) only 62% of the questions compared to the average of 

71% in the current study. The physicians surveyed by Lebovits et al. (1997), who used 

the same survey instrument as the current study (70% correct), correctly answered only 

55% and those surveyed by Levin et al. (1996) and Visentin et al. (2001) correctly 

answered 56% and 65% respectively. 

Both nurses and physicians surveyed in the current study displayed deficits in their 

knowledge regarding the pharmacology of pain management, however nurses displayed 

more up-to-date knowledge in relation to the issue of addiction than the physicians. 

Current literature (e.g., Ferrell et al., 1992b) indicates that the likelihood of addiction 

when treating patients with opioids is about 1%. In spite of this, less than half (48%) of 

the nurses from the Hamilton and Edgar study (1992) believed that there was five or less 

percent likelihood of addiction when treating patients with opioids compared to the 

current study in which 88% of the nurses chose the options of five or less percent. It is 

important to note that the majority of the physicians surveyed in the current study, 

unlike the nurses surveyed, are still under the misapprehension that patients receiving 

narcotics on a "p.r.n" basis are likely to develop clock-watching behaviours. Despite the 

availability of published literature pertaining to the limited likelihood of a hospitalised 

patient becoming addicted to narcotics, the physicians in the current survey are still over 

concerned with this issue. This finding is consistent with the findings of Elliott et al. 
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(1995) and Warncke et al. (1994) who also reported a lack of understanding of the 

principle of psychological dependence among Minnesota and Norwegian physicians 

respectively. 

Unlike previous studies, the current study did not find that nurses from oncology 

units knew significantly more about pain management than nurses from other clinical 

units. Given that previous research (e.g., Ferrell et al., 1992b; Brunier et al., 1995; 

McCaffery et al., 1990; McCaffery & Ferrell, 1995; Ferrell et al., 1993b) has employed 

survey tools that contain a disproportionate number of cancer-related questions 

compared to other pain management areas, nurses from oncology units would have been 

expected to perform at a higher level. In order to control for this effect, the current study 

used a survey that contained a balanced number of questions across the areas of 

pharmacology, non-pharmacology, assessment, addiction, and patient variables. The use 

of a more balanced number of questions in this survey could also explain the higher 

number of correctly answered questions in this study compared with previous studies. 

Using this more balanced tool, nurses from respiratory care, palliative care, and critical 

or intensive care units were equal to or more up-to-date than oncology nurses. Nurses 

working in psychiatric and rehabilitation units displayed the greatest knowledge deficits 

about patient pain management. 

Differences in knowledge across the clinical unit of the physician were also found 

in the current study with the mean number of questions answered correctly lowest for 

physicians working in the area of rheumatology and highest for physicians working in 

the area of oncology/palliative care. Oncology/palliative care physicians knew 

significantly more in general than all the other physician'types with the exception of 

perioperative/anesthiology physicians. The clinical unit of the physicians was also found 

to interact significantly with the specific area of knowledge examined with 
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rheumatologists having a lower level of knowledge regarding the pharmacological 

management of pain than gynaecologists, radiologists, orthopaedic specialists and 

oncology/palliative care physicians. Oncology/palliative care physicians also knew 

significantly more about the issue of addiction and pain assessment than general 

practitioners, community physicians, and cardiologists and psychiatrists. This finding is 

consistent with that of Levin et al. (1998) who also reported differences in the 

knowledge base of physicians across the different clinical units but is in contrast to the 

findings of Sapir et al. (1999) who failed to find significant differences between the 

medical specialities. 

Although previous studies used slightly different survey tools, the principle behind 

the construction of the survey tool used in this study and in the Hamilton and Edgar 

(1992), Clarke et al. (1996), and Lebovits et al. (1997) studies was similar in that they 

all aimed to identify areas in which members of the health care team display a lack of 

up-to-date pain management knowledge. A disturbing finding of the current survey was 

that although nurses appeared to have an understanding of the effect of patient variables 

on the perception of pain, 41% of the nurses surveyed indicated that they believed that 

20% or more of patients over-report the amount of pain they have. Therefore, although 

the nurses showed some understanding about the differences between individuals in 

pain perception, this did not always extend to patient self-ratings of pain level. 

Similarly, approximately one quarter of the physicians surveyed did not indicate that the 

patient is the most accurate judge of the intensity of their pain and felt that an estimation 

of pain by a physician or nurse is a valid measure of pain, showing a clear lack of 

understanding of the subjective nature of pain. These results indicate that further 

education is needed to emphasise the subjective experience of pain. 
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A number of demographic variables were also found to influence the pain 

management knowledge of the nurses and physicians surveyed. Examination of the 

duration of time the nurse had been employed in their clinical unit revealed interesting 

findings. Nurses employed in their clinical unit for a short time knew significantly more 

than nurses employed in their clinical unit for longer times. Nurses employed for more 

than one year in their clinical unit knew more than nurses employed in their unit for six 

to 12 months but still less than the nurses employed for one to six months. Although it is 

difficult to form concrete explanations of this finding, a number of possible 

explanations can be hypothesised. The effect of employment duration found in the 

current study may be due to changes in motivation to perform well in one's clinical unit. 

Nurses' who are new to their current clinical unit may feel the need to be as up-to-date 

as possible about the unique pain management needs of their new unit. This enthusiasm 

may decline after an extended period of time working in the unit, resulting in less 

motivation to keep up-to-date with the latest pain management knowledge. The increase 

in knowledge after one year in the clinical unit may be due to a role transition. Nurses 

may feel that in order to cope with increased unit responsibilities they need to maintain a 

sound knowledge of patient pain management. This may be especially relevant if they 

take on the role of Nurse Educator within their clinical unit. Therefore, future research is 

needed to investigate the changes that may take place in a nurse's pain management 

knowledge after an extended period of time in a clinical unit. If motivation to self-

educate is a key factor, then institutions involved in patient pain management need to 

provide their nursing staff with incentives to remain up-to-date with current pain 

management practices. 

The demographic variables of age and employment setting were also found to 

influence pain management knowledge. Nurses and physicians aged 20 to 29 years 
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performed significantly better than their older colleagues did. A positive finding of the 

current study was that nurses and physicians in the youngest age group knew 

significantly more about addiction issues and patient variables than their older 

colleagues. This finding provides evidence of improved educational standards in 

relation to addiction issues and the understanding that patient pain management needs to 

be suited to the individual patient. 

The employment setting of the respondent was found to impact significantly on 

their level of pain management knowledge, and this was particularly evident with the 

nurses surveyed. Nurses employed at private hospitals and private nursing homes 

performed significantly poorly compared to nurses employed in public nursing homes. 

The difference between nurses working in public hospitals and private nursing homes 

also approached significance, with nurses from public hospitals performing at a higher 

level. The current study found significant differences between nurses from public and 

private hospitals in relation to addiction issues, with nurses from the public sector 

displaying significantly more knowledge in this area. Nurses from public hospitals 

performed significantly better than nurses from private nursing homes in the area of 

addiction issues. Nurses from public nursing homes performed significantly better than 

nurses from private hospitals, private nursing homes, and nurses working in community 

settings with regard to addiction issues. One possible explanation for these effects is that 

nurses in public hospitals and public nursing homes have more professional 

development in the area of pain management. Gibbs (1995) compared two groups of 

nurses working in private nursing homes or within the National Health Service (NHS) in 

relation to knowledge and attitudes to pain management in palliative care. The results 

found that while both groups showed equal enthusiasm for their work, those working 

within the NHS system were able to offer more treatment strategies to relieve pain than 
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their colleagues from private nursing homes. The results also highlighted a sense of 

isolation and lack of education opportunities for nurses working outside of the NHS. 

Further research is required to investigate whether Tasmanian nurses from the state's 

private sector are isolated or whether they are provided with significantly fewer 

opportunities for post-basic educational opportunities. 

The Impact of Education on Pain Management Knowledge 

Consistent with the findings of previous research, nurses and physicians rated 

information,received during their initial education as more in-depth than information 

received during workplace programs (e.g., Clarke et al., 1996). For nurses, information 

received in relation to the anatomy and physiology of pain was rated significantly lower 

than information relating to the difference between acute and chronic pain, assessment 

of pain, and pharmacological treatments. For physicians, satisfaction with the 

information received regarding the nonpharmacological management of pain was rated 

as significantly lower than information received regarding the pharmacological 

management of pain and the anatomy and physiology of pain. 

The inadequate amount of information provided to nurses and physicians during 

workplace programs is a cause for concern given the frequency with which these 

professionals, regardless of the type of clinical unit they may be working on, are 

expected to make decisions regarding patient pain management. Clarke et al. (1996) 

suggest that the inadequate coverage of pain management information in workplace 

programs may be overcome by forming a Pain Practice Group of nurses to target 

specific education efforts based on individual unit needs and also through the inclusion 

of adequate and current pain management information in all hospital orientation 

programs for nurses. Targeting individual groups for further education may prove useful 
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but, as previous research has found, a multidisciplinary educational approach may be 

more beneficial to all groups (e.g., Weissman & Dahl, 1995; Breitbart et al., 1998). 

Further research is needed to establish more effective methods of conveying up-to-date 

pain management information to health care professionals via workplace programs. The 

content of workplace programs would benefit from being reviewed continuously and 

updated where necessary. The effectiveness of workplace programs needs to be 

monitored to ensure that completion of the program results in an increase in pain 

management knowledge. 

Given that a lack of pain management knowledge can create a barrier to optimal 

pain management, and the current respondents were found to display such deficiencies, 

further research is required to investigate whether nurses and physician are exposed to 

other pain management barriers. Deficits in pain management knowledge become a 

barrier to pain management when the health care team is not equipped with the 

knowledge necessary to form sound clinical decisions. If a lack of knowledge is the only 

barrier to optimal pain management, improvements in the initial education process and 

an increase in further educational opportunities available to physicians and nurses 

should result in optimal pain management being achieved. In order to ascertain whether 

less than optimal pain management is the result of deficits in pain management 

knowledge alone, and not due to other barriers (e.g., patient to nurse ratio, fear of 

addiction), the next study will aim to determine whether nurses and physicians 

encounter barriers, other than a lack of pain management knowledge, when attempting 

to provide optimal pain management. 
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Chapter 8 

Study Two: An Examination of the Barriers Encountered by Nurses and Physician 

During Pain Management 

The previous study revealed that Tasmanian nurses and physicians do not have an up-to-

date knowledge of pain management practices and principles. Gaps the health care 

professionals pain management knowledge base can create a barrier to pain management 

because the health care team is not equipped with the knowledge necessary to form 

sound clinical decisions. In order to assess whether inadequate pain management is 

solely due to deficits in pain management knowledge alone it is important to examine 

whether nurses and physicians encounter other barriers when attempting to provide 

optimal pain management. 

Although previous research (e.g., Ferrell et al., 1991; Brunier et al., 1995) has 

documented a number of barriers that nurses and physicians encounter in pain 

management, these issues have not been addressed using a sample of each profession 

with the same questionnaire. Furthermore, these earlier studies focussed on issues 

related to the management of cancer pain (e.g., Ferrell et al., 1992c) or pain 

management in long-term care (e.g., Brunier et al., 1995). No studies have investigated 

the differences in barriers experienced by nurses and physicians across different 

employment settings and clinical units. As pain management needs to be varied to suit 

the individual and his or her diagnosis, it would be inappropriate to assume that all areas 

of nursing are affected by the same barriers as those faced by nurses in the areas of 

oncology or palliative care. If nurses see their relationship with physicians as a barrier, 

then the likelihood that this barrier will affect their level of involvement in the pain 
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management process is high. However, very little research has addressed this issue. 

Therefore, this study aimed to address the following research questions: 

1. Do physicians and nurses experience similar barriers in providing patient pain 

management? 

2. Do the barriers experienced differ in relation to various demographic variables such 

as the respondent's age, length of employment, and time spent with patients in pain? 

3. Do the barriers experienced differ across various clinical units? 

4. Do the barriers experienced differ across different hospital or nursing home settings? 

5. Does the nurse/physician relationship impact on the types of barriers encountered 

during pain management? 

Method 

Instruments 

A questionnaire was developed based on a review of the questionnaires used in similar 

studies (Ferrell et al., 1991; Ferrell et al., 1992) (see Appendix D and E). The 

questionnaire contained three sections: (a) demographic and background information of 

the respondent, (b) respondents' involvement in pain management within their clinical 

settings, and (c) barriers the respondents faced in providing optimal pain relief. 

The first section obtained data on age, sex, employment setting, term of 

employment and clinical unit. Information was obtained on the respondents' experience 

in working with patients, frequency of involvement in pain management and the 

proportion of the working week spent attending to patients. In the second section, 

physicians were asked to indicate whether they adequately consult nurses about pain 

management and whether they utilise advice offered by nurses to formulate their 
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decisions. Nurses were asked to indicate whether they felt adequately consulted by 

physicians during pain management The third section consisted of a list of seven 

barriers to optimal pain relief. Respondents were asked to indicate whether they had 

experienced any of these barriers. 

Sample and Procedure 

Ethics approval to conduct the study was given by the University of Tasmania Ethics 

Committee (Human) and the Northland Polytechnic Research Committee (New 

Zealand). A total of 3000 surveys were mailed to the residential addresses of Australian 

and New Zealand nurses registered with the Tasmanian and New Zealand Nursing 

Registration Boards respectively. A total of 2450 surveys were mailed to Australian and 

New Zealand physicians registered to practice in their respective countries. 

The respondents were supplied with an information sheet (see Appendix F and G) 

and a reply-paid envelope and were given two weeks to complete and return the survey. 

Two hundred and fifty-eight surveys were returned from nurses or physicians who were 

not currently working, had retired, or no longer resided at that address, leaving 5192 

valid surveys. Of this 5192, 2222 surveys were returned, giving an overall return rate of 

43%. On breakdown, a greater percentage of surveys were returned by Australian 

residents (nurses: 57%, physicians: 49%) than New Zealand Residents (nurses: 34%, 

physicians: 41%). No follow-up requests for the return of the surveys were made. 

Data Analysis 

The data from the questionnaire were scored and a series of two-way analyses of 

variance were conducted on the dependent variables (e.g., barriers, adequacy of the 

consultation process). Where appropriate, post hoc analyses were done using the Student 
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Newman-Keuls test. For all tests, significance was set at an alpha level of .01. Data was 

analysed using Statistica for Windows, version 5.1. 

Results 

Sample Characteristics 

Table 8 shows the age and sex characteristics of the respondents. The majority of the 

physicians were aged between 40 and 49 years whereas the majority of the nurse 

respondents were aged between 30 and 39 years and 40 and 49 years. In both Australia 

and New Zealand, surveys were completed by a larger number of female than male 

nurse respondents and a larger number of male than female physician respondents. 

Given the discrepancy of returned surveys between female and male nurses and between 

male and female physicians, sex differences were not analysed. 

Table 8 

Demographics of the Respondents (n = 2222) 

Physician (Aus) Nurse (Aus) Physician (NZ) Nurse (NZ) 
Respondent Age 

38 (9%) 74 (9%) 69 (12%) 89 (20%) 20-29 years 
30-39 years 94 (21%) 206 (26%) 153 (29%) 189 (43%) 
40-49 years 166 (37%) 317 (40%) 177 (33%) 110(25%) 
50 years plus 148 (33%) 198 (25%) 137 (26%) 57 (12%) 

Respondent Sex 
Male 330 (74%) 60 (8%) 334 (62%) 39 (9%) 
Female 116 (26%) 735 (92%) 202 (38%) 406 (91%) 

Table 9 shows the employment characteristics of the respondents and the sample 

size for each clinical unit. The majority of the respondents are employed on a full-time 
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basis, with the exception of the Australian nurses who are employed in the majority on a 

part-time basis. 

Table 9 

Employment Characteristics of the Respondents (n = 2222) 

Australia New Zealand 
Physician Nurse Physician Nurse 

Term of Employment 
Full-Time 331 (74%) 292 (37%) 398 (74%) 251 (56%) 
Part-Time 106 (24%) 413(52%) 120(22%) 155 (35%) 
Casual 9 (2%) 90(11%) 18(4%) 39 (9%) 

Employment Setting 
Public Hospital 244(56%) 355 (45%) 267 (50%) 295 (66%) 
Private Hospital 122 (26%) 182 (23%) 73 (14%) 42 (9%) 
Private Home 6(1%) 99 (12%) 16(3%) 25 (6%) 
Public Home 17(4%) 26(3%) 11(2%) 3(1%) 
Community 57 (13%) 133(17%) 169(31%) 80(18%) 

Current Clinical Unit 
Medical 66(15%) 60 (8%) ,  84 (16%) 48(11%) 
Surgical 51(11%) 100 (13%) 72 (13%) 81(18%) 
Anesthiology 57 (13%) 65 (8%) 42 (8%) 21(5%) 
Intensive Care 19 (4%0 46 (6%) 17 (4%) 51 (12%) 
Emergency 26 (6%) 56 (7%) 44 (8%) 41(9%) 
Oncology/Palliative 33 (7%) 66 (8%) 27 (5%) 24(5%) 
Geriatric 14(3%) 120(15%) 32(6%) 44 (10%) 
Psychiatric 13 (3%) 35(4%) 31 (6%0 27 (6%) 
Rehabilitation 58 (13%) 31(4%) 13 (2%) 16 (4%) 
Obstetrics 21(5%) 69 (9%) .  38 (7%) 9 (2%) 
Paediatrics 14(3%) 42 (5%) 33 (6%) 30 (7%) 
Pain Clinic 49(11%) 42 (5%) 11(2%) 13 (3%) 
Community 25 (6%) 63 (8%) 92 (17%) 40 (8%) 

A large number of respondents indicated that their main place of employment is a 

public or private hospital compared to a small proportion whose main place of 

employment is a public or private nursing home. Each of the clinical units was well 
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represented by both nurses and physicians from New Zealand and Australia. The largest 

proportion of the Australian respondents indicated that they had 21 years or more 

experience in working with patients in pain. The majority of the respondents indicated 

that approximately 66 to 100% of their working week was spent attending to patients in 

pain, and 35% of respondents indicated that they were involved in pain management 

more than once each day. 

Barriers to Providing Optimal Pain Management 

A two-way analysis of variance was conducted in order to investigate the effect of the 

respondent's country of employment on the types of barriers encountered. The analysis 

failed to reveal any significant differences between Australia and New Zealand with 

regard to the type of barriers encountered and so the data was collapsed across country 

for the subsequent analyses. 

Table 10 lists the barriers that nurses and physicians experienced when attempting 

to provide optimal pain management. As can be seen, the most commonly experienced 

barriers to pain management for physicians related to not knowing enough about the 

patient's treating nurse and the inadequate prescribing of pain relief medications. For 

nurses, the most commonly experienced barriers related to the patient to nurse ratio and 

the inadequate prescribing of pain relief medications. 

A two-way analysis of variance was conducted to investigate the impact of 

respondent profession on the type of barrier encountered during pain management. 

Nurses encountered significantly more barriers to pain management than physicians, 

F(1, 2220) = 13.32, p<.001. The main effect of barrier type was also significant, F(6, 

13320)= 232.23, p<.001 with respondents significantly more likely to encounter barriers 

relating to patient to professional ratio and the inadequate prescribing of pain relief 
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medications than barriers relating to a personal lack of pain knowledge. A significant 

two-way interaction between profession and barrier type was also revealed, F(6, 13320) 

= 102.02, p<.001. Post hoc SNIc analyses indicated that nurses were significantly more 

likely to encounter insufficient cooperation to their suggestions and patient to nurse ratio 

than physicians. 

Table 10 

The Types of Barriers Encountered by Nurses and Physicians when Attempting to 

Provide Optimal Pain Management* (maximum rating=5) 

Barrier to Pain Relief Nurse Physician 
1. Insufficient knowledge of the patient's nurse/physician 2.48 2.89 
2. Insufficient knowledge of the patient's background 2.47 2.67 
2. Insufficient knowledge of other medical/nursing staff 2.46 2.66 
3. Insufficient cooperation by the nurse/physician to your 2.78 2.29 

suggestions 
4. Inadequate prescribing of pain relief medications 2.98 2.84 
5. Patient to nurse/physician ratio 3.33 2.82 
6. A personal lack of pain knowledge 2.37 2.28 
7. Nurse's/physician's knowledge and perceptions of pain 2.80 2.76 
* Note: Words in italics represent questions asked of physicians. 

The two-way analyses of variance conducted to investigate the impact of 

respondent age on the type of barrier encountered revealed a significant two-way 

interaction, F(18, 13308)= '7.86, p<.001. Post hoc SNK. analyses indicated that 

respondents in the youngest age category (20-29 years) were significantly less likely to 

be concerned about not knowing enough about their work colleagues but significantly 

more concerned with insufficient cooperation to their suggestions than respondents from 

the other age categories. 
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The Impact of Respondent Characteristics on Barriers Encountered 

A series of two-way analyses of variance were conducted to investigate the effect of 

respondent employment characteristics on the type of barriers encountered during pain 

management. As can be seen in Figure 10, a significant interaction was found between 

employment setting and barrier type, F(24, 13302) = 4.88,p <.001, with post hoc 

Student Newman-Keuls comparisons revealing that respondents employed in private 

nursing homes were significantly more likely to encounter difficulties relating to patient 

to professional ratio and insufficient cooperation to suggestions than respondents 

employed in community settings or private hospitals. 

Cooperation 	Prescribing 	Patient Ratio 	Personal Knowledge 

Type of Barrier 

Figure 10. The impact of respondent employment setting on the type of barrier 

encountered. 

A significant interaction was also found between respondent clinical unit and type 

of barrier encountered, F(72, 13254) = 5.57, p<.001, with obstetric nurses and 
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personal level of pain knowledge was not a barrier to pain management than those 

respondents involved in pain management several times each week or daily. The 

interaction between experience and the type of barrier encountered was also significant, 

F(24, 13302) = 4.99,p <.001. Post hoc SNKs indicated that respondents with less than 

five years of experience were significantly more likely to have difficulty with 

insufficient cooperation to their suggestions, patient to professional ratio and a lack of 

pain management knowledge than respondents with 21 years or more experience. 

Adequacy of the Consultation Process and Barriers to Pain Management 

In order to investigate the relationship between the level of consultation between nurses 

and physicians and perceived barriers to optimal pain management, a two-way analysis 

of variance was performed (adequacy of consultation by perceived barrier). A significant 

interaction was found between a perception of adequate consultation levels between the 

two professions and type of barrier to pain management, F(18, 13308) = 10.59,p <.001. 

Post hoc SNK analyses indicated that respondents who feel that the level of consultation 

between physicians and nurses is never adequate were significantly more likely to 

encounter difficulties relating to cooperation than respondents who felt that the level of 

consultation was consistently adequate. Respondents who felt that the level of 

consultation between the two groups was rarely adequate were significantly more likely 

to express concerns about inadequate prescribing and patient to professional ratio than 

respondents who felt the process was consistently adequate. A further two-way analysis 

of variance showed that the interaction between the utilisation of advice given during 

the consultation process and the type of barrier encountered was also significant, F(18, 

13308)= 8.04-, p<.001, however, post hoc analysis failed to find any significant 

differences between the individual means. 



Discussion 

The results of the current study indicate that nurses and physicians encounter a variety 

of barriers when attempting to provide optimal pain management. Although the 

frequency with which the nurses and physicians surveyed encountered various barriers 

to pain management differed across institutions and clinical units, it is important to note 

that respondents had encountered each type of barrier at least once. The most frequently 

cited barriers included the patient to professional ratio, insufficient cooperation in 

relation to pain management suggestions, and the inadequate prescription of analgesic 

medications. 

The finding that nurses, in particular, felt that the patient to professional ratio 

created a barrier to effective pain management is consistent with the findings of 

previous research (Ferrell et al., 1991; Ferrell et al., 1992c). In these studies, nurses 

expressed concerns in relation to the amount of time that they could spend with 

individual patients (i.e., patient to nurse ratio). In the current study, concern about the 

patient to professional ratio was linked to a number of employment characteristics. 

Nurses and physicians employed pain clinics and oncology/palliative care wards were 

significantly more likely to encounter difficulties regarding the patient to professional 

ratio than their colleagues employed in critical care units. Nurses and physicians 

employed in the private sector were more concerned with the issue of patient to nurse 

ratio than nurses and physicians employed in the government sector. Nurses and 

physicians in the private sector felt that their ability to provide optimal pain relief was 

impeded by a lack of time to spend with individual patients which can result in the nurse 
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or physician feeling that they do not know enough about the patient to implement the 

most effective individualised pain management program. 

As the respondents surveyed reported that they did not know enough about the 

patient to provide an optimal level of pain management, the data provided on patient 

charts might need to be increased. If nurses and physicians were provided with sufficient 

information about the patient's background, including variables such as previous pain 

treatments and pain beliefs, they would be better able to formulate the most appropriate 

and effective pain management regimen for their patients. Patients who are experiencing 

pain have their own beliefs about pain and treatments and these beliefs reflect past 

experiences and advice from family and/or friends. Thus, it is important that nurses and 

physicians have an understanding of the beliefs of the patient that may be either 

therapeutic or detrimental to the patient's pain management program (Dielcmann & 

Wassem, 1991). This information could be gathered during the initial intake where 

possible and made readily available to the treating nurses and physicians. 

Given the findings of previous research with regard to nurses' and physicians' 

knowledge of pain management, it is of some concern that the respondents of the 

current study and those who participated in previous research expressed less concern 

about their own personal level of knowledge in providing optimal pain management 

than they did for other barriers (Ferrell et al., 1991; Ferrell et al., 1992c). This finding 

highlights the importance of providing continuous workplace education programs for 

nurses and physicians in order that they can maintain a high level of knowledge about 

pain management, especially in relation to pharmacologic principles. Other commonly 

cited barriers to providing optimal pain relief included insufficient cooperation by other 

members of the health care team regarding pain management suggestions and the 

inadequate prescription of analgesic medications. These findings are commensurate with 
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previous studies that reported that the ability of nurses to provide optimal patient pain 

management is hindered by physician-related barriers (Ferrell et al., 1991; Ferrell et al., 

1992c). 

In addition, the results of the current study indicated that a number of nurse and 

physician employment characteristics (e.g., years of experience in patient pain 

management) influence the likelihood of encountering barriers to pain management. The 

younger respondents to the current survey (20 to 29 years) were more likely to encounter 

difficulties regarding insufficient cooperation in relation to their suggestions than their 

older counterparts. This result is surprising given that the previous study (see Chapter 8) 

found that younger nurses have a more up-to-date knowledge of pain management 

principles, particularly in relation to addiction and patient variables. This result could 

reflect a perception that younger and less experienced nurses and physicians are less 

capable than their older and more experienced counterparts. Respondents who were 

satisfied with their level of consultation between nurses and physicians regarding pain 

management were less likely to express concerns in relation to patient to professional 

ratio and inadequate prescription of analgesic medications than respondents who 

expressed dissatisfaction with the adequacy of the consultation process. 

The results of this study demonstrate the importance of an adequate level of 

consultation between nurses and physicians in that it can have a significant impact on 

barriers to optimal pain management. A collaborative relationship between the two 

professions would ensure that the barriers experienced by nurses and physicians could 

be resolved in a supportive team approach. More effective pain management practice 

will result if guidelines for dealing with barriers are tailored to the specific type of 

institution and the clinical units within these institutions. Education concerning barriers 

is vital so that nurses and physicians can deal quickly and competently with these if they 
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encounter them during pain management. If education programs included coverage of 

the types of barriers that are common in the different clinical units and methods for 

overcoming these obstacles to effective pain management, better nursing and medical 

practice would result. The results of this study show that not only do nurses and 

physicians encounter barriers to optimal pain management, but that their professional 

relationship may also create a barrier within itself. Further research is required that 

investigates whether a lack of cooperation is the only facet of the professional 

relationship between nurses and physicians that impacts on pain management practices. 
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Chapter 9 

Study Three: An Examination of the Nurse-Physicians Relationship and its Effect 

on Pain Management Practices 

The results of the previous study found that nurses and physicians encounter barriers to 

optimal pain management and that the professional relationship between the two 

providers can become a barrier to pain management within itself. The next study aims to 

expand on the brief view of the professional relationship gained in an examination of 

the barriers encountered during pain management in order to ascertain whether a lack of 

cooperation between nurses and physicians is the only aspect the professional 

relationship that impacts on pain management practices and the causes for this lack of 

cooperation. 

Although previous research has obtained the opinions of both physicians and 

nurses regarding their professional relationship, the conclusions drawn may not be 

reliable for a number of reasons. Firstly, the conclusions made from previous research 

have been based on small sample sizes, and secondly, the data has been collected from 

only one or two clinical units and these units may not necessarily be representative of all 

clinical units (Burnard et al., 1999; Forte, 1997; Wicker, 1989). Finally, the data 

obtained from previous research has not related specifically to pain management 

practices. In order to overcome these methodological concerns, the current study aimed 

to: 

1. Ascertain and compare attitudes of nurses and physicians pertaining to aspects of the 

nurse-physician relationship and the role of the nurse in pain management; 
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2. To examine the effect of different clinical units and hospital or nursing home 

settings on the nurse-physician relationship and the role of the nurse in pain 

management. 

Method 

Instrument 

Following a review of the published literature, a questionnaire based on previously 

published research (Wicker, 1989) and focussing on the professional relationship 

between physicians and nurses in pain management was developed (see Appendix H 

and I). The questionnaire contained three sections: (a) demographic and background 

information of the respondent, (b) respondent's perceived level of nurse control and 

involvement in patient pain management, and (c) the respondent's perception of the 

modern role of the nurse. 

The first section collected demographic data including age, sex, employment 

setting, term of employment, clinical unit, and duration of employment. In the second 

section, physicians were asked to indicate whether they adequately consult nurses about 

pain management and nurses were asked to indicate whether they felt adequately 

consulted by physicians during pain management. The third section consisted of the 

survey used by Wicker (1989) modified to relate specifically to pain management. 

Sample and Procedure 

The sample and procedure for this study was reported in the previous study (see Chapter 

9). Two thousand and twenty-two surveys (1240 nurses and 982 physicians) were 

analysed in this study compared to 45 nurses in the Svensson et al. (1996) study, 59 

nurses and 47 physicians in the Cadogan et al. (1999) study, and 18 nurses and 19 
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physicians in the Wicker (1989) study. The large number of responses analysed in this 

study mitigates the overall response rate (43% returned) and also provides a 

comprehensive survey of the professional relationship between physicians and nurses 

regarding pain management. 

Data Analysis 

The data from the questionnaire were collated and percentages calculated for response 

to individual questions based on employment characteristics such as clinical unit and 

employment setting. A series of two-way analyses of variance were also conducted on 

the dependent variables (e.g., satisfaction with consultation process, use of advice). 

Where appropriate, post hoc analyses were done using the Student Newman-Keuls test. 

For all tests, significance was set at an alpha level of .01. Data was analysed using 

Statistica for Windows, version 5.1. 

Results 

Questionnaire Responses 

All questionnaire responses pertaining to the role of the nurse in pain management were 

scored as the percentage' of 'yes' responses for each question in which the response could 

be 'no', 'unsure', or 'yes'. 

Perception of Nursing as a Profession 

All respondents were asked to indicate whether they viewed nursing as a profession. 

Nurses were more likely to view nursing as a profession (Australian = 94%, New 

Zealand = 96%) than physicians (Australian = 91%, New Zealand = 95%). Given the 
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small differences between the percentages for each country for this question, the results 

were collapsed across country (nurses (95%); physicians (93%)) to investigate the effect 

of other respondent characteristics on the response to this question. In relation to the 

clinical unit of the respondent, nurses on all the various units were more likely to view 

nursing as a profession with the exception of medical and critical care units and pain 

clinics where physicians were more likely to view nursing as a profession. Pain clinic 

nurses were the least likely to view nursing as a profession (89%) followed by geriatric 

and paediatric nurses (93%). A significant two-way interaction between profession and 

clinical unit was found, F(12, 2196)= 2.46, p<.01, with physicians employed on peri-

operative/anesthiology and surgical units significantly less likely to view nursing as a 

profession than their nursing counterparts. Employment setting, proportion of working 

week spent attending to patients, and frequency of involvement in pain management did 

not impact on the respondents' view of nursing as a profession. 

Attendance of Workplace Education Programs 

The respondents were asked to indicate whether they would attend workplace education 

programs that are designed and presented by either medical or nursing staff. The nurses 

surveyed were more likely to indicate that they would attend programs presented by 

nursing staff (Australian = 98%, New Zealand = 98%) than the physicians surveyed 

(Australian = 56%, New Zealand, 62%). In contrast, the majority of the respondents 

indicated that they would attend programs designed and presented by medical staff 

(Australian nurse = 93%, Australian physician = 93%, New Zealand nurse = 89%, New 

Zealand physician = 94%). Once again, given the small differences for this question 

between the percentages for each country, the results were collapsed across country to 

investigate the impact of other respondent characteristics on the response to these 
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questions. A significant two-way interaction between profession and clinical unit was 

found, F(12, 2196)= 3.07, p<.001, with post hoc SNKs finding that geriatric and 

psychiatric physicians were significantly more likely to indicate that they would attend 

programs presented by nursing staff than their nursing counterparts. In contrast, pain 

clinic and peri-operative/anesthiology physicians were significantly less likely to 

indicate that they would attend nursing staff programs than their nursing counterparts. 

Employment setting, experience working with patients in pain, and frequency of 

involvement in pain management did not impact on the response to these questions. 

Recommending a Course of Action or Nursing Care Orders 

The nurses surveyed were asked to indicate whether they would recommend a course of 

action to a physician based on their own experience and knowledge and the physicians 

were asked to indicate whether they would feel intimidated by a nurse doing so. The 

physicians were also asked to indicate whether they would issue nursing care 

instructions to a nurse and the nurses were asked to indicate if they would accept these 

instructions. The majority of nurses surveyed responded that they would recommend a 

course of action (Australian = 89%, New Zealand = 90%). Only three percent of 

Australian physicians and two percent of New Zealand physicians responded that they 

would feel intimidated by this. In general, the majority of the physicians surveyed (67%) 

indicated that they would issue nursing care instructions and 55% of the nurse 

respondents indicated that they would accept them. 

Due to the minimal differences in percentages for each country, the data were 

collapsed across country to investigate the impact of other respondent characteristics. 

Peri-operative/anesthiology nurses were the least likely to recommend a course of action 

to a physician (40%) compared to 61% of critical care nurses. Physicians employed on a 
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community unit were the most likely to feel intimidated by a nurse doing so (74%) 

followed by geriatric physicians (65%), compared to 17% of pain clinic and 

rehabilitation physicians. Rehabilitation (70%) and oncology (60%) physicians were the 

most likely to indicate that they would issue nursing care instructions and pain clinic 

and critical care nurses (50%) were the least likely to indicate that they would accept the 

instructions. Although differences were evident between the two professions across the 

clinical units, the two-way interaction was found to be nonsignificant. Nurses with less 

than five years experience were the least likely to indicate that they would recommend a 

course of action (75%) compared to over 90% of their more experienced nursing 

colleagues. Nurses with 21 years or more experience in pain management were less 

likely to accept nursing care instructions than their less experienced colleagues (53%). 

Nurses employed in public nursing homes were the least likely to indicate that 

they would recommend a course of action (72%) and nurses employed in public 

hospitals and community settings the most likely (92%). The employment setting of the 

physician did not influence feelings of intimidation. Physicians employed in private 

nursing homes were the least likely to indicate that they would issue nursing care 

instructions (50%) compared to 75% of public nursing home physicians. The 

employment setting of the nurse did not influence the acceptation of nursing care 

instructions. The level of experience of the physician and the frequency of involvement 

of the physician and nurse in pain management did not impact on their response to these 

two questions. 

Accountability and Availability 

The participants were asked to indicate whether they believed a nurse should be held 

legally accountable for his or her actions even when acting on a physician's orders. They 
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were also asked whether a nurse should carry out instructions from a physician even if, 

based on their own experience and knowledge, they disagreed with them. The 

Australian respondents were significantly more inclined to feel that a nurse is legally 

accountable than the New Zealand respondents, F(1, 2220)= 45.55, p<.001. Nurses were 

also significantly more likely than physicians to feel that nurses should be legally 

accountable, F(1, 2220)= 175.82, p<.001, (Australian nurse = 94%, Australian physician 

= 75%, New Zealand nurse = 89%, New Zealand physician = 66%). The physicians 

surveyed were more likely to feel that a nurse should carry out instructions (Australian = 

24%, New Zealand = 21%) than the nurses surveyed (Australian = 4%, New Zealand = 

3%), F(1, 2220)— 19.67,p<.001. 

In relation to clinical unit, a significant two-way interaction was found with 

respondent profession regarding legal accountability, F(12, 2196)— 2.05, p<.01, with 

post hoc SNKs showing that medical and community physicians were significantly less 

likely to believe that a nurse is legally accountable than their nursing counterparts. In 

relation to employment setting, community physicians (62%) were the least likely to 

believe that a nurse is legally accountable and private nursing home physicians the most 

likely (82%). The perception that a nurse should be legally accountable for her actions 

increased with the physician's frequency of involvement in pain management, with 

those with less involvement being less inclined to agree. The employment setting, 

frequency of involvement and level of experience of the nurse and physician did not 

interact with profession on the question of legal accountability. 

With regard to the expectation that a nurse should carry out instructions, private 

nursing home physicians were the least likely to expect a nurse to carry out their 

instructions (5%) compared to the 27% of private hospital physicians who felt that a 

nurse should accept the instructions. Paediatric (4%) and geriatric (2%) physicians were 
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the least likely to feel that a nurse should carry out instructions they disagree with 

compared to 25% of pain clinic physicians who indicated that a nurse should carry out 

the instructions. Oncology and pain clinic nurses (5%) were the least likely to indicate 

that they would carry out instructions they disagreed with. Physicians with less than five 

years experience were more likely to expect a nurse to carry out the instructions (35%) 

than their colleagues with 11 years or more experience (18%). Similarly, nurses with 

less than five years experience would be the most likely to carry out the instructions 

(4%) compared to their colleagues with 11 years or more experience (1%). Physicians 

rarely involved in pain management were the least likely to indicate that a nurse should 

carry out the instructions if they disagree with them (10%) compared to 52% of 

physicians involved in pain management on a daily basis. The clinical unit, employment 

setting, and level of experience did not interact with profession to influence the response 

to the question regarding the expectation to carry out instructions. 

The participants were also asked to indicate whether they feel that physicians 

provide sufficient time to answer nurse queries. The nurses surveyed were less likely to 

feel that sufficient time was provided (Australian = 32%, New Zealand = 35%) than 

their medical colleagues (Australian = 39%, New Zealand = 44%), although the 

differences were not statistically significant, F(1, 2220)= .30, p=.59. Over 50% of pain 

clinic, geriatric, and critical care physicians indicated that they do not provide sufficient 

time but a two-way analysis of variance investigating the interaction between profession 

and clinical unit failed to reveal a significant interaction. A significant two-way 

interaction between experience and profession was found, F(4, 2212)= 3.62, p<.001, 

with post hoc SNKs indicating that physicians with less than five years experience were 

significantly more likely to feel that they provide sufficient time to answer nurse queries 
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than their nursing counterparts. The employment setting and level of involvement in 

pain management of the nurse or physician did not impact on this question. 

The Importance of a Nurse in Pain Management 

The respondents were asked to indicate whether they believe that the role of the nurse is 

vital in effective pain management. New Zealand nurses were the only group of 

respondents who unanimously believed that the nurse is vital. In contrast, only 88% of 

New Zealand physicians and 92% of Australian physicians indicated that they believed 

nurse involvement to be vital to effective pain management. Respondent profession was 

found to impact significantly on response to this question, F(1, 2220)= 101.43, p<.001, 

with nurses significantly more likely to view the role of the nurse as vital to pain 

management. A significant two-way interaction between profession and employment 

setting was found, F(4, 2212)= 5.69, p<.001, with post hoc SNKs showing that 

physicians employed in community settings were significantly less likely to view the 

role of the nurse as vital than their nursing colleagues. The clinical unit of the 

respondent was also found to interact significantly with profession, F(12, 2196)= 5.15, 

p<.001, with psychiatric and community physicians significantly less likely to view the 

role of the nurse as vital than their nursing colleagues. The levels of experience and 

level of involvement in pain management did not interact with profession to influence 

the response to this question. 

The Role of the Nurse in Pharmacological Intervention 

Participants were asked to indicate whether they believe that a nurse should be able to 

prescribe pain relief medications independent of a physician and whether a nurse should 

be able to utilise standing orders to administer analgesia to patients. Figure 12 shows the 
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percentage of Australian and New Zealand nurses and physicians who agree that nurses 

should be able to prescribe pain relief medication and be able to use standing orders to 

administer pain relief medication. As can be seen in Figure 12, the nurse respondents 

were significantly more likely to feel that they should have prescribing rights 

(Australian = 39%, New Zealand = 37%) than the physician respondents (Australian = 

17%, New Zealand = 18%), F(1, 2220)= 44.58, p<.001. In contrast, approximately 80% 

of the respondents from both professions felt that a nurse should be able to carry out 

standing orders. 
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Figure 12. Role of the nurse in pharmacological intervention. 

Oncology, psychiatric, paediatric (23%), and rehabilitation and pain clinic 

physicians (17%) were the least likely to indicate that a nurse should have prescribing 

rights. Geriatric physicians were the most likely to indicate that a nurse should be able 

to prescribe analgesia independently of a physician (43%). The clinical unit of the 
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respondent did not interact significantly with profession to impact on response to the 

question regarding prescribing rights or the utilisation of standing orders. Physicians 

with less than five years experience were the least likely to believe that nurses should 

have prescribing rights (6%) compared to their more experienced colleagues (19%). The 

employment setting, clinical unit, level of experience and level of involvement of the 

respondent did not interact with profession to impact on the issue of prescribing rights 

or utilisation of standing orders. 

Adequacy of the Consultation Process 

The physicians surveyed were asked to indicate if they adequately consult nurses about a 

patient's pain management and whether they utilise the advice offered by nurses during 

these consultations to determine treatment strategies. The nurses surveyed were asked to 

indicate if they feel adequately consulted by physicians regarding a patient's pain 

management and whether they feel that the advice they offer during the consultation is 

used to determine treatment strategies. Both professions answered these questions on a 

continuum of one (never) to five (consistently). 

Australian physicians (67%) were more likely to indicate that they consistently 

consult nurses than their New Zealand peers (54%). Only 22% of the nurse respondents 

from either country felt that this was the case. Twenty-five percent of Australian nurses 

and 16% of New Zealand nurses indicated that they are rarely consulted about a 

patient's pain status. Approximately 55% of the physicians from each country surveyed 

indicated that they consistently use the advice offered by a nurse during the consultation 

process to determine treatment strategies. Eleven percent of the New Zealand physicians 

indicated that they rarely act on the advice compared to two percent of the Australian 

physicians. In contrast, less than 35% of the nurse respondents felt that their advice was 
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consistently acted on by physicians and eight percent of Australian nurses and five 

percent of New Zealand nurses indicated that it was rarely used. 

Physicians employed in a community setting (45%) were the least likely of their 

peers to indicate that they consistently consult nurses followed by private nursing home 

physicians (55%). Hospital physicians were the most likely to indicate that they 

consistently consult nurses (public = 64%, private = 67%). In contrast, nurses employed 

in public hospitals were the least likely to feel consistently consulted (9%) compared to 

their peers in private nursing homes (25%) and private hospitals (27%). Approximately 

34% of the nurses employed in public nursing homes and community settings indicated 

that physicians rarely consult them. In relation to utilisation of the advice offered during 

the consultation, public nursing home and community physicians (39%) were the least 

likely to indicate that they consistently use the advice compared to approximately 60% 

of their peers employed in public and private hospitals and private nursing homes. In 

contrast, public hospital nurses were the least likely to indicate that this was the case 

(14%) followed by community nurses (19%). 

Figures 13 and 14 show the percentage of physicians and nurses across clinical 

units who feel the consultation process is adequate and is used respectively. As can be 

seen in Figures 13 and 14, the clinical unit of the respondent was found to influence 

their response to these two questions. Community physicians (39%) were the least likely 

to indicate that they consistently consult nurses followed by surgical physicians (47%). 

Oncology physicians were the most likely to indicate that they consistently consult 

nurses (77%). Similarly, community nurses (11%) and medical nurses (11%) were the 

least likely to feel consistently consulted compared to their peers working in oncology 

(39%) who were the most likely to feel consistently consulted. Rehabilitation physicians 

(42%) were the least likely to indicate that they consistently use the advice offered 
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during the consultation process followed by pain clinic physicians (44%). Similarly, 

rehabilitation nurses (18%) and pain clinic nurses (20%) were the least likely to feel that 

their advice is consistently used. 

Physician 	 Nurse 
Profession  

o Medical 
Surgical 
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• Critical Care 

Oncology 
• Rehabilitation 
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Figure 13. Adequacy of the Consultation Process and Clinical Unit of the Respondent. 
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Figure 14. Utilisation of advice offered during consultation and clinical unit of 

respondent. 
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A series of two way analyses of variance were conducted in order to investigate 

whether the perception of the consultation process and utilisation of advice differed 

significantly between the professions, clinical units, and employment settings. A 

significant two-way interaction was revealed for profession and satisfaction with the 

consultation process, F(1, 2220)= 179.16, p<.001, with physicians significantly more 

likely to perceive the consultation process as adequate than nurses. A significant two-

way interaction was also found for the clinical unit, F(12, 2209)= 2.34, p<.001, with 

community workers significantly less likely to feel that the consultation process and 

utilisation of advice is adequate than emergency, oncology, perioperative, and 

rehabilitation workers. The two-way interaction between employment setting and 

satisfaction with the consultation process and utilisation of advice failed to reach 

significance. 

Discussion 

The data gathered in the current study indicate that the professional relationship between 

nurses and physicians may not always allow for optimal pain management. It is also 

clear from the results that a number of respondent characteristics need to be taken into 

consideration when evaluating the professional relationship between the two parties. 

The country of the respondent was found to impact on areas such as legal accountability, 

consultation, and utilisation of advice. 

At a superficial level, it appears that Australian nurses and physicians have a more 

collaborative and collegial relationship than their New Zealand colleagues given that 

Australian physicians were more likely to indicate that they consult nurses than New 

Zealand physicians. Australian physicians were also more likely to indicate that they use 
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the advice given by nurses during these consultations. Further research is required to 

investigate whether the choice not to use the advice offered by nurses is based on an 

opinion that nurses are not equipped with up-to-date pain management knowledge or on 

some other factor. Using the same instrument to measure nurses' level of knowledge as 

that used in the current thesis, Barton (2001) found New Zealand nurses to be lacking in 

up-to-date knowledge regarding pharmacology and addiction but displaying more 

knowledge about patient variables and pain assessment. Given that the knowledge base 

Australian and New Zealand nurses use to formulate pain management decisions is 

similar, actual level of nurse knowledge can not account for the differences between 

Australian and New Zealand physicians regarding consultation levels and utilisation of 

advice. 

The issue of prescribing rights may also be influenced by the perception of a 

nurse's knowledge base. The nurses in the current study were more likely to feel that 

they should have prescribing rights than the physicians. However, given the literature 

showing that nurses lack a strong understanding of pharmacological issues, changes to 

the education process need to be implemented before nurses can have more involvement 

in this area (Strochnetter, 2000; Brunier, et al., 1995). 

Optimal pain management requires a collegial and collaborative relationship 

between nurses and physicians and ultimately a change in the rules of the doctor-nurse 

game (Stein, 1967). However, the relationship between nurses and physicians is not 

collegial or collaborative in some clinical units. In order for a nurse to fulfil his or her 

role in the pain management team each member of the team must have an understanding 

of what the role involves and its boundaries. Unfortunately, both the current results and 

•those of Wicker (1989) suggest that the role of the nurse in the pain management team 

may not be clear to all parties involved. 
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Although the nurse respondents in the current study were more likely to view 

nursing as a profession in general, it is of some concern that medical, critical care, and 

pain clinic physicians were more likely to hold this view than their nursing colleagues 

were. Also of some concern is that the professional relationship in the clinical units 

most often involved in pain management (peri-operative/anesthiology, pain clinics, 

rehabilitation, community) is not as collaborative as it could be. Peri-

operative/anesthiology physicians were among the least likely to view nursing as a 

profession and to indicate that they would attend workplace programs designed and 

presented by nursing staff. Given that peri-operative/anesthiology nurses were the least 

likely to indicate that they would recommend a course of action to a physician based on 

their own experience and knowledge it appears that the professional relationship on 

these units does not always involve a collegial and collaborative relationship. Nurse 

reluctance to offer treatment recommendations could be a result of a perception of a lack 

of respect by physicians for their role in pain management. 

Although pain clinic physicians were more likely to view nursing as a profession 

than their nursing counterparts, they were among the least likely to indicate that they 

would attend workplace programs designed and presented by nursing staff, that nurses 

should have prescribing rights, or that they would use advice offered by pain clinic 

nurses during consultation. In support of the finding of physicians' reluctance to utilise 

the advice offered by nurses, pain clinic nurses were among the least likely to indicate 

that their advice is used to determine treatment strategies. Furthermore, pain clinic 

physicians were the most likely to indicate that a nurse should carry out instructions 

issued by a physician even if they disagree with them based on their own knowledge and 

experience and they were among the physicians who provide the least amount of time to 

answer nurse queries. This raises the important issue of accountability. If the pain clinic 
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physician has an expectation that a nurse should carry out all instructions, yet nurses are 

not provided with sufficient time to voice their concerns or opinions, who is responsible 

if the action results in a less than favourable outcome? 

According to Edwards (1986), accountability is being answerable for an action 

that one has carried out and therefore a nurse may be called to account and held legally 

responsible for actions taken during pain management. The physicians' instructions and 

the policies of the workplace do not relieve the nurse of legal or ethical accountability. 

Given that a nurse has a legal accountability that is determined by their professional 

training and the position they hold (Carr & Thomas, 1997), accurate and adequate 

communication between the nurse and physician is vital. As a nurse is legally 

accountable for his or her actions, even when acting on a physician's instructions, they 

need to be provided with sufficient time to voice their concerns and to have these 

considered. This does not appear to be happening in pain clinic units. Although pain 

clinic and critical care physicians were also among the least likely to provide sufficient 

time to answer nurse queries, their nursing counterparts were among the least likely to 

follow instructions they disagreed with, indicating that nurses are not always willing to 

follow blindly the orders of a physician. 

This reluctance to follow instructions they disagree with is an important safeguard 

for nurses given their legal accountability and places physicians in a position where they 

may have to make themselves more readily available to nurses in order to have their 

instructions complied with. Given that more experienced nurses and physicians were 

less likely to indicate that a nurse should accept instructions they disagree with, 

awareness of the repercussions and legality of doing so may come with experience. 

Furthermore, improvements in the relationship between the two groups may also come 

with experience given that less experienced physicians appear to feel that they provide 
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sufficient time to answer nurse queries but their less experienced nursing counterparts 

do not feel this is so. 

The relationship between community and geriatric physicians and nurses also 

appears to be less collaborative than it could be. Although geriatric physicians were 

more likely to indicate that they would attend a workplace program presented by nursing 

staff than their peers, indicating some respect for nursings' body of knowledge, they 

were among the most likely to feel intimidated by a nurse recommending a course of 

action and the least likely to provide sufficient time to answer nurse queries. 

Surprisingly, geriatric physicians were the most likely to indicate that a nurse should 

have prescription rights. Community physicians were also more likely to feel 

intimidated by a nurse recommending a course of action and, in line with this, among 

the least likely to consult nurses during pain management. Supporting the finding that 

community physicians do not adequately consult their nursing counterparts is the 

finding that community nurses were the least likely to feel adequately consulted. 

At first glance, the professional relationship between rehabilitation physicians and 

nurses appears to be somewhat more collaborative than that of their peers. 

Rehabilitation physicians were among the most likely to indicate that they would issue 

nursing care instructions and the least likely to indicate that they would feel intimidated 

by a nurse recommending a course of action, giving the impression that the relationship 

is based on mutual sharing and utilisation of advice. Further examination of the sharing 

of the advice is required to ensure that the nurses do not feel that their role is being 

usurped (Spence-Laschinger, Sabistan, & Kutszcher, 1997; Durand Thomas et al., 

1999). On further exploration, although the nurse offering advice would not intimidate 

the rehabilitation physicians, they would be less likely to use the advice than their peers. 

Similarly, rehabilitation nurses were among the least likely to feel that the advice they 
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offer physicians is used to determine treatment strategies. Utilisation of sound nurse 

advice by physicians would allow nurses a sense of control in their workplace. A 

perceived sense of control is important in that nurses who feel they have some control 

are more likely to be satisfied, committed, and involved in their role resulting in lower 

turnover of nursing staff, less role conflict, and fewer negative attitudinal outcomes 

(Spector, 1986; Parker, 1993; Fox et al., 1993). The strength of the relationship between 

the physician and nurse may therefore be predicated on the level to which nurses are 

permitted to make decisions about pain management. This may require the elimination 

of outdated rules and regulations, allowing nurses more flexibility to use their 

knowledge and discretion in pain management and thus allowing nurses a more 

autonomous work environment. It is important to note that autonomy does not 

necessarily imply that decisions are made in isolation or without consultation with the 

physician (Spence-Laschinger et al., 1997). 

Nurses employed in private nursing homes were the least likely to recommend a 

course of action to a physician and their medical counterparts were the least likely to 

indicate that they would issue nursing care instructions and to consult nurses about a 

patient's pain management. This may reflect distinct boundaries that operate within this 

employment setting regarding the role of each professional or difficulties in 

communication. Nurses may find it easier to communicate with a physician about non-

medical issues but have difficulties when it comes to pharmacological issues. They may 

want to avoid appearing to intrude on the domain of the physician, even if they have 

concerns about the actions of the physician (Svensson, 1996). Private nursing home 

physicians were also among the least likely to indicate that a nurse should follow an 

instruction that they disagree with and most likely to agree that nurses should be legally 

accountable for their actions. This indicates some understanding for the predicament 
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nurses can be placed in during pain management. If the nurse disagrees with the 

instructions and feels that they place him or her in a compromising position, it may be 

self-protective to query the order and it appears that this may be more viable in private 

nursing homes than other employment settings. 

The professional relationship between the two parties employed in community 

settings appears to require some changes before it can be classed as a collaborative one. 

Nurses employed in community settings were the most likely to indicate that they would 

recommend a course of action but their medical counterparts were the least likely to 

indicate that they would use this advice and among the least likely to consult nurses. 

Community physicians were among the most likely to indicate that a nurse should be 

legally accountable for his or her actions, which places the nurse in a compromising 

position if the physician is not prepared to provide sufficient time for consultation or to 

consider suggestions that are made during consultation. Changes in the structure of the 

employment setting may be necessary to facilitate changes in the professional 

relationship between the two parties. The difficulties arise in a community setting where 

the workplace is often the home of the patient or an office that is only attended on 

certain days of the week, making overlap between the visiting physician and nurse 

minimal. It is situations like this that make telephone contact between the two parties 

imperative, but as previous research has shown (Kayser-Jones, 1986; Kayser-Jones et 

al., 1989; Cadogan et al., 1999), this type of communication is rarely adequate. 

One of the most concerning findings of the current study is the perception of some 

physicians that the role of the nurse is not vital to effective pain management. The belief 

that a nurse is not an important addition to a pain management team is not conducive to 

a supportive collaborative relationship and highlights a lack of understanding of the 

knowledge and skills that nurses are equipped with. Nurses are important members of 
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pain management teams as they have the responsibility of assessing the patient's overall 

medical status and acting as a campaigner for the patient by highlighting the patient's 

needs to other members of the health care team. The perception that nurses are not vital 

to pain management may come from a belief that nurses are not equipped with the 

knowledge needed (Ferrell et al., 1993; Ferrell et al., 1992; Bnmier et al., 1995), but this 

research suggests that the knowledge base of nurses is improving. 

Effective pain management requires a strong collaborative relationship between 

the members of the pain management team. A pain management team that does not 

utilise the skills of a nurse may not be able to treat patients effectively and may have an 

over reliance on pharmacological intervention. Furthermore, given the changes in 

medical care, with the patient being given a more autonomous role, the physician will 

need to rely more heavily on the nurse as a liaison officer in formulating their treatment 

decisions (Svensson, 1996). The groundwork for forming a strong collaborative 

relationship may need to start at the early stages of learning and training. Laschinger and 

Weston (1995) found that if nursing and medical students have an understanding of the 

role each party has then a more positive attitude to collaboration would result. 

Workplace programs aimed at creating a more collaborative relationship will need to be 

tailored to suit the specific institution and clinical unit. Nurses will be better equipped to 

fulfil their role in the pain management when physicians have a clear understanding of 

the role of the nurse and its boundaries. 
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Chapter 10 

Study Four: An Examination of the Ethical Conflicts Encountered by Nurses 

During Pain Management 

The results of the previous study (chapter 9) and those that investigated knowledge 

levels and barriers to pain management found that health care providers are faced with a 

series of barriers to pain management and are not equipped with the personal knowledge 

or support of a collaborative relationship required to overcome these barriers. Although 

it is now clear that inadequate pain management may be due, in part, to inadequacies in 

knowledge and the inability to overcome barriers there is a need to determine the effect 

these issues have in relation to being able to form sound ethical decisions regarding 

patient care. Therefore, the next study will aim to determine the existence of; and ability 

to overcome, ethical conflicts in providing optimal pain management. 

Although previous research has documented a number of ethical conflicts that 

nurses encounter in pain management, these issues have not been addressed using an 

Australian sample of nurses. Furthermore, previous studies have focussed on issues 

relating to the management of cancer pain or long-term care (e.g., Ferrell et al., 1992c). 

No research to date has been conducted to investigate the differences in ethical conflicts 

experienced by nurses across different employment settings, clinical units, and 

knowledge levels. Previous research has also focussed on ethical conflicts perceived by 

nurses rather than the actual frequency that nurses are exposed to these conflicts (e.g., 

Ferrell et al., 1991). As pain management needs to be varied to suit the individual and 

their diagnosis, it would be inappropriate to assume that all areas of nursing are affected 

by the same ethical concerns as those faced by nurses in the areas of oncology or 
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palliative care. If nurses encounter ethical conflicts with physicians and patients, then 

the likelihood of this affecting their level of involvement in the pain management 

process is high. There is little evidence in the literature that this issue has been 

addressed. Given these issues, using a sample of Tasmanian nurses, the current study 

aimed to address the following questions: 

1. To what extent do Tasmanian nurses experience similar ethical and professional 

conflicts in providing pain management as documented in other international 

studies? 

2. To what extent do the ethical and professional conflicts experienced differ in 

relation to various demographic variables such as nurse age, length of employment, 

and time spent with patients in pain? 

3. To what extent do differences exist in relation to the ethical and professional 

conflicts experienced by nurses across different clinical units and hospital or nursing 

home settings? 

4. To what extent does nurse knowledge of pain management principles correlate 

significantly with the types of ethical and professional conflicts encountered? 

5. To what extent are nurses' satisfied with their level of involvement in pain 

management and their professional relationship with physicians in relation to pain 

management? 

Method 

Sample and Instruments 

The nurses surveyed in the current study were the same sample surveyed in the 

examination of nurse pain management knowledge reported earlier (see Chapter 7). 
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Following a review of the published literature, a questionnaire based on previously 

published questionnaires (Ferrell et al., 1991; Ferrell et., 1992; Brunier et al., 1995; 

Clarke et al., 1996) focussing on the ethical and professional conflicts experienced by 

nurses during pain management was developed (see Appendix A). The questionnaire 

contained four sections: (a) demographic and background information of the respondent, 

(b) respondent's perceived level of control and involvement in patient pain management 

within their clinical setting, (c) ethical and professional conflicts the respondent had 

experienced during pain management, and (d) twenty-nine questions relating to 

knowledge of current pain management principles. 

The first section covered data including age, sex, employment setting, term of 

employment, clinical unit, duration of employment, position on the unit, and level of 

nursing education. In the second section, nurses were asked to indicate their 

involvement in pain management issues such as assessment and the use of analgesics 

and also to indicate the frequency with which they consulted their patient's primary 

physician. In the third section, nurses were asked to indicate the frequency with which 

they had experienced eight ethical or professional conflicts on a scale of one to five (1 = 

never, 2 = rarely, 3 = sometimes, 4 = frequently, 5 = consistently). The fourth section 

consisted of the modified version of the Pain Management Nurses' Knowledge and 

Attitude self-administered survey developed by Ferrell and Leek (1987) that was used to 

measure nurse knowledge in the previous study (see Chapter 7). 

Procedure 

The data relating to the experience of ethical conflicts was gathered in the mail out 

concerning nurses' knowledge of pain management practices. 
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Data Analysis 

The data from the questionnaire was scored and a series of mixed three- and two-way 

analyses of variance were conducted on the dependent variables (ethical issues, 

satisfaction with professional relationship, and satisfaction with the level of 

involvement). Where appropriate, post hoc analyses were conducted using the Student 

Newman-Keuls test. For all tests, significance was set at an alpha level of .01. A series 

of correlations were conducted to investigate the effect of a nurse's knowledge of pain 

management on the type of ethical or professional conflict nurses are likely to encounter 

during pain management. Data was analysed using Statistica for Windows, version 5.1. 

Results 

Nurses from the southern region of the state of Tasmania returned the greatest number 

of surveys (528), compared to nurses residing in the northern and north-west regions of 

the state, who returned 304 and 183 respectively. In order to investigate the differences 

in response rates from each region, a two-way analysis of variance was conducted to 

investigate whether nurses from each region differed significantly in their perceptions of 

ethical dilemmas. A significant two-way interaction was found between region and 

conflicts encountered, F(14, 7084) = 2.25,p<.001. Post hoc analyses indicated that 

nurses working in the southern region of the state were significantly less likely to 

express concern in relation to patient reluctance to report pain than nurses from the 

north and northwest regions and significantly less likely to express concerns about 

addiction than nurses from the north of the state. 
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Professional and Ethical Conflicts Experienced by Nurses During Pain Management 

Nurses were asked to indicate the frequency with which they experienced a number of 

ethical and professional conflicts during patient pain management using a scale of 1 

(never) to 5 (consistently). As shown in Table 11, nurses were more likely to express 

concerns about adequate pain relief, conflicts with physicians, and patient reluctance to 

report pain than concerns about over-medication or conflict with a patient or patient's 

family member. 

Table 11 

Rating of Ethical and Professional Conflicts Experienced by Nurses During Pain 

Management (1 = Never, 5 = Consistently) 

Ethical or Professional Conflict Average 
Concern about adequate pain relief 4.43 
Concerns about over-medication - 2.65 
Concerns about under-medication 3.98 
Conflict with physician 3.88 
Conflict with patient or family member 2.41 
Knowing the patient is in pain but will not admit it 3.01 
Concerns about addiction 2.32 
Doubts that the pain is real 2.26 

A series of one-way and two-way analyses of variance were conducted to 

investigate the effect of nurse employment characteristics on the type of ethical or 

professional conflict nurses were more likely to encounter during patient pain 

management. The one-way analysis of variance investigating the effect of different 

conflicts found a significant main effect for type of conflict, F(7, 7098) = 189.19, p 

<.001, with post hoc SNKs showing nurses significantly more likely to express concerns 

in relation to inadequate pain relief, under-medication, conflict with patient's physician, 
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and patient's reluctance to report pain than to express concerns about conflict with the 

patient or family member, addiction, or the existence of pain. 

The two-way analysis of variance investigating the effects of clinical unit and 

conflict encountered found there was a significant two-way interaction between clinical 

unit and conflicts encountered, F(91, 7007) = 4.06, p<.001. Post hoc SNKs revealed that 

nurses working on medical units were significantly more likely to have concerns about 

addiction than nurses working on pen-operative, critical care, oncology, palliative care, 

geriatric, or paediatric units. Nurses working on medical units were also significantly 

more likely to doubt the existence of a patient's pain than nurses working in oncology, 

palliative care, or respiratory units. Nurses working in surgical units were significantly 

more likely to express concerns about addiction than nurses working in pen-operative, 

oncology, palliative care, and geriatric units. Further two-way analyses of variance 

indicated that conflict type did not vary according to number of years experience in 

dealing with patients in pain, employment duration, proportion of working week spent 

attending to patients, or nurse age. 

A two-way analysis of variance investigating the effect of employment setting on 

conflicts encountered found a significant interaction between these two variables, F(28, 

7070) = 8.51,p <.001. Post hoc SNKs revealed that nurses employed in public and 

private hospitals were significantly more likely to have concerns about addiction than 

nurses employed in private and public nursing homes. 

In a similar two-way analysis of variance, the interaction between frequency of 

involvement in pain management and the type of conflict encountered was also found to 

be significant, F(28, 7070) = 2.07, p<.001. SNKs indicated that nurses who were 

involved in the management of pain on a daily basis were significantly less likely to 

express concerns in relation to under-medication than nurses involved less than once per 
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week, and also significantly less likely to express concerns in relation to addiction than 

nurses who were rarely involved in pain management. 

In order to investigate the relationship between the level of consultation between 

nurses and physicians and the type of ethical or professional conflict encountered during 

patient pain management, two two-way analyses of variance were conducted 

(adequately consulted by conflict encountered and advice given by conflict 

encountered). The results indicated a significant interaction between feeling adequately 

consulted by physicians and the type of conflict experienced during patient pain 

management, F(7, 7077) = 4.47, p<.001. Post hoc SNKs indicated that in comparison to 

nurses who felt adequately consulted by physicians, nurses who did not feel adequately 

consulted by physicians were significantly more likely to experience dilemmas in 

relation to adequate pain relief, concerns about under-medication, conflict with 

physicians, patient reluctance to report pain, and doubting the existence of pain. 

A significant two-way interaction was also revealed between feeling that the 

advice the nurse gives to the physician is used to determine treatment strategies and the 

type of conflict experienced, F(7, 7077) = 3.55, p<.001. Nurses who did not feel that 

their advice was used to determine treatment strategies were significantly more likely to 

experience dilemmas in relation to concerns about over-medication, conflict with 

physicians, conflict with the patient or family member, patient reluctance to report pain 

and concerns about addiction. 

Professional Relationship with Physicians 

The respondents were asked to indicate the frequency with which they instigate the 

consultation process with a patient's physician in relation to a number of pain 

management issues (1 = Never, 5 = Consistently). Nurses were more likely to consult 
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physicians in relation to increasing pain medications (M=4.11) or patient pain levels 

(M=3.92) than to discuss the side effects of medications (M=2.89). 

A series of mixed three-way analyses of variance were conducted to investigate 

level of consultation, specific area of consultation, and the effect of various 

demographic variables (years of experience, frequency of involvement in pain 

management, proportion of working week, age, employment setting, and clinical setting) 

on level of satisfaction. Overall, nurses who felt adequately consulted by physicians in 

relation to patient pain status were significantly more likely to instigate the consultation 

process themselves than nurses who felt that they were not adequately consulted by 

physicians, F(1, 1007) = 11.67, p <.001. Nurses were significantly more likely to 

consult physicians in relation to the need for increased pain medication or to report 

changes in the patient's pain levels than to discuss the side effects of medication, F(3, 

3021) = 146.16,p <.001. 

A significant two-way interaction was revealed between feeling adequately 

consulted by physicians and the frequency with which nurses instigate the consultation 

process, F(3, 3015) = 3.45,p <.01. SNKs indicated that nurses who felt adequately 

consulted by physicians were significantly more likely to instigate the consultation 

process in relation to patients pain levels. They were also significantly more likely to 

discuss the need for increased pain relief and to discuss the side effects of medication 

than nurses who felt that they were not adequately consulted by physicians about their 

patient's pain status. 

The analyses conducted on the demographic variables showed that there were 

significant main effects for experience working with patients in pain, F(4,1005) = 2.41, 

p <.01, and frequency of involvement in pain management, F(4, 1005) = 24.25, p <.001. 

SNKs indicated that nurses with 21 years or more experience in dealing with patients in 
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pain were significantly more likely to consult physicians about pain related issues than 

nurses with less than five years experience in patient pain management. Nurses who 

were involved in patient pain management less than once per week were significantly 

less likely to consult the patient's physician about pain related issues than nurses 

involved in pain management several times each week to daily. The interaction between 

years of experience and area of consultation was not significant. 

A significant two-way interaction was revealed between proportion of working 

week spent attending to patients and area of consultation, F(6, 3027) = 3.41, p <.001. 

Post hoc SNKs revealed that nurses who spent less than 33% of their working week 

attending to patients were significantly less likely to consult physicians in relation to 

their patient's pain levels, to discuss the need for increased pain relief, or to discuss the 

side effects of medication than nurses who spend a greater percentage of their time 

attending to patients. A significant two-way interaction between nurse age and area of 

consultation' was also found, F(9, 3021) = 3.91, p <.001. Post hoc SNKs showed that 

nurses aged 20 to 29 years were significantly less likely to consult physicians in relation 

to the side effects of medication than nurses aged 30 years and above. 

The employment setting of the nurse was found to significantly interact with the 

area of consultation, F(12, 3015) = 2.48, p <.001. SNKs indicated that nurses working 

in public nursing homes were significantly more likely to consult the patient's physician 

in relation to pain level, the need for increased pain relief, and side effects of medication 

than nurses employed in public and private hospitals and community settings. The 

clinical setting of the nurse was also found to significantly influence the consultation 

process between nurses and physicians, F(13, 987) = 4.52, p <.001. In general, nurses 

working in casualty units were significantly more likely to consult physicians than 

nurses working in medical, surgical, pen-operative, or critical care units. Nurses 
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working in critical care units were also significantly less likely to consult physicians 

than nurses working in oncology or palliative care units (SNKs). 

The clinical setting was also found to significantly interact with the area of 

consultation, F(39, 2961) = 2.07,p <.001. Post hoc SNKs indicated that nurses on 

medical units were significantly less likely than nurses on casualty, oncology, and 

palliative care units to consult physicians about patient's pain levels, to discuss the need 

for increased pain relief, or to discuss the side effects of medication. Nurses working on 

surgical or pen-operative units were significantly less likely to consult physicians in 

relation to increasing pain relief or changes in pain levels than nurses working in 

casualty, oncology, or palliative care settings. 

Satisfaction with level of involvement in pain management 

The nurses surveyed were asked to indicate their involvement in the decision-making 

process in relation to the assessment of pain, when and which type of pain relief 

medications to administer, and determining the existence of pain. The nurses were also 

asked to indicate whether they wished to have a greater level of involvement in these 

pain management areas. As shown in Table 12, nurses were more involved in pain 

assessment decisions than decisions relating to the types of pain relief medications to 

administer. Seventy percent of the respondents indicated that they would like a greater 

level of involvement in decisions regarding when and which pain relief medications to 

administer. 

A series of mixed two-way and three-way analyses of variance were conducted to 

investigate the effect of satisfaction of level of involvement on nurse level of 

involvement and desire for greater involvement, specific area of involvement, and the 

effect of satisfaction with the nurse-physician relationship in relation to desired 
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increases in involvement. Nurses who were not currently involved in the decision-

making process were significantly more likely to express an interest in a higher level of 

involvement than nurses who were already involved in the decision-making process, 

F(1, 1011) = 58.03,p <.001. Nurses were significantly more likely to be involved in 

making decisions in relation to pain assessment than deciding when and which pain 

relief medications to administer, F(3, 3033) = 86 .36 , p <.001. 

Table 12. 

Nurse Involvement and Desire for More Involvement in Decisions Regarding Patient 

Pain Management 

% Agree .  % Disagree 
Currently Involved In 

1. Pain assessment 93.10 6.90 
2. When to administer medication 87.88 12.12 
3. What medication to administer 67.29 32.71 
4. Determining existence of pain 87.09 12.91 

Desires a Greater Level of Involved In 
1.Pain assessment 72.71 27.29 
2. When to administer medication 73.40 26.60 
3. What medication to administer 70.44 29.56 
4. Determining existence of pain 70.05 29.95 

A significant two-way interaction was revealed between desired level of 

involvement and the specific area of involvement, F(3, 3033) = 8'7.32, p <.001. SNKs 

indicated that nurses who were not currently involved in decisions relating to 

assessment of pain, when to administer pain relief medications, and determining the 

existence of pain were significantly more likely to desire a greater level of involvement 
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in these decision-making areas than nurses who were satisfied with their current level of 

involvement. 

The analysis conducted on the relationship between the level of consultation 

between nurses and physicians and the desire for more involvement in the decision-

making process in patient pain management found a significant interaction between 

feeling adequately consulted by physicians and the desire for a greater level of 

involvement in decision-making, F(1, 1011) = 5.64,p <.01. Post hoc SNKs showed that 

nurses who did not feel adequately consulted by physicians were significantly more 

likely to express an interest in greater levels of involvement than nurses who felt 

adequately consulted by physicians. A significant two-way interaction was also revealed 

between the desire for more involvement in decision-making and feeling that the advice 

given to a physician was used to determine treatment strategies, F(1, 1011) = 13.74, p 

<.001. SNKs showed that nurses who felt that their advice was used to determine 

treatment strategies by the patient's physician were significantly less likely to desire a 

greater level of involvement than nurses who did not feel that their advice was used. 

Knowledge Level and Ethical Conflicts 

As shown in the study examining nurse knowledge of pain management practices, mean 

scores on the knowledge questions (72% correct) of the survey revealed deficits in 

knowledge. Nurses specifically lacked up-to-date knowledge concerning the 

pharmacological management of pain (61% correct), addiction (69% correct), 

assessment (71% correct) and non-pharmacological pain management (71% correct), 

but displayed a more up-to-date knowledge concerning the effect of patient variables on 

pain perception (85% correct). A series of correlations were conducted to investigate the 

effect of a nurse's knowledge of pain management on the type of ethical or professional 
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conflict nurses are likely to encounter during pain management. Significant negative 

correlations were found for ethical conflicts relating to over-medication (r = -.26), 

addiction (r = -.35), and doubting the existence of a patient's pain (r = -.38). That is, as 

a nurse's overall level of knowledge increased, their experience of these ethical conflicts 

decreased significantly. 

To further investigate the effect of knowledge on ethical conflicts, the overall 

knowledge score was broken down into five categories covering pharmacology, 

addiction, assessment, patient variables, and non-pharmacological pain management. 

Knowledge of pharmacology, addiction, and assessment were found to impact 

significantly on the experience of ethical conflicts. Nurses with greater knowledge of the 

pharmacological management of pain were significantly less likely to experience ethical 

conflicts of over-medication (r = -.22), addiction (r = -.23), and doubting the existence 

of pain (r = -.22). Nurses with greater knowledge of the principles of addiction were 

significantly less likely to experience ethical conflicts of over-medication (r = -.24), 

addiction (r = -.37), and doubting the existence of pain (r = -.33). Nurses with greater 

knowledge of the assessment of pain were significantly less likely to experience ethical 

conflicts of over-medication (r = -.20), addiction (r = -.25), and doubting the existence 

of pain (r = -.37). Knowledge of patient variables and non-pharmacological 

management of pain were not found to impact significantly on the type of ethical 

conflict experienced. 

Discussion 

The results of the current study indicate that nurses encounter a variety of ethical and 

professional conflicts when attempting to provide optimal pain management. Nurses 
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reported that conflicts with physicians and patient reluctance to report pain were 

encountered most often. 

Consistent with the findings of the current research, previous studies have also 

reported patient reluctance to take medications as a barrier in providing optimal pain 

relief (Brunier et al., 1995; Clarke et al., 1996; Furstenberg et al., 1998). Paice, Toy, and 

Shott (1998) who examined factors associated with poor pain relief in cancer patients, 

found that hospitalised patients who expressed concern about bothering their nurse 

reported higher pain intensity ratings than patients who were not reluctant to approach 

their nurse. This may reflect the need to be considered a "good" patient. The authors 

also found that over half of the patients surveyed reported being concerned about 

becoming addicted or tolerant to their pain medication. Patients who were not concerned 

about tolerance or addiction tended to have lower pain intensity scores than patients 

who expressed these concerns. 

Nurses who were dissatisfied with their professional relationship with a patient's 

physician were more likely to encounter ethical conflicts such as inadequate pain relief 

(under-medication), patient reluctance to report pain, and conflicting opinions with 

physicians than nurses who were satisfied with the professional relationship. Nurses 

working on medical or surgical units expressed more concerns about ethical and 

professional conflicts than nurses from oncology, palliative care, geriatric or critical care 

units, particularly in relation to addiction or doubting the existence of pain. Nurses in 

the youngest age category (20 to 29 years) were more likely to express ethical concerns 

about patient reluctance to admit pain and inadequate prescribing of pain relief 

medications than nurses from the oldest age category (50 plus years). This result is not 

surprising given that the examination of nurse knowledge found that younger nurses 
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have a more up-to-date knowledge of pain management principles, particularly in 

relation to addiction and patient variables. 

Nurses who felt the suggestions they made to the patient's physician were not used 

to determine treatment strategies were more likely to encounter ethical conflicts in 

relation to over-medication, conflicting opinions with a physician, patient or family 

member, and patient reluctance to report pain. Confrontations with the physician may 

result from differing opinions of the role of the nurse in pain management, or from 

different opinions concerning the knowledge levels of nurses with regard to pain 

management. Wicker (1989) examined the attitudes of physicians and nurses in relation 

to aspects of both their professional relationship with and the role of the nurse in the 

institution. He found that physicians made few attempts to understand the role of nurses 

and that different expectations and perceptions of the nurses' role led to role conflict. 

Similarly, research has found that nurses' opinions were not valued by physicians and 

that physicians were likely to view telephone conversations with nurses about patient 

care as trivial or unnecessary. The lack of respect for nurses' opinions may be an 

expression of the physician's dissatisfaction with nursing assessment and the quality of 

information reported. It has also been suggested that nurses may be more familiar with 

facility regulations that mandate contact with the patient's-physician and they may be 

more likely to operate defensively by reporting any changes in the patient's condition 

that could be considered questionable. 

Nurse-physician conflicts have been reported to occur in the areas of general plan 

of care, specific orders, and patient disposition. In general, nurses claim greater 

responsibility for professional decisions and behaviours common to both groups 

(Damrosch et al., 1993). Keenan et al. (1998) found that if nurses conveyed ideas in a 

forceful and confrontational manner they found physicians more receptive and willing to 
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collaborate. Thus nurses could believe that they are implicitly required to act 

aggressively at times to engage physicians in collaboration. These forceful and 

confrontational behaviours can in turn have a negative connotation and are incompatible 

with the caring image of the nurse. The authors concluded that although the nurse may 

desire and intend to collaborate with the physician, this process can not occur if the 

physician does not reciprocate. Increasing collaboration requires effort that is directed 

towards assisting cooperation between nurses and physicians and may require new work 

place relationships. 

Satisfaction with the professional relationship was also found to have an effect on 

nurse level of involvement in patient pain management. Nurses who were not satisfied 

with their professional relationship with physicians were more likely to express an 

interest in greater levels of involvement than nurses who expressed satisfaction with 

their professional relationship were. Although the respondents of the current study 

indicated that they were involved in decisions about pain assessment they did not feel 

that they were sufficiently involved in decisions relating to the types of pain relief 

medications to administer. Although nurses may desire a greater level of involvement in 

a patient's medication regime, the evidence in the literature pertaining to nurse 

knowledge of pharmacological principles suggests that nurses may not be equipped with 

the knowledge base required for this role. If nurses were provided with sufficient 

education within their work setting this would allow them to handle proficiently a 

greater responsibility in relation to patient medication and pain management regimes. 

Given that a nurse's ability to make sound ethical decisions in pain management is 

based on the premise that they have in-depth knowledge of effective pain management 

and its principles it is important to note that knowledge level impacted significantly on 

the experience of certain ethical conflicts. It is clear from the findings of this study that a 
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poor knowledge base can place nurses in the position of having to deal with ethical and 

professional conflicts. This finding highlights the importance of providing nurses with 

ample opportunities to expand on and improve their knowledge of pain management 

principles. Not only do nurses have an ethical responsibility to maintain a high level of 

knowledge of pain management but there is also a professional responsibility to ensure 

that appropriate education is available via workplace education programs. Given the link 

between knowledge level and ethical conflicts, it is unfortunate and of concern that 

nurses are placed in a position where they are required to make ethical decisions daily 

without the support or opportunity of a increasing knowledge base (Gibbs, 1995). 
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Chapter 11 

Study Five: An Examination of the Prescribing Practices of Tasmanian Physicians 

Regarding Long-term Opioid Use for Chronic Nonmalignant Pain. 

The previous studies have indicated that knowledge of pain management practices and 

principles, the professional relationship between nurses and physicians, barriers and 

ethical conflicts all impinge on a nurse or physician's ability to manage pain within 

medical settings adequately. A linking thread revealed throughout the earlier studies has 

been the lack of knowledge, reluctance to prescribe and administer, and patient 

reluctance to use opioid medications for pain relief. The concern regarding opioid use 

was reflected in a lack of knowledge concerning the issues of addiction and routes of 

administration. Concern regarding opioid use also resulted in barriers to pain 

management such as inadequate analgesic prescriptions. Concern regarding the use of 

opioid medications crosses over into the ethical arena when nurses indicate that patients 

are under-medicated. Given that it has been shown in the previous studies (see Chapters 

7 and 8) that hospitalised patients may suffer unnecessary pain due to concerns 

regarding opioid use, the current study aimed to gain an understanding of the perception 

of opioid use by health care providers, within the general community. This study aimed 

to investigate whether the reluctance to use opioids in hospitalised patients is mirrored 

in patients who suffer from chronic nonmalignant pain conditions. The first step in this 

process is to ascertain the prescribing practices of physicians within the general 

community. The following study will continue this exploration and examine other 

factors associated with opioid use (e.g., medication misuse, tolerance, patient 

satisfaction) within the chronic nonmalignant pain population. 
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Although a number of studies have investigated the prescribing practices of 

physicians regarding the long-term use of opioids for chronic nonmalignant pain (e.g., 

Turk & Brody, 1992), this issue has not been addressed with an Australian sample of 

physicians. Furthermore, the majority of the previous research has focussed on the 

beliefs and attitudes of physicians who are members of specific pain organisations (e.g., 

American Pain Society) (Turk & Brody, 1992) and, as such, the conclusions drawn may 

not be representative of physicians in general. 

Given these issues, using a sample of Tasmanian physicians, the current study 

aimed to address the following questions: 

1. Does Australian data reflect similar attitudes toward the prescribing of long-term 

opioids for chronic nonmalignant pain as documented in previous international 

studies? 

2. Do variations in attitudes exist across various demographic variables including 

respondent age, medical speciality, and experience in pain management? 

3. Do variations in attitudes exist according to percentage of patients treated with 

chronic nonmalignant pain or frequency with which the practitioner prescribes 

opioids? 

Method 

Respondents and Survey Procedure 

The respondents for the current study were 315 registered Tasmanian Medical 

Practitioners. In order to survey a representative sample of the state's medical 

population, the state was divided into three regions (south, north, and northwest). The 

total number of physicians employed in each region was calculated and a proportional 
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number of surveys mailed to physicians from each region (n=864). Participants were 

supplied with a copy of the survey tool, a detailed information sheet (see Appendix J), 

and a return envelope and were given three weeks to complete and return the survey. 

One hundred and forty-two surveys were returned from physicians due to changes in 

their address or an inability to take part in the study due to no involvement in pain 

management leaving 722 valid surveys. Of this 722, 315 surveys were returned, giving 

an overall response rate of 44%. No follow-up requests for the return of the surveys 

were made. 

Questionnaire 

The survey tool consisted of a modified version of the survey developed by Turk and 

Brody (1992) to survey members of the American Pain Society regarding their attitudes 

to long-term opioid use (see Appendix K). The survey form consisted of demographic 

items including number of years of medical experience, number of chronic pain patients 

treated by the specialist in their practice, and the frequency with which the physician 

prescribes long-term opioid use. The second section of the survey tool gathered data 

regarding the physician's attitude toward the long-term use of opioids for chronic 

nonmalignant pain. The third section of the survey gathered data regarding the 

percentage of chronic pain patients maintained on a variety of analgesic medications 

including narcotics, sedatives, non-steroidal anti-inflammatory medications, and simple 

analgesics. 

Data Analysis 

The data was analysed using a series of one-way and two-way mixed analyses of 

variance. The independent variables included medical speciality, respondent age, years 
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of medical experience, the percentage of chronic pain patients in the physician's 

practice, and the frequency with which the physician prescribes long-term opioid 

therapy. The dependent variable for the study was the attitudinal rating for the nine 

issues addressed in the survey-tool (e.g., concern with side effects, concern with 

regulatory pressures). Where appropriate, post hoc analyses were conducted using the 

Student Newman-Keuls test. For all tests, significance was set at an alpha level of .01. 

Correlations were conducted to analyse reservations to prescribe long-term opioid use 

and the perception of the level of opioid use. Data was analysed using Statistica for 

Windows, version 5.1. 

Results 

Demographic Data and Prescribing Practices 

The majority of the physicians who responded were aged between 40 to 49 years (38%), 

compared to physicians aged between 20 to 29 years (4%), 30 to 39 years (25%), and 50 

plus years (33%). More male physicians (75%) than female physicians (25%) completed 

the surveys. The employment characteristics and professional experience of the 

physicians who responded to the survey are shown in Table 13. As can be seen, the 

majority of the respondents were general practitioners (64%) and worked in private 

practice (63%). The majority of the physicians who responded to the survey also 

indicated that they had 20 to 39 years experience working in the area of medicine and 

52% indicated that they had no experience in working specifically in pain management. 

Table 14 presents the number of chronic nonmalignant pain patients seen by the 

practitioner and the frequency with which opioids are prescribed for nonmalignant pain 

according to medical speciality. As could be expected, anaesthetists and palliative care 

physicians reported the highest numbers of chronic pain sufferers in their practice. A 



163 

• one-way analysis of variance was conducted with speciality as the independent variable 

and number of chronic pain patients as the dependent variable to investigate whether the 

differences seen in Table 14 were statistically significant. A significant main effect was 

found, F(5, 309) = 11.76,p<.001, with post hoc SNKs showing that anaesthetists and 

palliative care physicians see significantly more chronic pain patients within their 

practice than the other four categories of physician. 

Table 13. 

The Employment Characteristics and Professional Experience of the Physician 

Respondents (n=315) 

Employment Characteristic Number Percent 
Medical Speciality 

General Practitioner 200 63.89 
Rehabilitation 26 8.01 
Surgical 38 12.20 
Psychiatry 12 3.05 
Anesthiology 28 9.25 
Palliative Care/Oncology 11 3.70 

Employment Setting 
Public Hospital/Nursing Home 84 26.66 
Private Hospital/Nursing Home 33 10.48 
Private Practice 198 62.86 

Number of Years in Medicine 
0 — 9 Years 29 9.20 
10 — 19 Years 105 33.33 
20 — 29 Years 105 33.33 
30 — 39 Years 40 12.70 
40 plus Years 36 11.43 

Experience in Pain Management 
Nil 165 52.38 
1 — 9 Years 37 11.75 
10 — 19 Years 69 21.90 
20 — 29 Years 28 8.88 
30 plus Years 16 5.08 
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Further one-way analyses of variance indicated a trend for experience in medicine 

to impact on the number of chronic nonmalignant pain patients seen by the physician, 

F(3, 311)= 2.36, p<.05, with physicians with zero to nine years experience seeing fewer 

chronic pain patients than physicians with 20 plus years of medical experience. The 

level of experience in pain management also impacted on number of chronic pain 

patients, F(4, 310)= 15.13, p<.001, with physicians with less than nine years of pain 

management experience seeing significantly fewer chronic pain patients than physicians 

with 20 plus years pain management experience. The age of the physician did not 

impact on the number of chronic pain patients seen by the physician. 

Table 14. 

Mean Percentage of Chronic Nonmalignant Pain Patients in Physician's Practice and 

Mean Frequency of Opioid Prescription for Each Medical Speciality 

Medical Speciality 	Number of Patients Prescribing Frequency* 
General Practitioner 	0-10% 	 1.86 
Rehabilitation 	 11-20% 	 0.65 
Surgical 	 0-10% 	 0.55 
Psychiatry 	 0-10% 	 0.75 
Anesthiology 	 21-30% 	 1.04 
Palliative Care 	 31-40% 	 2.91 

* Frequency rating — 0= Does not prescribe, 6= Consistently prescribes opioids. 

In relation to prescribing frequency, the average rating across all respondents was 

1.52, indicating that opioids are rarely prescribed for patients with chronic nonmalignant 

pain. Palliative care physicians and general practitioners were the most likely to indicate 

that they prescribe opioids for chronic nonmalignant pain. A one-way analysis of 

variance conducted to investigate whether medical speciality influenced prescribing 
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frequency found a significant main effect, F(5, 309)= 17.49,p.<.001, with post hoc 

SNKs showing palliative care physicians significantly more likely to prescribe than 

rehabilitation, surgical, psychiatric, and anesthiology physicians. General practitioners 

indicated that they prescribe opioids for chronic nonmalignant pain on a significantly 

more frequent basis than rehabilitation, surgical, and psychiatric physicians. Further 

one-way analyses of variance found that physician age impacted significantly on 

prescribing frequency, F(3, 311)= 6.50, p<.001, with physicians aged 40 years plus 

significantly more likely to indicate that they prescribe opioids than physicians aged 20- 

29 years. Experience in pain management impacted significantly of prescribing 

frequency, F(4, 310)= 4.05,p<.01, with physicians with less than nine years of pain 

management significantly less likely to indicate that they prescribe opioids than 

physicians with 20 plus years of pain management experience. Medical experience did 

not impact on prescribing frequency. 

Issues in Prescribing Long-Term Opioids for Chronic Nonmalignant Pain 

The respondents rated the seriousness of a number of different issues surrounding the 

prescription of opioids for chronic nonmalignant pain. The respondents were asked to 

indicate their level of agreement to statements concerning addiction, tolerance, physical 

dependence, and side effects. Table 15 lists the mean rating for these questions. In 

general, respondents were less concerned about side effects of long-term opioid use than 

with tolerance and physical dependence. The respondents also tended to feel that the 

problem of addiction has been overemphasised and has impeded the long-term 

prescribing of opioids. A number of significant correlations were revealed regarding 

reservations to prescribe long-term opioid use and the perception of the level of opioid 

use. The perception that opi -oids are currently underutilised in the treatment of chronic 
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nonmalignant pain was found to correlate significantly and positively with the 

perception that addiction has been overemphasised (r=.60) and that physical dependence 

is not a serious impediment to prescribing opioids (r=.45). A lack of reservations about 

prescribing opioids was also found to be significantly and positively related to the 

perception that addiction has been overemphasised (r=.50), and that tolerance (r=.38) 

and physical dependence (r=.58) are not serious impediments to prescribing. 

Table 15. 

Mean Rating for Impediments to Prescribing of Long-Term Opioids for Chronic 

Nonmalignant Pain (0= Strongly Disagree, 6= Strongly Agree) 

Question 	 Mean Rating 
1. The problem of addiction has been overemphasised 	 3.32 
2. Tolerance is not a serious impediment 	 2.93 
3. Physical dependence is not a serious impediment 	 2.75 
4. Side effects (e.g., nausea, sedation) are not serious impediments 	3.39  

In order to investigate whether the employment characteristics of the physician 

impacted on perception of the impediments to prescribing long-term opioid use, a series 

of two-way mixed analyses of variance were conducted. A significant two-way 

interaction was revealed between medical speciality and impediment to prescribing, 

F(15, 927)= 2.86, p<.001. As can be seen in Figure 15, and confirmed by post hoc SNK 

analyses, anesthiologists were significantly more concerned about tolerance than 

rehabilitation physicians and significantly more concerned about physical dependence 

than palliative care physicians. Palliative care physicians were significantly less 

concerned with the issue of addiction than psychiatrists, general practitioners, surgeons, 
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and anaesthetists and significantly less concerned with side effects than general 

practitioners. 

Addiction 	Tolerance 	Physical 
	

Side Effects 
Impediment to Prescribing 

Figure 15. The effect of medical speciality on impediments to the prescribing of long-

term opioid use. 

The frequency with which the physician reported prescribing opioids for chronic 

nonmalignant pain was found to significantly impact on the perception of impediments 

to prescribing, F(18, 924)= 5.36, p<.001. As seen in Figure 16, and confirmed by post 

hoc SNKs, physicians who rarely to never prescribe opioids were significantly more 

likely to be concerned with the issue of addiction and physical dependence than 

physicians who prescribe opioids on a very frequent basis. The employment setting of 

the physician, level of medical experience, level of pain management experience, and 
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impediments to long-term opioid prescription. 

— Never 
Very Rarely 
Rarely 

- -A—  Sometimes 
-4-- Frequently 

Very Frequently 
Consistently 

Figure 16. The impact of prescribing frequency on perception of impediments to the 

prescribing of long-term opioid use. 

Physician Perception of Treatment Goals in Long-Term Opioid Use 

The physicians surveyed were asked to rate their level of agreement in relation to the 

importance of two treatment outcomes in terms of treatment goals. The response to each 

of these questions is listed in Table 16. As can be seen, the respondents were more 

likely to perceive the primary goal of treatment as an improvement in function. 

A series of two-way mixed analyses of variance were conducted in order to 

investigate whether the employment characteristics of the physician impacted on 

perception of the treatment goal. The interactions of treatment goal with medical 
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experience, F(4, 310)= 7.15, p<.001, and pain management experience, F(4, 310)= 6.19, 

p<.001, were found to be significant. Post hoc SNK analyses found that physicians with 

less than ten years medical experience significantly less likely to view the treatment goal 

as symptomatic relief than physicians with 20 years or more medical experience. 

Physicians with less than ten years pain management experience were also significantly 

less likely to view symptomatic relief as the treatment goal than physicians with 20 or 

more years pain management experience. 

Table 16. 

Physician Perception of the Primary Goal of Treatment for Chronic Nonmalignant Pain 

(0= Strongly Disagree, 6= Strongly Agree) 

Goal Of Treatment 	 Agreement Rating 
1.The primary goal of treatment for chronic nonmalignant pain is 	4.38 
improvement in function 
2. The primary goal of treatment for chronic nonmalignant pain is 	3.99 
symptomatic relief  

The number of chronic pain patients in the physicians practice, F(5, 309)= 2.36, 

p<.01, and the frequency with which the physician prescribes opioids, F(6, 308)= 5.45, 

p<.001, were found to interact significantly with perception of the treatment goal. Post 

hoc SNK analyses revealed that physicians whose patients include 11 to 20% chronic 

pain patients are significantly less likely to view the goal of treatment as symptomatic 

relief. Physicians who consistently prescribe opioids for chronic nonmalignant pain 

were significantly less likely to view the goal of treatment as symptomatic relief than all 

other categories of prescribing. The interaction between employment setting and 

treatment goal was not significant. 
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Perception of Level of Opioid Use for Chronic Nonmalignant Pain and Regulatory 

Pressures 

The respondents were asked to indicate their level of agreement with two statements 

pertaining to the level of use of opioids for chronic nonmalignant pain and one question 

pertaining to the impact of regulatory pressures on prescribing practices. The agreement 

rating for each of these questions is listed in Table 17. In general, the physicians 

indicated that they do not feel that opioids are currently underutilised in the treatment of 

chronic nonmalignant pain, however they have reservations about prescribing opioids 

for long-term use. The initial rating for regulatory pressures indicates that the reluctance 

to prescribe is due to medical reasons rather than regulatory pressures. 

Table 17. 

Physician Perception of the Utilisation of Opioids for Chronic Nonmalignant Pain and 

the Impact of Regulatory Pressures on Prescribing Practices (0= Strongly Disagree, 6= 

Strongly Agree) 

Survey Question 	 Agreement Rating 
1. Opioids are underutilised in the treatment of chronic nonmalignani 	2.37 
pain 
2. I have no reservations about prescribing opioids on a long-term 	1.95 
basis for chronic nonmalignant pain 
3. I find myself underprescribing opioids for patients with chronic 	2.19 
nonmalignant pain due to regulatory pressures, rather than strictly 
medical reasons. 

In order to investigate whether the employment characteristics of the physician 

impacted on perception of these issues a series of two-way mixed analyses of variance 

were conducted. The interaction between medical speciality and prescribing issue was 

found to be nonsignificant, however, a trend was found, F(10, 618)=1.65,p= .08. In 
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general, palliative care physicians (M=3.00) were less likely to have reservations about 

prescribing opioids on a long-term basis than anaesthetists (M=1.57) and psychiatrists 

(M=1.67). 

The two-way interaction between number of chronic pain patients in the 

physicians practice and prescribing issue reached significance, F(10, 618)= 2.28, p<.01, 

with post hoc SNK analyses indicating that physicians whose practice consists of 60% 

or more chronic pain patients were significantly more likely to have reservations about 

prescribing long-term opioid use but less likely to feel that their prescribing practices are 

influenced by regulatory pressures than physicians with 20% or less chronic pain 

patients. 

The two-way interaction between prescribing frequency and prescribing issue was 

also found to be significant, F(12, 616)= 3.25, p<.001. Post hoc analyses revealed that 

physicians who very frequently to consistently prescribe opioids for chronic 

nonmalignant pain were significantly more likely to feel that opioids are underutilised 

and have significantly fewer reservations about prescribing them than physicians who 

sometimes to never prescribe opioids. Also, physicians who very frequently to 

consistently prescribe opioids for chronic nonmalignant pain were significantly more 

likely to indicate that their prescribing practices are impeded by regulatory pressures 

than physicians who very rarely to never prescribe opioids. The two-way interactions 

between employment setting, medical experience, and prescribing issue did not reach 

significance. 
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An Examination of the Types of Medications Prescribed for Chronic Nonmalignant 

Pain 

The physicians were asked to indicate the type of medication they prescribe for chronic 

nonmalignant pain relief and the approximate percentage of patients maintained on each 

medication type. The response to this question is detailed in Table 18. As can be seen, 

the physicians surveyed identified medications from a variety of drug classes and 

schedule categories. The most frequently prescribed schedule 8 opiate analgesic was MS 

Contin, with physicians prescribing this medication for approximately 12% of their 

chronic nonmalignant pain patients. The most frequently prescribed schedule 2 and 4 

opiate pain reliever was Panadeine Forte, with physicians prescribing this for 

approximately 25% of their chronic pain patients. The most popular drugs of choice 

were simple analgesics (e.g., Panadol, Panamax), with percentages ranging from 

approximately 10% to 43% for drugs in this class. The most popular NSAIDs included 

Brufen (15.33%) and Voltaren (12.69%). 

Discussion 

The results of this study indicate that, in general, physicians choose not to 

prescribe opioids for chronic nonmalignant pain with the majority of the respondents 

indicating that they rarely prescribe opioids for this type of patient. In contrast to the 

relatively small sample of respondents (13%) in the Turk and Brody (1992) study who 

indicated that they do not maintain any patients on long-term opioid use, 64% of the 

current sample indicated that they do not prescribe opioids for chronic nonmalignant 

pain. 



Table 18. 
Drug Class and Schedule Ca 
Chronic Nonmalignant Pain 

tegoly of Medications Prescribed by Physicians for 
Patients 

Drug Class Medication Schedule 
Opiate Analgesic Morphine S8 

Anamorph 1.51 
Kapanol 7.53 
MS Contin 12.40 

Oxycodone S8 
Endone 9.16 
Prolodone 0.58 

Synthetic Opioid Analgesic Dextropropoxyfene S4 
Capadex 5.22 
Digesic 6.85 

Opiate Pain Reliever Codeine S2, S4 
Codral Forte 3.09 
Mersyndol Forte 5.27 
Panadeine Forte 26.62 
Veganin 4.36 

Analgesic Paracetamol S2 
Panadol 31.57 
Panamax 42.96 
Panalgesic 10.51 

NSAID Aspirin S2 
Ecotrin 5.75 

Ibuprefen S3, S4 
Brufen 15.33 

Piroxicam S4 
Feldene 10.64 

Indomethacin S4 
Indocid 7.93 

Naproxen S3, S4 
Naprosyn 8.51 
Proxen SR 6.15 

Diclofenac S4 
Voltaren 12.69 

Anti-Migraine Agent Ergotamine S4 
Cafergot 1.69 
Migral 3.96 

Sumatriptan S4 
Imigran 8.60 

Pizotifen S4 
Sandomigran 5.64 

Benzodiazepine Temazepam S4 
Euhypnos 13.02 

Nitrazepam S3, S4 
Mogadon 9.38 
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This finding is similar to the finding of Turk et al. (1994) who also reported that 

American physicians were reluctant to prescribe opioids on a long-term basis for 

chronic nonmalignant pain. A number of respondent characteristics were found to 

impact on prescribing practices. Palliative care physicians and general practitioners were 

more likely to prescribe opioids on a long-term basis than their colleagues employed in 

the areas of psychiatry, surgery, or rehabilitation. 

Level of pain management experience influenced prescribing practices with more 

experienced physicians indicating that they prescribe opioids more often then their less 

experienced colleagues. The differences observed between medical specialities and 

levels of pain management experience suggest that opioid prescribing practices are 

influenced by the type of patient seen by the physician and direct experience in pain 

management. Further research is required to investigate whether the changes in 

prescribing practices across the levels of pain management experience are attributable to 

an increase in pain management knowledge, specifically in relation to the 

pharmacological management of pain. 

Palliative care physicians surveyed in the current study were significantly less 

concerned about the issues of addiction, negative side effects, and physical dependence 

suggesting that the focus of treatment may differ from that of the patients treated by 

physicians from the other medical specialities. Although the current study failed to find 

significant differences between the medical speciality and the goal of treatment, 

palliative care physicians were more likely to indicate that symptomatic relief (i.e., 

reduction in pain) is sufficient justification to prescribe long—term opioid medications. 

This assumption is consistent with the findings of Turk etal. (1994) who also observed 

differences in prescribing practices and treatment goals across the medical specialities. 

Surgeons and psychiatrists in the current study and that of Turk et al. (1994) displayed 
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higher levels of concern regarding addiction, tolerance, and negative side effects and 

viewed improvement in function as a more important goal than symptomatic relief. 

Given that the role of the psychiatrist involves both pharmacological and psychological 

management of pain, difficulties may arise when attempting to treat both the 

physiological and psychological consequences of chronic pain. 

The respondents in the current study were similar to those in the Turk and Brody 

(1992) study in indicating that they had some reservations about prescribing opioids on 

a long-term basis and that these reservations were not due to regulatory pressures but 

differed in relation to the perception of the level of use of opioids. Unlike the 

respondents in the Turk and Brody (1992) study, the current sample did not feel that 

opioids are underutilised in the treatment of chronic nonmalignant pain. The prescribing 

frequency of the current sample was found to influence perception of the level of opioid 

use and regulatory pressure, with very frequent to consistent prescribers more likely to 

feel that opioids are underutilised and to feel that their prescribing ability is impeded by 

regulatory pressure. Given that very frequent prescribers were less concerned about the 

issues of addiction and physical dependence than physicians who rarely prescribe 

opioids, physicians' attitudes towards these issues may change with exposure. If the 

physician Chooses to regularly prescribe opioids for a large proportion of patients with 

chronic nonmalignant pain but a relatively small percentage experience difficulties in 

relation to addiction, then the physicians attitude toward this issue would be expected to 

improve. In contrast, if the physician only prescribes opioids for a few patients and one 

patient experiences difficulties in relation to addiction, the physician may be tempted to 

draw the conclusion that a greater percentage of chronic pain patients become addicted 

than actually do. 
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The aim of the current study was not to provide evidence that either supports or 

refutes the use of long-term opioid medications in the treatment of chronic 

nonmalignant pain but rather to identify the prescribing practices and concerns that 

physicians may have regarding this issue. The results of the current study indicate that 

the current sample of Tasmanian physicians have some reservations about prescribing 

long-term opioid use for chronic nonmalignant pain and this may be indicative of a 

belief that opioid therapy is not beneficial to some patients with chronic nonmalignant 

pain. The findings of the current study show that a large percentage of the chronic 

nonmalignant pain patients within the State are treated by a relatively small proportion 

of the State's physicians. Similarly, it appears that a large percentage of the 

prescriptions for opioids for chronic nonmalignant pain are completed by a relatively 

small proportion of the State's physicians. Further research is needed to gain an 

understanding of the type of chronic pain patient physicians feel can benefit from long-

term opioid use. This research will need to identify the type of patient who can benefit 

from opioid medication and the type of patient who may have the potential for 

developing difficulties regarding their opioid use (e.g., addiction). In order to do this, 

research is needed that investigates the type of factors that contribute to a physician's 

decision to prescribe opioids. 
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Chapter 12 

Study Six: An Examination of the Role of Long-Term Opioid Use in the Treatment 

of Chronic Nonmalignant Pain within the General Community. 

The use of long-term opioid therapy for chronic nonmalignant pain continues to be 

controversial due, in part, to discrepancies in the patient characteristics of the sample 

used. It has been found that the comparability of patients treated in multidisciplinary 

pain centres and those in the general community is problematic yet conclusions continue 

to be drawn regarding the effectiveness of opioid therapy from patients who attend 

multidisciplinary pain clinics and these conclusions are generalised across patients 

within the general community. Furthermore, the majority of the published literature 

relates to patients cared for by multidisciplinary centres with a limited number of studies 

addressing opioid use within primary care samples. Therefore, additional research is 

required that addresses the use of long-term opioid therapy in patients within the general 

community. Further research examining the use of long-term opioid therapy within the 

community may help to resolve the discrepancies conveyed in the literature to date. 

Given that the majority of the research has appeared to focus on the perception of 

the health care team regarding the effectiveness of opioid medications, further research 

examining patient perception of effectiveness is required. This research is needed 

because it can not be assumed that the physician's perception of side effects, 

effectiveness, and impact on daily functioning of opioid medications is the same as the 

patient's. Research regarding patient's perception of opioid use and effectiveness may 

facilitate the physician's decision process by allowing the physician an improved 

understanding of patient needs. Information gained regarding areas of improvement or 
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deterioration following the implementation of opioid therapy may help to develop a 

decision tree regarding the suitability of the patient for long-term opioid use. 

Furthermore, further research is required that investigates the factors that influence the 

physician's decision to prescribe long-term opioid therapy. This is especially important 

as the only published study to address this issue to date (Turk & Okifuji, 1997) has 

reported data from patients attending a multidisciplinary pain clinic and not patients 

within the general community. 

Given these issues, using a sample of chronic pain patients, within the Tasmanian 

community, the current study aimed to address the following issues regarding the long-

term opioid therapy in the treatment of chronic nonmalignant pain: 

1. Long-term opioid therapy and quality of life 

a. Does the participant's use of long-term opioid therapy impact on their self-report 

of pain severity and ability to function? 

b. Are participants satisfied with the effectiveness of their medication regimen and 

how does it impact on their quality of life? 

2. Long-term opioid therapy and psychological symptomatology 

a. Does the use of long-term opioid therapy impact on the psychological 

symptomatology of the participant? 

b. Does the participant's use of long-term opioid therapy impact on their beliefs 

regarding their chronic pain condition? 

c. Are participants who use long-term opioid therapy more likely to use alcohol or 

illicit substances as pain relief measures? 

3. Long-term opioid therapy and health care treatment 

a. Is patient satisfaction with the treatment received by health care services 

influenced by participant variables or medication group? 
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b. Is the level of health care utilisation influenced by participant variables (e.g., 

age, sex) or medication group? 

c. Do participants using long-term opioid therapy experience difficulties in the 

client-pharmacist or patient-physician relationship due to their medication used? 

d. Which factors can predict a physician's decision to prescribe long-term opioid 

therapy for chronic nonmalignant pain? 

4. Consequences of long-term opioid therapy 

a. Does the long-term use of opioid medications lead to an increase in the levels of 

medication misuse? 

b. Do significant differences exists between medication groups in relation to ratings 

of tolerance, difficulties associated with withdrawal, or concern about negative 

side effects? 

c. Do a significant proportion of the chronic pain participants using long-term 

opioid therapy qualify as prescription opiate abusers? 

Method 

Participants 

One hundred and four patients who were being treated for chronic nonmalignant pain 

within the Tasmanian community were recruited to participate in the study. The age of 

the participants ranged from 24 years to 63 years. The majority of the participants were 

aged 40 years or more (75%) and female (66%). A variety of pain syndromes were 

represented within the sample, with the most common being low back pain (54%) and 

the least common being shoulder pain (9%). A further breakdown of the primary and 

secondary pain sites is presented in the results section. Of the sample, 63 participants 
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(61%) were currently using long-term opioid therapy. A further breakdown of the 

medication types is presented in the results section. Participants with a current or 

previous involvement in multidisciplinary pain clinics were not included in the study. 

Instruments 

Confidential Participant Questionnaire: This questionnaire was designed to gather 

information regarding the participant's pain condition and treatment history (see 

Appendix L). Section one of the questionnaire consisted of 25 questions relating to the 

participants' treatment by their primary treating physician. Section two of the 

questionnaire contained 18 questions relating to the participants' treatment by 

physicians they had been referred to for assessment or treatment. Section three of the 

questionnaire contained 12 questions regarding the participants' need to display pain 

behaviours overtly in order to validate their complaints and the participants reliance on 

the medical system to treat their pain condition. Section four of the questionnaire 

gathered information relating to the participants' use of pain relief medications and 

other substances used for pain relief. Section five of the questionnaire asked participants 

about their current situation and background. 

Survey of Pain Attitudes (SOFA): The SOPA is a 57-item self-report measure that 

was used to assess seven beliefs (Control; Solicitude; Medication; Disability; Emotion; 

Medical Cure; Harm) related to the participant's pain condition (Jensen, Karoly, & 

Huger, 1987; Jensen & Karoly, 1991; Haythorrithwaite, Menefee, Heinberg, & Clark, 

1998). The scales have been found to have good internal consistency (Jensen, Turner, 

Romano, & Lawler, 1994). 

Battery For Health Improvement (BHI): The BHI is a self-report multiple-choice 

questionnaire designed to identify factors that may impede a person's normal course of 
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recovery from a physical injury (Bruns, Disborio, & Disorbio, 1996). The questionnaire 

incorporates 14 scales that can be grouped into three content areas (psychological 

factors, environmental factors, physical factors). The questionnaire has been designed to 

address the issue of over-pathologising in samples of medical patients. The 

questionnaire has good internal consistency and validity (Bruns et al., 1996). 

Pain Interference and Impairment Index (PII): The PII was developed by Eimer and 

Freeman (1998) in order to provide a straight forward, clinically useful, self-report 

measure of the intensity and frequency of pain's interference with activities of daily 

living. The questionnaire allows for an assessment of the participant's functional 

impairment in terms of intermittent, occasional, frequent, or constant pain impairment 

and minimal, mild, moderate, or marked pain intensity. 

Symptom Checklist-90-Revised (SCL-90-R): The SCL-90-R is a self-report symptom 

inventory designed to reflect the psychological symptom patterns of psychiatric and 

medical patients (Derogatis, 1983). The inventory is scored and interpreted in the form 

of nine primary symptom dimensions (Somatisation; Obsessive-Compulsive; 

Interpersonal Sensitivity; Depression; Anxiety; Hostility; Phobic Anxiety; Paranoid 

Ideation; Psychoticism) and three global indices of distress (Global Severity; Positive 

Symptom Distress; Positive Symptom Total). 

Stress Symptoms Checklist (SCL): This instrument was developed by Eimer and 

Allen (1995) to assess anxiety-related and stress symptoms, including symptoms of 

post-traumatic stress disorder associated with chronic pain. The checklist produces two 

factors (Posttraumatic Anxiety Symptoms; Pain & Impairment) both of which have been 

found to display excellent internal consistency and acceptable test-retest reliability 

(Eimer & Freeman, 1998). 
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Medical Examination and Diagnostic Information Coding System (MEDICS): This 

questionnaire was used to quantify the physical findings observed in the participants. 

Physicians indicate whether 18 examination or diagnostic tests have been completed and 

whether the results obtained were positive or negative. The questionnaire has been 

found to have good inter-rater reliability (Rudy, Turk, & Brena, 1988), and has been 

used in published reports (e.g., Turk, Okifuji, & Sinclair, 1996; Turk & Okifuji, 1997). 

Physician Survey of Patient's Experience with Opioids: This questionnaire consisted 

of 16 questions relating to the participant's use of opioid medications (see Appendix 

M). 

Procedure 

Patient Questionnaire Packages: A total of 135 chronic pain suffers requested 

information regarding the study after seeing recruitment advertising themselves or 

through notification of the advertisement via family members, general practitioners or 

solicitors. Data was not recorded regarding the exact number of participants who 

contacted the researcher after citing the advertisement for themselves compared to those 

who were informed by a second party. The recruitment advertisements were placed in 

Tasmania's three main newspaper publications in order to ensure Statewide coverage. 

Of these 135, 122 participants agreed to take part in the study. Participants who chose 

not to take part did so out of concern about the length of time required to complete the 

study (approximately 2 hours) or a reluctance to involve their general practitioner in the 

study. Of the 122 participants who agreed to take part, 104 participants returned the 

questionnaires giving an overall response rate of 85.3%. Due to the sensitivity of the 

information contained in the questionnaire package participants were given the option of 

completing the questionnaires on their own or with the assistance of the researcher. 
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Three participants requested the assistance of the researcher to complete the 

questionnaires due to physical difficulties (e.g., inability to grasp pen). The 

questionnaire packages were returned an average of 12 days from date of receipt. 

Each participant was issued with two consent forms (see Appendix N and 0) that 

were returned separately from their questionnaires in order to ensure confidentiality. The 

first consent form detailed the study and the participant's requirements and was signed 

by the participant and the researcher. The second consent form contained the name and 

address of the patient's treating physician and gave the patient's physician consent to 

complete the MEDICS and the Physician Survey of Patient's Experience with Opioids 

(where applicable). The privacy of the participants was protected through the use of a 

numerical code that linked their questionnaires with those returned by the patient's 

treating physician. The patient's name or that of their treating physician was not entered 

on any of the questionnaires. 

Physician Questionnaires: Each treating physician was mailed the signed patient 

consent form, a copy of the MEDICS questionnaire and a copy of the Physician Survey 

of Patient's Experience with Opioids. Of the possible 63 patients maintained on long-

term opioid therapy 53 Physician Survey of Patient's Experience with Opioids forms 

were completed and returned by the treating physician giving an overall response rate 

for this questionnaire of 84.1%. Of the 122 copies of the MEDICS questionnaire mailed 

to treating physicians only 58 copies were returned giving an overall response rate of 

47.5%. Given that the names and addresses of treating physicians were not recorded to 

protect the privacy of the patient, no follow-up requests for the return of surveys could 

be made. The physician questionnaires were returned in an average of 47 days of 
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receipt. Ethical approval for the study was obtained from the University of Tasmania 

Ethics Committee (Human). 

Data analysis 

The data was analysed using a series of one-, two-, and three-way analyses of variance 

with the main independent variables of medication group, participant age or participant 

sex. The dependent variables for the analyses consisted of the participants' scores for the 

various questionnaires and their subscales described above. Post hoc analyses were 

conducted using Student Newman-Keuls Test. Significant differences are reported at the 

alpha level of .01. A logistic regression was used in order to ascertain which factors 

predict the prescription of long-term opioid therapy for chronic nonmalignant pain. Data 

was analysed using Statistica for Windows, version 5.1. 

Results 

Demographic and Background Medical Data 

The demographic and medical background details of the 122 participants are presented 

in Table 19. Participants were categorised as either belonging to the opioid or non-

opioid medication group depending on the types of medications recorded in section four 

of the Confidential Pain Questionnaire. As can be seen in Table 19, the majority of the 

participants were aged 40 years or more and a higher percentage of males were using 

long-term opioid therapy than females. The majority of the participants were married 

and were in receipt of compensation payments or disability support pensions. The most 

common pain site indicated was the lower back. 



Table 19. 

A Comparison of Participant Demographic and Medical Background Based on 

Medication Group (Opioid or Non-Opioid user). 

Variable Opioid Group Non-Opioid Group 
Age Category 

20 - 39 years 13 12 
40 — 49 years 23 15 
50 years plus 27 14 

Sex 
Male 25 10 
Female 38 31 

Marital Status 
Single 8 6 
Defacto 8 0 
Married 38 27 
Separated 2 2 
Divorced 7 5 
Widowed 0 1 

Income Support 
Personal Earnings 8 8 
Investments 2 0 
Compensation Payments 24 16 
Spousal Income 3 3 
Disability Support 26 14 

Pain Duration (Months) 68.35 63.72 
Primary Pain Site 

Head, Face, Neck 8 2 
Shoulder/Arm 2 7 
Upper Back 7 3 
Lower Back 40 16 
Hips/Upper Legs 6 13 

Average Number Pain Sites 7.62 5.80 

185 
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Does the participant's use of long-term opioid therapy impact on their self-report of 

pain severity and ability to function? 

Self-report of pain was measured using a Likert scale that ranged from 0 (no pain) 

to 10 (worst pain imaginable). Participants rated the severity of pain for each pain site 

noted. In general, the number of pain sites cited by each participant ranged from 1 to 18, 

with an average of 6.9 sites. The participants' ratings of pain levels ranged from 2 to 10, 

with an average pain intensity rating of 7.09. In order to investigate the impact of 

medication group on pain severity and on functionality participants' ratings were 

grouped according to medication type (opioid or nonopioid). A series of one-way 

(medication group) and two-way (medication group and sex or medication group and 

age) analyses of variance were conducted using the patient's self-reported pain intensity, 

number of pain sites, the pain complaints and muscular bracing scales of the BHI, the 

pain interference and impairment index of the PII, and the disability scale of the SOPA, 

and the MEDICS as dependent variables. 

A trend was found between the medication groups with regard to the number of 

pain sites noted, F(1, 102)= 5.86,p =.05, with patients in the opioid group citing more 

pain sites (M=7.62) than those in the nonopioid group (M=5.80). The average pain 

intensity rating for these sites was not found to differ significantly between the groups. 

The two-way analysis of variance between age and medication group failed to reveal any 

significant interaction for number of pain sites identified but a trend was found for pain 

intensity rating with opioid users aged 20-39 years having higher intensity ratings 

(M=8.1) than their nonopioid peers (M=6.5), F(2,98)=4.20, p=.05. A trend was also 

found for participant sex and medication group on the number of pain sites identified, 

F(1, 100)= 4.20, p=.05, with female opioid users identifying more pain sites (M=9.3) 
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than female nonopioid users (M=6.2). The two-way interaction between sex and 

medication group on pain intensity was nonsignificant. 

The pain complaints scale of the BHI assesses pain intensity across ten areas of 

the body and the muscular bracing scale is designed to assess the patient's physical 

response to stress trauma and injury (Bruns et al., 1996). Significant differences were 

found between the medication groups for the pain complaints scale, F(1, 102)= 4.21, 

p<.01, with patients in the opioid group reporting significantly higher pain complaint T 

scores (M=53.69) than those in the nonopioid group (M=48.39). Although the T score of 

the opioid group was significantly higher than that of the nonopioid group both groups 

were below a T score of 60 and so would not be classed as high or extreme scores on 

this inventory. No significant difference was found between the groups with regard to 

muscular bracing scores. Age was found to interact significantly with medication group 

on the pain complaints scale, F(2,98)= 8.18, p<.001, but no significant interaction was 

found for the muscular bracing scale. Post hoc SNK analyses found that opioid users 

aged 20-39 years displayed significantly higher pain complaint T scores (M=61) than 

nonopioid users (M=47) in this age category. Medication group was also found to 

interact significantly with sex for the pain complaints scale, F(1, 100)= 11.19, p<.01, 

and the muscular bracing scale, F(1, 100)= 5.04, p<.01. Post hoc SNK analysis showed 

that females opioid users (M=56.53) displayed significantly higher pain complaint T 

scores than female nonopioid users (M=49.39) but failed to find any significant 

differences between the two groups on the muscular bracing scale. 

In order to assess pain intensity and frequency of interference with daily living a 

percentage rating for the intensity and frequency scales of the PII was calculated for 

each participant (Eimer & Freeman, 1998). Significant differences were found between 

the medication groups for both the intensity scale, F(1, 102)= 15.00, p<.001, and the 



188 

frequency scale, F(1, 102)= 11.54, p<.001, of the PII. Participants in the opioid group 

reported significantly higher intensity and frequency ratings (M=45.76 and M=46.66 

respectively) than participants in the nonopioid group (M=37.33 and M=36.65 

respectively). The pain intensity percentage score for each group classified them as 

reporting mild to slight pain interference intensity and occasional pain interference 

frequency. Participant age was found to interact significantly with medication group for 

both the intensity, F(2,98)= 5.19, p<.01, and frequency scale, F(2,98)= 5.67, p<.01, of 

the PII. Post hoc SNK analyses showed that opioid users aged 20-39 years (M=1.46) or 

50 years plus (M=1.44) had significantly higher pain interference intensities and 

frequencies than their same aged peers in the nonopioid group (M=1.05 and M=1.02 

respectively). This finding was replicated in relation to the pain interference subscale, 

with opioid users aged 20-39 years (M=1.43) and 50 years plus (M=1.55) displaying 

significantly higher levels than their same aged peers in the nonopioid group (M=1.02 

and M=0.97 respectively). The two-way interaction between sex and medication group 

was not significant for either the intensity or frequency rating of the PII. 

The disability scale of the SOPA measures the participant's belief in their inability 

to function due to their pain condition. Higher scores reflect greater levels of perceived 

disability (maximum score of 40) (Jensen et al., 1994). Analysis failed to find a 

significant difference between the two medication groups with both groups reporting 

moderate levels of disability (opioid = 26.7, nonopioid = 24.5). A trend was found for 

the two-way interaction between age and medication group, F(2, 98)= 3.87, p=.05, with 

opioid users aged 50 years or more perceiving themselves as significantly more disabled 

than their same aged peers in the nonopioid group (M=28.33 and M=21.50 respectively). 

The two-way interaction between sex and medication group was not found to be 

significant. 
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Level of physical pathology was assessed using the MEDICS (Rudy et al., 1988) 

and weighed total scores were computed. One-way analysis of variance failed to find 

any significant differences in the physical findings of the two medication groups 

although the opioid group had slightly higher scores (M=.81) than the nonopioid group 

(M=.23). 

Are participants satisfied with the effectiveness of their medication regimen and how 

does it impact on their quality of life? 

Participants were asked to list all prescription medications used for pain relief and other 

symptoms associated with their pain condition (e.g., depression, anxiety, sleep 

disturbance). A complete list of the medications listed by participants is shown in Table 

20, including the drug class, schedule, and symptom prescribed for. As can be seen, 

participants use a variety of medications to control pain, moderate psychological 

symptoms (e.g., depression, anxiety), and to minimise sleep disturbance. Anti-

depressant medication (e.g., Endep) is used not only to elevate mood but also to reduce 

pain levels. Medication usage ranged from nil medication to six different medications 

used daily for pain and symptom relief, with an average of 2.17 medications used per 

participant. Of the participants using opioid medications for pain relief, 23 patients were 

using two brands and five patients were using three brands (e.g., Digesic, Tramal, and 

MS Contin). Duration of medication use for pain and symptom relief ranged from one 

month to ten years, with an average of 3.28 years for NSAIDs, 2.11 years for Tricyclic 

antidepressants, 2.51 years for opioid medications, 3.36 years for Benzodiazepines, and 

2.21 years for SSRIs. 

In order to investigate the differences between the two medication groups in 

relation to number and type of different medications used, a number of one-way 
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analyses of variance were completed. Participants in the opioid group (M=2.78) use 

significantly more medications in general than those in the nonopioid group (M=1.24), 

F(1, 102)= 30.03, p<.001, and significantly more medications designed specifically for 

pain relief (M=1.81) than those in the nonopioid group (M=0.68), F(1, 102)= 23.54, 

p‹.001. Participants in the opioid group were also more likely to use a medication from 

the Benzodiazepine class than participants in the nonopioid group, F(1, 102)= 4.08, 

p=.05, although this difference did not reach significance. The two medication groups 

did not differ significantly in relation to use of Tricyclic antidepressants, NSAIDs, or 

SSR1s. 

Participants rated their satisfaction with the instructions provided by their 

physician regarding their pain relief medications on a scale of 0 (no instructions) to 6 

(excellent instructions). Twenty-nine percent of participants felt that their physician had 

provided excellent information and instructions about their medications whereas 12% 

felt that the provision of information had been nonexistent to poor. There was no 

significant difference in the satisfaction ratings for each medication group. 

When asked if their pain medication was an effective pain relief measure and 

whether they could cope without medication, 49% responded that their medication was 

effective and 19% felt that they could cope without the use of medication. When asked 

how the use of pain relief medications had impacted on their quality of life, 25% 

indicated that there had been no change, 61% indicated that there had been a change for 

the better, and 14% indicated that their quality of life had decreased. Fifty-eight percent 

of the participants indicated that their use of pain relief medications had resulted in the 

reduction of social activities and 43% noted the need to cease employment due to pain 

relief medications. Medication group was not found to impact significantly on the 

responses to any of these questions. 
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Table 20. 
Medications Prescribed to Participants for Pain and Symptom Relief 
Drug Class and Brand Name * 	Prescription Schedule 
Anti-Depressant : Tricyclic 

Prothiaden 	 Yes 	S.4 
Endep 	 CC 	 66 

Anti-Depressant : SSRI 
Aropax 	 Yes 	S.4 
Zoloft 
	

66 

Cipramil 
	

46 
	

C6 

Prozac 	 66 
	

46 

Lovan 
Benzodiazepines 

Normison 	 Yes 	S.4 
Xanax 	 .46 

	
46 

Valium 	 66 
	

CL 

Rivotril 
	

66 

Serepax 
Rohypnol 
	

S.8 
NSAIDs 

Voltarin 	 Yes 	S.4 
Salazopyrin 	 46 

Celebrex 
Brufen 	 S.3,4 

Corticosteroid 
Solone 	 Yes 	S.4 
Prednisolone 	 46 	 64 

Anti-Epileptic 
Epilim 	 Yes 	S.4 
Neurontin 

Migraine  
Ergodryl Mono 	 Yes 	S.4 
Catapres 	 •44 

Anti-Cancer Drug 
Methotrexate 	 Yes 	S.4 

Synthetic Opioid Analgesic 
Digesic 	 Yes 	S.4 
Capadex 	 44 

Opioid-Like Analgesic 
Tramal 	 Yes 	S.4 

Opiate Pain Reliever 
Panamax Co 	 Yes 	S.4 
Mersyndol Forte 	 66 

Panadeine Forte 	 66 

Synthetic Opioid Analgesics 
Physeptone 	 Yes 	S.8 

Opiate Analgesic 
MS Contin 	 Yes 	S.8 
Kapanol 
	

GC 

Endone 	 66 

Oxycontin 	 G 

Morphine Sulfate 
* Note: Drug class, prescription information, schedule obtained from Upfal (2002). 

Symptom  

Sleep, Pain 	5 
Sleep, Pain, Depression 	13 

Depression 	4 
Depression 	6 
Depression 	3 
Depression 	4 

Pain 	 2 

Sleep 	 7 
Pain, Anxiety 	4 

Depression, Muscle Spasm 14 
Sleep 	 2 

Depression 	4 
Depression 	2 

Pain 	 8 
Pain 	 2 
Pain 	 6 
Pain 	 3 

Pain 	 2 
Pain 	 2 

Pain 	 7 
Pain 	 2 

Pain 	 2 
Pain 	 5 

Pain 	 4 

Pain 	 6 
Pain 	 2 

Pain 	 17 

Pain 	 12 
Pain 	 11 
Pain 	 25 

Pain 	 7 

Pain 	 8 
Pain 	 5 
Pain 	 5 
Pain 	 2 
Pain 	 6 
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Does the use of long-term opioid therapy impact on the psychological symptomatology 

of the participant? 

In general, a series of one-way between group analyses of variance were conducted 

using the patients' T scores for the subscales of the SCL-90R and the BHI in order to 

determine whether the two medication groups (or age groups or sex) differed 

significantly in relation to psychological symptoms. As can be seen in Table 21, 

participants in the nonopioid group had higher T scores for all SCL-90R subscales. 

Furthermore, both groups had T scores of 60 or greater on the somafisation, obsessive-

compulsive, depression subscales, and the global severity index. 

Although the nonopioid group had higher T scores on each of the subscales the 

only significant difference was found for the paranoid ideation sub scale, F(1, 102)= 

6.54, p<.01, with participants in the nonopioid group reporting significantly more 

paranoid ideation. However it is important to note that although this difference was 

significant the T score of both groups was below 60. A significant difference was also 

found between the two medication groups using the positive symptom distress index, 

F(1, 102)= 6.38, p<.01, with the nonopioid group displaying a significantly higher T 

score (M=64.59) than the opioid group (M=59.38). 

Sex differences were found for the somatisation, F(1, 102)= 15.95, p<.001, 

obsessive-compulsive, F(1, 102)= 9.79, p<.01, depression, F(1, 102)= 6.16, p<.01, 

anxiety, F(1, 102)= 11.11, p<.001, and the GSI, F(1, 102)= 9.24, p<.01 with males 

consistently displaying significantly higher T scores across these subscales than females 

(see Figure 17). Separate two-way analyses of variance (medication group by sex) were 

conducted on these SCL-90R subscale T scores in order to investigate whether these 

two variables interacted to affect the subscale T scores. The two-way interactions 

between sex and medication group failed to reach significance on any of the subscales. 
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Table 21. 

Psychological Factor Subscale T scores of the SCL-90R and BHI for Participants 

grouped by Medication (Opioid and Nonopioid)(standard deviations in parentheses) 

Inventory and Sub scale Opioid Group Nonopioid Group 
SCL-90R 

Somatisation 65.75 (10.31) 66.39 (9.34) 
Obsessive-Compulsive 60.70 (12.98) 63.73 (12.16) 
Interpersonal Sensitivity 56.49 (14.93) 61.63 (13.65) 
Depression 61.44 (15.81) 63.73 (11.89) 
Anxiety 57.38 (16.77) 61.68 (14.75) 
Hostility 55.84 (12.23) 58.07 (11.76) 
Phobic Anxiety 56.59 (13.52) 58.00 (13.01) 
Paranoid Ideation 51.00 (14.77) 58.05 (11.95) 
Psychoticism 56.71 (14.31) 61.61 (11.62) 
Global Severity Index 61.56 (15.28) 65.78 (11.90) 
Positive Symptom Total 55.38 (13.73) 60.83 (11.52) 
Positive Symptom Distress Index 59.38 (12.26) 64.59 (5.96) 

BHI 
Depression 58.35 (9.65) 52.85 (8.92) 
Anxiety 48.97 (10.33) 47.27 (11.63) 
Hostility 46.10 (11.10) 41.10 (11.11) 
Borderline 47.59 (9.96) 42.83 (10.12) 
Symptom Dependency 51.13 (12.21) 46.95 (11.47) 
Chronic Maladjustment 46.68 (9.24) 42.46 (8.28) 
Perseverance 49.59 (12.06) 56.66 (11.75) 

Note: Higher T score reflects greater level of symptomatology. 

Age differences were found for anxiety, F(2, 101)= 5.35, p<.01, hostility, F(2, 

101)= 5.28, p<.01, and paranoid ideation, F(2, 101)= 5.73, p<.01, with participants aged 

20-39 years consistently displaying higher T scores on these subscales than participants 

aged 50 years or more (see Figure 18). Separate two-way analyses of variance 

(medication group by age) were also conducted on these SCL-90R subscale T scores in 

order to investigate whether these two variables interacted to affect the subscale T 

scores. A significant two-way interaction between age and medication group was found 



Figure 1 8. Age differences across the subscales of  the SCL-90R. 
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Figure 17. Sex differences on the subscales of  the SCL-90R. 
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Although the nonopioid group displayed higher SCL-90R T scores than the opioid 

group, they displayed consistently lower BHI scores, with the exception of the 

perseverance scale where the opposite was true. One-way analyses of variance found 

significant differences in the psychological factor subscales of the BHI between the two 

medication groups. Participants in the opioid group had significantly higher depression, 

F(1, 102)= 8.53, p<.01, perseverance, F(1, 102)= 8.70, p<.01, and maladjustment, F(1, 

102)= 5.60, p<.01, subscale scores than those participants in the nonopioid group. 

Sex differences were revealed for the symptom dependency subscale with males 

(M=55) displaying significantly higher scores than females (M=46), F(1, 102)= 14.86, 

p<.001, and for the maladjustment subscale, F(1, 102)= 19.09, p<.001, with males 

(M=50) again displaying higher scores than females (M=42). A significant main effect 

was also revealed for the perseverance subscale, F(1, 102)= 7.66, p<.01, with females 

(M=55) displaying significantly higher perseverance scores than males (M=47). Separate 

two-way analyses of variance (medication group by sex) were conducted on these BHI 

subscale scores to investigate whether these two variables interacted to effect BHI 

subscale scores. The two-way interaction between sex and medication group on the 

symptom dependency subscale approached significance, F(1, 100)= 3.62, p=.06, with 

males (M=58) in the nonopioid group displaying higher scores than females (M=43) in 

the nonopioid group. The two way interaction in relation to maladjustment scores was 

also approached significance, F(1, 100)= 5.38, p=.05, with males (M=53) in the opioid 

group displaying higher maladjustment scores than males (M=44) in the nonopioid 

group. The two-way interaction between sex and medication group on the perseverance 

subscale did not reach significance. 

The SSCL (Eimer & Allen, 1995) was used to assess anxiety and stress-related 

symptoms including symptoms of posttraumatic stress disorder. In general, the 
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medications groups differed only slightly in the total percentage of symptoms (opioid = 

38%, nonopioid = 36%), number of posttraumatic symptoms (opioid =25%, nonopioid 

= 26%), and the number of pain and impairment symptoms endorsed (opioid = 44%, 

nonopioid = 39%). A series of one-way analyses of variance conducted using the factors 

of medication group, participant age, and sex to investigate their effect on the three 

ratings of the scale (total percentage of symptoms positively endorsed, posttraumatic 

anxiety symptomatology, pain and impairment symptomatology) found that age was the 

only impacting factor. Participants in the youngest age category (M=44%) were 

significantly more likely to endorse a greater percentage of symptoms than their 

counterparts in the oldest age category (M=31%), F(2, 101)= 7.74, p<.001, to endorse a 

greater percentage of posttraumatic stress symptoms (M=34% and M=19% 

respectively), F(2, 101)= 8.96, p<.001, and feel significantly more impaired by their 

pain (M=47% and M=36% respectively), F(2, 101)= 6.11, p<.01. 

Does the participant's use of long-term opioid therapy impact on their beliefs regarding 

their chronic pain condition? 

In order to investigate the impact of medication type on pain beliefs a series of two-way 

analyses of variance were conducted using the participants' scores for the seven beliefs 

measured by the SOPA. The scores for each belief are presented in Table 22 for each 

medication group. As can be seen, participants were more likely to have the belief that 

chronic pain is disabling than the belief that they should be treated solicitously when 

they are in pain. The medication groups differed only slightly in relation to beliefs 

regarding the use of medication as a pain treatment and the perception that pain can be 

cured medically. 
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The two-way analysis of variance (medication group by belief) conducted on the 

seven beliefs of the SOPA revealed a significant main effect for belief, F(6, 612)= 

77.48, p<.001, with participants significantly more likely to hold the belief that they are 

disabled by their pain condition and significantly less likely to believe that others should 

respond solicitously to their pain than the other six beliefs. 

Table 22. 

The Belief Patterns of Participants Across the Medication Groups 

SOPA Subscale* Opioid Group Nonopioid Group 
Control 14.54 (6.20) 15.83 (7.29) 
Disability 26.70 (6.41) 24.49 (7.26) 
Harm 18.24 (5.90) 18.27 (6.41) 
Emotion 12.87 (6.41) 14.68 (7.79) 
Medication 20.90 (3.18) 17.56 (4.53) 
Solicitude 9.68 (5.30) 7.34 (4.64) 
Medical Cure 13.49 (6.12) 13.37 (6.81) 

* Note: Higher scores reflect a greater level of belief. 

In order to investigate whether participants' age or sex interacted with medication 

group to impact on the beliefs measured by the SOPA, separate two-way analyses of 

variance were conducted (age or sex by medication group) on each of the seven beliefs. 

The interaction between age and medication group on the belief that pain is disabling 

approached significance, F(2, 98)= 3.87, p=.05, with opioid users aged 50 years or over 

more likely to feel disabled by their pain then their same age peers in the nonopioid 

group (M=28.33 and M=21.50 respectively). Significant interactions were revealed for 

the belief that others should respond solicitously to pain, F(2, 98)= 4.77, p<.01, with 

post hoc SNK analyses showing that opioid users aged 50 years or more were 

significantly more likely to feel the need for others to treat them solicitously than their 
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peers in the nonopioid group (M=11.19 and M=4.86 respectively). The only significant 

two-way interaction between sex and medication group that approached significance 

was for the belief that medications are appropriate for the treatment of chronic pain, F(1, 

100)= 5.34, p=.05, with male opioid users more likely to hold this belief than their 

nonopioid counterparts (M=22.92 and M=17.30 respectively). 

Are participants who use long-term opioid therapy more likely to use alcohol or illicit 

substances as pain relief measures? 

Participants were asked to list any substances used specifically for pain and symptom 

relief (e.g., alcohol, marijuana), including the use of unprescribed pain relief 

medications. Forty-two percent of the participants indicated that they had used alcohol 

or illicit substances for pain and symptom relief at some stage. Alcohol (26%), 

marijuana (28%), opiates (2%), morphine (3%), and heroin (4%) were listed as pain 

relief measures currently used by the participants. One participant indicated that they 

had been hospitalised due to the use of alcohol or illicit drugs and seven participants 

indicated that they had been involved in legal proceedings due to illicit drug use. All 

seven patients in this case were part of the opioid medication group. Substance use was 

found to vary significantly across the medication groups, F(1, 102)= 7.59, p<.01, with 

opioid users (M=0.64) significantly more likely to use alcohol or illicit substances for 

pain relief than nonopioid users (M=0.29). 

Is patient satisfaction with the treatment received by health care services influenced by 

participant variables or medication group? 

In order to measure satisfaction with the treatment received from their primary treating 

physician, the participant was asked to indicate on a scale of 0 (never) to 7 (consistently) 
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25 questions relating to the patient/physician relationship. These 25 questions were then 

grouped into four different categories of patient/physician relationship — 

communication, reliance on pharmacological or surgical intervention, emphasis on 

physical activity levels, and physician attitude. Data relating to the four categories was 

obtained in relation to the participant's primary treating physician and also in relation to 

the physician they may have been referred to due to their pain condition (e.g., medico-

legal referrals). Responses were calculated for each category and an average rating 

obtained for each physician type. 

In general, participants felt that the level of communication between themselves 

and their primary treating physician was quite good (M=4.27) but that communication 

was only adequate with physicians to whom they had been referred (M=3.61). 

Participants indicated that their primary physician placed a strong emphasis on 

pharmacological or surgical treatments for their pain (M=4.63) as did physicians to 

whom they had been referred (M=5.22). Both primary (M=3.28) and referred physicians -

(M=3.08) placed only a moderate emphasis on the physical activity levels of the 

participant. In relation to negative attitude expressed by the physician toward the 

participant, participants indicated minimal negativity for primary (M=5.14) but slightly 

more for referred (M=4.97) physicians. 

In order to determine whether satisfaction with these aspects of the patient 

physician relationship are influenced by participant variables (medication group, 

participant age, and sex) a series of three-way analyses of variance were conducted. The 

analysis using medication group (opioid and nonopioid), physician type (primary and 

referred) and relationship category (communication, pharmacological/surgical, physical 

activity, and negativity), failed to produce a significant interaction between medication 

group and physician type, or medication group and relationship category. However, a 
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significant interaction was found for physician type by relationship category, F(3, 306)= 

15.06, p<.001, with participants feeling that the levels of communication were 

significantly better with their primary physician than with referral physicians and that 

referral physicians place a significantly greater emphasis on pharmacological and 

surgical intervention than primary physicians. 

Participant age was found to interact significantly with relationship category, F(6, 

303)= 15.60, p<.001, but not with physician type. As can be seen in Figure 19, and 

supported by post hoc SNKs, participants aged 20-39 years were significantly less 

satisfied with levels of communication than participants aged 50 years or more and 

significantly more inclined to encounter negative attitudes of physicians towards their 

pain condition than the remaining two age groups. 
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Figure 19. Mean rating for satisfaction with the patient-physician relationship by age of 

the participant. 
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Participants were asked to rate their satisfaction with the extent to which their pain 

condition had been explored by their primary physician and whether they felt that 

further investigations needed to be conducted. Forty-eight percent of the participants 

indicated that they were not satisfied with the level of exploration but only 26% felt that 

further investigations should be carried out. Participant age, F(2, 101)= 8.11, p<.001, 

and medication group, F(1, 102)= 4.42, p<.01, were found to impact on satisfaction with 

the level of exploration. Participant age was also found to impact on the desire for 

further investigation, F(3, 96)= 2.99, p<.01. Post hoc SNK analyses indicated that 

participants aged 50 years or more were significantly more likely to feel that their pain 

condition had been thoroughly explored than the remaining two age groups. Participants 

aged 20-39 years were significantly more likely to feel that further investigations were 

warranted than the remaining two age categories. Participants maintained on long-term 

opioid therapy were significantly more likely to feel that their pain condition had been 

thoroughly explored than those in the nonopioid group. Participant sex did not impact 

on satisfaction with level of exploration or desire for further investigation. 

Participants were also asked a series of questions relating to their level of reliance 

on the medical profession to provide effective pain relief treatments and their perceived 

need to display overt behaviours in order to convince their primary physician of the 

existence of their pain. On a scale of 0 (no reliance) to 7 (complete reliance) participants 

indicated that they felt some reliance on the medical profession (M=2.67). Statistical 

analyses showed that levels of reliance was not influenced by medication group but that 

participant sex and medication group interacted significantly, F(1, 100)= 8.35, p<.01. 

Post hoc SNK analysis indicated that female opioid participants (M=2.28) were 

significantly less likely to rely on the medical profession than their nonopioid 

counterparts (M=3.09). Although the interaction between medication group and 
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participant age was nonsignificant, F(2, 98)= 2.40, p=.09, there was a trend for opioid 

users aged 20-49 years to be less reliant on the medical profession than their same aged 

peers in the nonopioid group. Using a scale of 0 (nil pain behaviours required) to 7 

(consistent need to display overt pain behaviours) participants indicated that they 

sometime felt the need to display pain behaviours in order to convince their primary 

physician of the existence of pain (M=3.69). Analysis of variance found that although 

medication group and participant sex did not impact on this perceived need, participant 

age did, F(2, 101)= 12.59, p<.001, with post hoc SNKs showing that participants aged 

50 years or more were significantly less likely to feel the need to display overt 

behaviours (M=2.61) than those aged 20-39 years (M=4.94), and 40-49 years (M=4.02). 

The doctor dissatisfaction scale of the BHI was used to assess the participant's 

level of trust in relation to their primary physician. In general, participants displayed a 

good level of trust and satisfaction with the patient-physician relationship as indicated 

by the moderate T score of 49.12. The two-way analyses of variance conducted to 

investigate the relationship between medication group and participant age and sex on 

this score revealed a main effect for age, F(2, 98)= 11.19, p<.001, with participants aged 

50 years or more (M=44) significantly more satisfied with the patient-physician 

relationship then those aged 20-39 years (M=56). Participant sex and medication group 

were not found to impact on the doctor dissatisfaction scale of the BHI. 

Is the level of health care utilisation influenced by participant variables (e.g., age, sex) 

or medication group? 

Health care utilisation data was obtained regarding the number of hospitalisations, 

investigative scans, surgical procedures, pain relief injections, and alternative therapies 

(e.g., Reiki) the participant had had in direct relation to their pain condition. In general, 
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participants had an average of 3.39 hospital admissions for pain, an average of 1.22 

investigative scans (e.g., MRI), an average of 1.15 surgical procedures, and an average 

of 0.87 injections designed for pain relief. On average, participants had tried 

approximately two different alternative therapies in an attempt to find effective pain 

relief. 

Participant's medication group was found to impact significantly on number of 

hospitalisations, F(1, 102)= 13.44, p<.01, investigative scans, F(1, 102)= 16.16, p<.001, 

and number of pain relief injections, F(1, 102)= 4.25, p<.01, with participants in the 

opioid group receiving significantly more services in these areas than those in the 

nonopioid group. Age and sex did not impact on any of the health care services. 

Do participants using long-term opioid therapy experience difficulties in the client-

pharmacist or patient-physician relationship due to their medication? 

Participants were asked a series of questions relating to the attitude of their primary 

physician, family members, and pharmacist regarding their use of pain relief 

medications. Thirty-two percent of the participants felt stigmatised by their pain relief 

medication and 69% had been repeatedly questioned by family members about their use 

of pain relief medications. Although there were no significant differences between the 

medication groups in relation to family interest, there was a trend for participants in the 

opioid group to feel more stigmatised by their medication than those in the nonopioid 

group , F(1, 102)= 3.02, p=.09. 

Participants were asked three questions relating to the redemption of their 

prescriptions at their pharmacy. Sixteen (15%) of the participants indicated that they had 

experienced difficulties in redeeming their prescriptions and 12 (11%) of the 

participants had been warned against using the pain relief medication prescribed. 
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Eighteen (17%) of participants indicated that their pharmacists had refused to redeem 

prescriptions for pain relief medications. Responses to these questions were totalled to 

produce a composite score reflecting difficulties in the client-pharmacists relationship 

(O=no difficulties, 3=consistent difficulties) and subjected to a one-way analysis of 

variance using the medication group as the factor. A significant difference was found 

between the two medication groups, F(1, 102)= 4.30, p<.01, with opioid users (M=1.29) 

experiencing moderate difficulties in relation to the redemption of their prescriptions 

compared to nonopioid users (M=0.9). 

Five percent of the participants indicated that their physician was suspicious about 

their use of pain relief medications and 10% indicated that their physician had refused, 

at some point in time, to continue to prescribe pain relief medications. Of the ten 

participants, six indicated that it was due to a concern about tolerance and four indicated 

that it was due to a belief that they were addicted to the medication. Responses to these 

questions were totalled to produce a composite score reflecting difficulties in the 

patient-physician prescribing relationship (0=no difficulties, 2=consistent difficulties) 

and subjected to a one-way analysis of variance using medication group as the factor, 

however, no significant differences were revealed. 

Which factors can predict a physician's decision to prescribe long-term opioid therapy 

for chronic nonmalignant pain? 

In order to investigate the factors that influence a physician's decision to prescribe 

opioids for chronic nonmalignant pain a logistic regression was performed. A logistic 

regression was chosen because the model allows for the evaluation of dichotomous 

variables. The factors that were analysed above using analyses of variance were used as 

predictors in a forward-stepwise method. This method was chosen to determine the 
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relative value of each predictor variable. Of the factors entered, number of investigative 

scans (p= -1.13, SE= .33, p<.001), the pain intensity rating of the P11(13= -2.15, SE= 

.83, p<.01), number of surgical procedures (13= .415, SE= .19, p<.01), and number of 

hospitalisations ([3= -1.77, SE= .08, p<.01) were found to be predictive of opioid 

prescription. In this model, these predictor variables were found to classify correctly 

74% of participants regarding whether they were using opioid medications. A series of 

individual independent sample t-tests were used to determine the direction of the 

relationship. Patients prescribed opioid medications had significantly more 

hospitalisations, t= 3.67, df=102, p<.001, investigative scans, t=4.02, df=102, p<.001, 

and higher pain intensity ratings, t=3.86, df=102, p<.001, than those not prescribed 

opioids. 

Does the long-term use of opioid medications lead to an increase in the levels of 

medication misuse? 

Participants were asked a series of questions relating to the misuse of medications (e.g., 

drug hoarding, injection of oral medications) or illegal activities relating to medication 

use (selling prescription drugs, prescription forgery). Participants admitted that they had 

used pain relief medication prescribed for family members (13%) or friends (11%) and 

that they consumed larger dosages than prescribed in case their pain increased (23%). 

Thirty-four percent of participants indicated that they alter the dose of their pain 

medication regularly without the consent of their physician. One participant indicated 

that they had required emergency medical treatment after consuming unprescribed doses 

of their pain medication, however, no participant had been involved in legal proceedings 

due to the inappropriate use of their medications. Forty participants indicated that they 

had been under the influence of their pain relief medications in potentially dangerous 
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situations (e.g., operating machinery). Four patients admitted gaining prescriptions after 

claiming that their original medication was lost and two participants indicated that they 

attend multiple medical practices in an attempt to gain further prescriptions. Sixteen 

participants indicated that they are aware of the street value of their pain relief 

medications but no participants admitted to attempting to sell their medications. Two 

participants admitted to injecting oral medications, four to obtaining prescription 

medications from nonmedical sources, and nine to drug hoarding. 

Responses to questions relating to the misuse of medications were totalled to 

produce a composite score reflecting level of misuse (0=no misuse, 13—extreme misuse) 

and subjected to a one-way analysis of variance using the medication group as the 

factor. While both medication groups displayed minimal levels of misuse, opioid users 

(M=1.95) were significantly more likely to misuse medications that nonopioid users 

(M=0.85), F(1, 102)= 10.69, p<.001. 

Do significant differences exist between medication groups in relation to ratings of 

tolerance, difficulties associated with withdrawal, or concern about negative side 

effects? 

Participants were asked six questions to assess the development of tolerance to their 

pain relief medication (0= no tolerance, 6= high tolerance). In general, tolerance levels 

ranged from nil to high, with an average rating of 2.29. Participants in the opioid group 

(M=2.89) had significantly higher tolerance ratings than those in the nonopioid group 

(M=1.37), F(1, 102)= 32.33, p<.001, with opioid users displaying moderate ratings of 

tolerance. 

Participants were asked three questions regarding any difficulties they had 

experienced in trying to withdraw from their pain relief medication (0= no difficulties, 
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3=high level of difficulty). In general, participants had experienced moderate difficulties 

in association with withdrawal (M=2.10) from their pain relief medications. A one-way 

analysis of variance found that participants in the opioid group (M=2.37) indicated 

significantly greater difficulties in withdrawing from their pain relief medication than 

those in the nonopioid group (M=1.68), F(1, 102)= 17.47, p<.001. 

In relation to negative side effects produced by the participants' medication 

regimen, a rating of concern about any negative effect was obtained for each participant 

(0=nil concern about negative side effects, 5=major concern about negative side effects). 

The participants surveyed expressed moderate levels of concern regarding the side 

effects of their medication use (M=3.03). Unlike the issues of tolerance and withdrawal, 

the two medication groups did not differ significantly in levels of concern about 

negative side effects. 

Do a significant proportion of the chronic pain participants using long-term opioid 

therapy qualin,  as prescription opiate abusers? 

Physicians were asked a series of questions relating to their patient's use of opioid 

medications. Twelve of the 63 participants had displayed an overwhelming focus on 

issues regarding opioid use during the patient-physician consultation and 13 physicians 

indicated that opiate issues occupy a significant proportion of the consultation time. 

Three of the physicians felt that this focus was impeding the patient's progress. Only 

one physician indicated that their patient had a pattern of early opiate refills and reported 

that this had occurred five times. Four (6%) patients had required an escalation in the 

dosage of their opioid medication in the absence of any acute changes in the patient's 

condition. 
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In relation to obtaining opioid medications, 21% of participants had made two 

telephone calls to request increase in medication dosage and 17% had made two 

telephone calls to request early medication refills or to report problems associated with 

their opioid prescription. None of the physicians surveyed reported that any of their 

patients had created a disturbance with office staff over their opioid prescriptions. Four 

participants had reported lost medications, five participants requested refills due to spilt 

or damaged medications, and six participants reported lost prescription letters. None of 

the physicians surveyed believed that their patient had obtained supplemental sources of 

opiates from multiple physicians, emergency rooms, or illegal sources. 

Using the information obtained from the physician survey, a score reflecting the 

total number of opiate abuse criteria met per participant was calculated. To qualify as a 

prescription opiate abuser, the participant must meet three of the five criteria designed to 

assess abuse (Chabal et al., 1997). Of the 53 long-term opioid users surveyed, three 

participants qualified as prescription opiate abusers using the Chabal et al., (1997) 

criteria. Thirty-six participants (68%) did not meet any of the five criteria, 21 

participants (40%) met one criteria, three participants (6%) met two criteria, and the 

remaining three participants (6%) met four criteria. Participant age and sex did not 

impact significantly on the number of abuse criteria met. 

Discussion 

The results of this study indicate that opioid use impacted on the total number of pain 

sites indicated by the participant, the pain complaint scale of the BHI, and the pain 

intensity and frequency rating of the PH. Although participants in the opioid group 

identified more pain sites and had higher scores on the pain complaints scale of the BHI, 
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the two groups did not differ significantly with regard to the level of physical pathology 

as assessed by the MEDICS. Extreme scores on the pain complaints scale can be 

suggestive of symptom magnification but as neither medication group scored within this 

range, it is not possible to determine whether the differences observed between the 

groups are a direct result of symptom magnification on behalf of the opioid users. As the 

groups did not differ significantly in relation to a perceived need to display overt pain 

behaviours to validate the existence of pain, it is unlikely that the higher score is the 

result of symptom magnification. Although the two groups differed significantly in 

relation to their scores on the pain complaints scale, they did not differ significantly with 

regard to average pain intensity ratings. Therefore, the larger pain complaints score may 

be directly attributable to the greater number of pain sites recorded on the BHI rather 

than pain levels as such. Further clarification regarding symptom magnification can be 

gained through the review of the total percentage of symptoms endorsed on the SSCL. 

Percentages ranked at the 90 th  percentile and above have been used as a measure of 

symptom magnification (Eimer & Freeman, 1998) but as the opioid users in the current 

sample were ranked below the 50th  percentile, elevated pain complaints score (BHI) do 

not appear to be due to symptom magnification. 

Given that the two groups did not differ significantly in relation to pain intensity, 

opioids are at least as effective in controlling nonmalignant pain as other, forms of 

medication treatment. As both participant groups reported average pain intensity ratings 

of approximately seven, it appears that, for this group of participants, pain levels are not 

managed effectively through the use of either medication. While the goal of opioid use 

may be to lower pain levels, people using long-term opioid therapy continue to 

experience high levels of pain. Thus further research is required to investigate why, even 

with the use of medication, participants continue to experience moderately high levels 
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of pain daily. One possible explanation which requires investigation is that physicians 

prescribe doses that are too small to be effective in reducing pain levels. 

If the goal of long-term opioid therapy is to illicit an improvement in function, it. 

would be expected that opioid users would have significantly lower pain interference 

frequency scores, as measured by the PII, than nonopioid users. The results of this study 

failed to find this, with those in the opioid group indicating that their ability to function 

was significantly more impaired than those in the nonopioid group. This finding is 

consistent with that of Turk and Olcifuji (1997) where patients prescribed opioids 

experienced significantly greater levels of dysfunction than those not prescribed opioids. 

As this study and that conducted by Turk and Okifuji (1997) did not gain functionality 

ratings prior to the onset of opioid use, it is difficult to determine whether opioid use 

resulted in an increase or decrease in the ability to function. It is clear from this study 

though, that while opioid use may or may not have caused a change in functioning, 

those in the opioid group report lower levels of ability to function normally due to their 

pain condition than those in the nonopioid group, even though the two groups do not 

differ significantly in physical pathology. 

This finding is supported by the disability scale score of the SOPA where opioid 

users were significantly more likely to believe themselves to be disabled by their pain 

condition than nonopioid users. Previous studies have reported that the belief that pain 

is disabling is significantly associated with psychological and physical dysfunction (e.g., 

Strong, Ashton, Cramond, & Chant, 1990; Jensen et al., 1994). This relationship is 

supported in the current study by the finding that opioid users had significantly higher 

pain interference frequency ratings on the PH than nonopioid users. Further research is 

required that investigates the causal link between the belief that pain is disabling and 

self-reported levels of dysfunction in patients who use opioids. The results of the current 
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study suggest that the self-reported levels of functioning obtained do not reflect the need 

to be viewed as more physically disabled or the desire to prove the existence of pain and 

so are truly reflective of the respondent's ability to function. Given that the disability 

scale of the SOPA has been found to correlate with levels of function, cognitive therapy 

aimed at altering the belief that the patient is disabled by pain may result in an increase 

in functioning. 

Using the SCL-90r to measure psychological symptomatology revealed minimal 

differences between the two medication groups with the exception of the paranoid 

ideation subscale where those in the nonopioid group displayed significantly higher 

levels of paranoid ideation. It is important to note, however, that both groups had 

clinically significant T scores for depression. High levels of depression within the 

chronic nonmalignant pain population have been reported in a number of studies (e.g., 

Mahngren-Olsson & Armelius, 2001; Adams et al., 2001), indicating that the treatment 

of pain should not be limited to the physical but should also incorporate the 

psychological. The scores obtained using the SCL9Or differed from those obtained using 

the psychological symptom scales of the BHI. The latter inventory revealed significant 

differences between the two medication groups with opioid users displaying 

significantly higher ratings for depression, hostility, borderline, and maladjustment. 

These results are important in relation to the overall treatment and rehabilitation of the 

patient as they impact on the success of any treatment. Symptoms of depression need to 

be addressed so that they do not interfere with the patient's pain management program. 

The higher hostility and maladjustment scores may indicate that participants using long-

term opioid therapy may be more distrustful and disruptive in the treatment context and 

are more likely to have experienced difficulties regarding personal or employment 

situations. It would appear that the opioid users in this sample would benefit from well- 
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defined treatment objectives to facilitate the success of treatment (Bruns et al., 1996). It 

is important to note that the BHI may be preferable to the SCL-90r in that it appears to 

be more sensitive in measuring psychological symptomatology. 

In this study, medication group did not impact on satisfaction with the patient-

physician relationship with participants in general reporting sound levels of 

communication and minimal levels of negativity with their treating physician. The 

minimal levels of negativity reported in the current study differ from the impression of 

the patient-physician relationship depicted in the study by Kouyanou et al. (1997) whose 

sample consisted of patients attending a pain clinic in the United Kingdom. In the 

Kouyanou et al. study approximately one third of participants reported a direct 

disconfinnation of their pain and approximately half reported an indirect 

disconfirmation of pain. The differences in findings observed may be attributable to the 

different participants groups, supporting the premise that generalisations can not be 

made from patients treated in pain clinics to patients treated in the general community. 

In the present study medication group did impact on satisfaction with the level of 

exploration regarding the participant's pain condition. Opioid users were significantly 

more satisfied with the levels of exploration, which is consistent with the finding that 

opioid users had made significantly more use of health care services (e.g., investigative 

scans) than nonopioid users. 

The general overuse of health care services and treatments by patients who suffer 

from chronic nonmalignant pain was also reported by Kouyanou et al. (1997) where the 

pain condition of approximately one-third of the participants had been over-investigated 

and approximately two-thirds had been over-treated. The combined results of this study, 

and that conducted by Kouyanou et al. (1997), appear to suggest that patients who suffer 

from chronic nonmalignant pain are exposed to a large percentage of the health care 
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services available, particularly when the medical cause of the pain is not readily evident. 

The higher level of health care use by patients prescribed opioids was also reported by 

Turner et al. (1992) with opioid users having undergone significantly more surgeries and 

hospitalisations. 

The reason for the greater use of health care services by opioid users, in this study, 

is unclear given that the two groups did not differ significantly in physical pathology as 

measured by the MEDICS. It could indicate that long-term opioid therapy is being used 

as a last resort treatment option after other attempted treatments or surgeries have failed. 

Although the results should be interpreted with caution due to the sample size 

examined, this proposition is supported by the finding that use of health care services 

(hospitalisations, surgical procedures, investigative scans) was found to be predictive of 

opioid prescription. It appears that only after repeated hospitalisation or surgical 

attempts do physicians prescribe long-term opioid therapy. If this is the case, then the 

patient may have to endure pain that could be alleviated through the use of opioid 

therapies for longer than is necessary. The finding that the prescription of opiates is not 

based on pain levels and physical pathology is in support of the finding of Turk and 

Olcifuji (1997) who found that the only predictor of opiate prescription was observable 

pain behaviours. The findings of the current study and that of Turk and Olcifuji (1997) 

indicate that prescribing practices may not be influenced by treatment avenue (clinic 

versus general population). Further research is required that investigates whether the 

high level of health care service use is warranted and whether it is reflective of opioid 

prescription as a measure of last resort rather than pursuing this treatment option early in 

the treatment history. Comparisons of health care use pre- and post-opioid use are 

needed to gain a true understanding of the effect of opioid use on health care use. 
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The participants surveyed were found to use a variety of medications to control 

pain and provide symptom relief, with medication use ranging from nil to six different 

medications daily. Opioid users were significantly more likely to use medication as a 

treatment option and were also significantly more likely to use benzodiazepines than 

nonopioid users. The finding that opioid users report taking significantly more pain 

medications than nonopioid users was also reported by Jamison et al. (1994). Consistent 

with the moderately high self-reported pain levels, approximately only half of the 

participants surveyed felt that their medication regimen was an effective pain relief 

measure. On a more positive note over half of the participants felt that the use of 

medication for pain relief had improved their quality of life. 

Given that medication use was not considered effective for the relief of pain but 

did improve the overall quality of life, it could be expected that medication use had 

resulted in an improvement in ability to function. However, an improvement in the 

ability to function would coincide with an increase in, or return to normal levels of, 

daily activities including social and employment opportunities. The results of this study 

indicated that this was not the case with approximately 60% of respondents claiming 

that their medication use had resulted in a decrease in social activities and 

approximately 40% noting a decrease in employment activities. As medication group 

did not impact significantly on the reduction of social or employment activities it would 

appear that the use of opiates does not negatively impact on these areas of functioning. 

A large percentage of the participants surveyed had resorted to the use of alcohol 

or illicit substances in an attempt to gain pain and symptom relief, with opioid users 

significantly more likely to do so. Although the aim of the current study was not to 

diagnose the prevalence of substance use disorders, but rather to investigate the use of 

substances as a pain relief measure, previous studies have found a high prevalence of 
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substance use disorders in the chronic pain population, particularly in relation to the 

misuse of or dependency on alcohol. (e.g., Hoffmann et al., 1995; Jonasson et al., 1998; 

Kouyanou et al., 1997b). Given that this patient population appears to be at risk for 

substance misuse, it is concerning that they are resorting to the use of alcohol or illicit 

substances in an attempt to gain pain and symptom relief. The need to use substances for 

pain relief may stem from the lack of relief provided by the patient's prescribed 

medications. If this were the case, then the patient would need a review of their 

medication in order to increase its effectiveness. The relationship between the patient 

and physician would need to facilitate the open discussion of substance use for pain 

relief. This would require the sound levels of communication between the patient and 

physician found in the current study. Once again, the treatment of the patient with 

chronic nonmalignant pain, who uses alcohol or illicit substances for pain relief, would 

benefit from a multidisciplinary approach rather than a strictly medical model. While a 

focus on the substance misuse of a patient may not directly impact on pain levels per se, 

it may increase the patient's ability to function socially and occupationally, aiding in the 

overall rehabilitation of the patient. 

It is clear from the results of this study that the use of medication for chronic 

nonmalignant pain, whether it is an opioid or not, places the user in a variety of 

situations were they are faced with having to deal with  the concerns or prejudices of 

others regarding their treatment option. Nearly one third of the respondents in the 

current study felt stigmatised by the use of medication as a treatment option and over 

two thirds had been repeatedly questioned by their family regarding their medication 

use. The feeling of being stigmatised by, or being questioned about opioid use is 

significantly higher in the current study than that reported by Donner et al. (1998) (11% 

felt stigmatised, approximately one third questioned by their family). Of particular 
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concern is the behaviour and attitude of the user's pharmacist, particularly in relation to 

opiate use. The participants surveyed by Donner et al. (1998) also experienced problems 

with their pharmacists in redeeming prescriptions. Although this thesis has not focussed 

on the attitudes and behaviours of pharmacists regarding long-term opiate use, it would 

appear that further investigation is warranted. Continual reluctance and warnings from 

pharmacists regarding opiate use may maintain any naisbeliefs that the user has and 

increase reluctance to use what may be a very effective pain relief measure for that 

person. 

On a more positive note, and in contrast to the findings of Donner et al. (1998), 

the respondents in the current study felt that the attitude and behaviour of their physician 

regarding their opioid use was generally positive. This may indicate an increase in the 

knowledge of physicians regarding the safe and effective use of opioid medications also, 

once again, however given the moderately high levels of unresolved pain, knowledge 

about adequate dosing may still be lacking. 

In this study there was some evidence of misuse of pain relief medications. Misuse 

of medications included using medication prescribed for another person, consuming 

larger doses than prescribed, and use of medication in potentially dangerous situations. 

Although this study found that opioid users were significantly more likely to misuse 

medication than nonopioid users, levels of misuse were extremely low and should not 

generate a cause for concern or create an impression that opiate use leads to the misuse 

of medications. This is further evidenced by the fact that only three of the participants 

surveyed could be classified as prescription opiate abusers and nearly 70% of the 

respondents did not meet any of the five criteria designed by Chabal et al. (1997). 

The findings of minimal levels of misuse in the current study contradict those of 

Long (1981), Chabal et al. (1997), and Katon et al. (1985). In these studies, prescription 
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opiate misuse ranged from 18.9% to 90%. The current findings, however, are more 

consistent with those of Portenoy and Foley (1986) who reported that only two out of 38 

cases met criteria for abuse. The present findings also lend support to those of Fuchs and 

Gamsa (1997) who failed to find any evidence of abnormal drug-seeking behaviour. A 

comparison of the results needs to take into account the different classification 

techniques and patient populations. A study by Bouckoms et al. (1992) reported that 

serious abuse was found in approximately 30% of the respondents but as the abuse 

criterion was the patient taking much more than was prescribed on a consistent basis, it 

appears that this figure is more reflective of misuse and not adequate in determining true 

levels of abuse. Furthermore, there is no data available to suggest whether the escalation 

in dose was a response to the initial dose being too low to provide effective pain relief. 

A patient's attempt to gain adequate pain relief may be misconstrued as drug-seeking or 

misuse of medication. 

Although the current study used the classification criteria to assess opiate abuse 

designed by Chabal et al. (1997) significantly lower percentages were obtained. Further 

research is required to clarify whether the discrepancies observed are due to length of 

opioid use, treatment avenue, or the use of concurrent treatments (e.g., psychotherapy). 

As the respondents for the current study sought treatment within the general community 

as opposed to the clinic based treatment of those reported by Chabal et al. (1997) the 

finding suggests that comparisons can not be drawn across the two treatment avenues. 

Further research is also required to investigate whether patients whose treatment is 

solely medically based and does not incorporate forms of psychological therapy are 

more or less likely to misuse medication. It would be assumed that the extra contact and 

support provided through the therapeutic relationship would help to reduce levels of 

medication misuse and abuse. 
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The opioid users surveyed in this study indicated that they had developed 

moderate levels of tolerance to their medication and had experienced moderate 

difficulties when attempting to withdraw from their medication. Moderate levels of 

concern were also expressed regarding the negative side effects of opiate use. The 

finding that tolerance is not perceived to be a major problem by patients replicates that 

of Jamison et al. (1994). In their study, approximately half of the respondents indicated 

that their opioid medication had lost little to none of its analgesic effect and in 

Bouckoms et al.'s(1992) study approximately half of the respondents experienced mild 

tolerance that did not impact on treatment. As in the current study, and that conducted 

by Jamison, no data is available to determine whether the perception of tolerance is 

reflected in actual changes in dosage. Further research is required to investigate whether 

the psychological perception of tolerance is correlated with the physical development of 

tolerance. As it stands, the current data, and that of previous studies (e.g., France et al., 

1984; Zenz et al., 1992) suggest, that the long-term use of opioid medication for the 

treatment of chronic nonmalignant pain can be effective without requiring continual 

escalation of doses. Also consistent with the finding of the current study is that patients 

surveyed by Jamison et al. (1994) and Portenoy and Foley (1986) did not express major 

concerns regarding the negative side effects of opioid use. 
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Chapter 13 

General Discussion and Conclusions 

The general aim of this thesis was to examine the factors that influence the use and 

prescription of opioids in the treatment of pain, particularly chronic nonmalignant pain. 

The specific areas covered included the pain management knowledge and attitudes of 

health care providers, the types of barriers and ethical conflicts experienced by health 

care providers during pain management, and the impact of the professional nurse-

physician relationship on pain management practices. The prescribing practices and 

attitudes towards long-term opioid use for chronic nonmalignant pain by physicians and 

patient's experiences with the long-term use of opioids as an effective treatment option 

were also investigated. 

The results of the individual studies of this thesis have shown that a key area that 

must be addressed is the pharmacological management of pain and the understanding of 

the issues such as addiction associated with this. The finding that nurses displayed the 

least amount of knowledge about the pharmacological management of pain compared to 

other areas of pain management (e.g., patient variables) and that physicians displayed 

deficiencies regarding psychological dependence replicates the findings of published 

research (e.g., Ferrell et al., 1993a; Brunier et al., 1995; Hamers et al., 1994) and clearly 

supports this. It is also apparent from the findings reported in this thesis that, although 

direct measures were not obtained, a lack of knowledge regarding the pharmacological 

management of pain may impact on the decision to prescribe opioids for chronic 

nonmalignant pain and the perception of treatment outcomes that occur. For example, 

palliative care physicians were significantly more knowledgeable about the issue of 
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addiction than psychiatrists and were more likely to prescribe opioids on a long-term 

basis than their psychiatric colleagues. Furthermore, it would appear from the results 

presented in this thesis that prescribing frequency may influence concern regarding 

addiction, and as such, research is needed to examine whether physicians' attitudes 

towards the use of opioids is related to level of exposure. If the physician prescribes 

opioids for a large proportion of patients but a relatively small percentage experience 

difficulties in relation to addiction, then the physician's attitude toward this may 

improve. The results presented in this thesis indicated that this would occur given that, 

although some levels of medication misuse were evident, levels of misuse were 

extremely low and were not a cause for concern. Therefore, a decrease in reluctance to 

prescribe opioids would result in greater levels of exposure, and perhaps, a decrease in 

misconceptions regarding opioid use for chronic nonmalignant pain. 

A further aspect of the pharmacological management of pain that needs to be 

addressed is the level of analgesia required to produce a reduction in pain and symptom 

levels and an improvement in function. Consistent with the findings of other published 

studies (e.g., Elliott et al., 1995) the results of the study examining knowledge found 

that a large proportion of the physicians surveyed felt that an increase in analgesic 

requirement is either a sign of ineffectiveness or a sign that the patient is becoming 

addicted to their opioid medication. Further research is required to investigate whether 

this belief is linked with a reluctance to vary opioid dose to improve therapeutic effects. 

This is especially important given that the results of this thesis indicate that participants 

continue to report moderately high levels of pain, even with the use of medications, 

indicating that perhaps knowledge regarding adequate dosing is lacking. The finding 

that chronic pain sufferers continue to experience moderate levels of pain may also be 

attributable to the reluctance to prescribe opioids indicated in the examination of 
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physicians' prescribing practices. This reluctance to prescribe opioids was further 

evidenced by the finding in this thesis and other studies (e.g., Kouyanou et al., 1998; 

Turner et al., 1992) that patients who suffer from chronic nonmalignant pain are 

exposed to a large proportion of the health care services available (e.g., surgical 

procedures, hospitalisations) indicating the use of opioids as a last-resort treatment. 

Further research is required to investigate whether a physician's reluctance to prescribe 

opioids is linked to poor pain relief from opioid medications (i.e., inadequate dosing), 

and the perceived need by the patient to use other substances to enhance the relief 

obtained by prescription medications (e.g., alcohol, marijuana). 

Although not directly measured in this thesis, it appears that the professional 

relationship between nurses and physicians may impact not only on pain management 

practices but also on satisfaction with level of involvement in patient pain management 

and the type of barrier or ethical conflict encountered during patient pain management. 

A professional collaborative relationship between nurses and physicians would ensure 

that barriers and ethical conflicts experienced by nurses and physicians could be 

resolved in a supportive team approach. Guidelines concerning the level of patient care 

at which nurse-physician consultation is necessary will ensure fewer conflicts and better 

pain management clinical decisions. More effective pain management practice will 

result if guidelines and training are tailored to the specific type of institution and the 

clinical units within these institutions. Education concerning barriers to pain 

management and ethical conflicts is crucial so that nurses and physicians can deal 

quickly and competently with these if they encounter them during pain management. 

Education needs to include coverage of the types of barriers and ethical conflicts most 

common in each clinical unit and methods for overcoming these obstacles in pain 

management. 
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It is clear from the findings of the individual studies conducted, that while the 

factors mentioned above (e.g., pharmacological knowledge, barriers, professional 

relationship, prescribing practices) impact individually on the ability of a nurse or 

physician to adequately manage pain, it is the interplay between the factors that 

contributes to, and maintains, inadequate pain management practices. A pain 

management cycle exists that begins with inadequate pain management education 

during the health care professionals initial education and ends in inadequate pain relief 

for the patient, whether they are hospitalised or cared for within the general community. 

Inadequate pain management education results in deficiencies in pain management 

knowledge which in turn results in the inability to make sound clinical decisions 

regarding patient care. Poor clinical decisions result in poor pain management practices 

which in turn result in inadequate pain relief for the patient. Inadequacies in the initial 

education process also result in a lack of knowledge regarding barriers to and ethical 

conflicts encountered during pain management and as the results of this thesis showed, 

deficiencies in knowledge are linked to the experience of ethical conflicts. It is also 

clear from the findings of the later studies of this thesis that inadequate pain 

management is not restricted to the hospital setting but may be as equally prevalent 

within the general community. The moderately high levels of pain experienced by 

patients, with or without the use of opioid medications, is evidence that pain is not being 

managed adequately outside hospital settings, and that health care professionals 

practising in the general community may also be caught in the pain management cycle 

mentioned above. 

It is also clear that deficiencies in the initial education of nurses and physicians 

are not corrected once the health care professional begins employment. Deficiencies in 

pain management education are also evident in the lack of educational opportunities 
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provided to nurses and physicians by their place of employment. There is a need for 

both pre- and post- educational practice to be updated to ensure up-to-date knowledge 

on the part of nurses and physicians regarding pain management principles, barriers to 

path management, and the types of ethical conflicts one is likely to encounter in the area 

of pain management. Workplace education programs need to take into account a 

number of demographic and employment variables when designing pain management 

programs. Variables such as age and employment setting impact significantly on levels 

of pain management knowledge and also on the types of barriers and ethical conflicts 

encountered during pain management. For example, although the youngest nurses 

surveyed (20-29 years) were significantly more knowledgeable they were significantly 

more likely to experience difficulties in their relationships with physicians (e.g., poor 

cooperation), perhaps due to the misbelief that younger nurses are less capable than 

their older colleagues. 

A consideration of employment setting in future research is important also given 

that health care professionals employed in private settings were found to be less 

knowledgable and to be more concerned about the issue of patient to professional ratio. 

Further research is required to investigate whether knowledge deficits are due to fewer 

post-education opportunities available in the private sector and whether a lack of 

opportunity to take part in education opportunities is due to a lack of time allocated to 

this cause by employers in the private sector. Research is also required to examine the 

choice to undertake post-education pain management courses by general physicians 

practicing in the community. As the general physician may be the sole decision-maker 

regarding their patient's pain management program, research is needed that examines 

firstly, the availability of pain management education courses for general physicians, 
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and secondly, whether these physicians are taking part in the educational opportunities 

made available to them. 

Improved education, in line with the Curriculum on Pain for Schools of Nursing 

and Medicine as proposed by the International Association for the Study of Pain, would 

cause a break in the pain management cycle discussed above and result in improved 

pain management practices. Given that the knowledge deficits found in the current 

study appear to be smaller than those found in previous studies using non-Australian 

samples research that investigates the differences in the educational process and content 

of nursing and medical programs operating in different countries is needed to gain a 

comprehensive understanding of the underlying factors that cause the differences in 

pain management knowledge across different countries. The education process would 

benefit from being standardised across different countries (e.g., International 

• Association for the Study of Pain's (IASP) Curriculum on Pain for Schools of Nursing 

and Medicine). Although standardised curricula have been established, there is little 

evidence to show whether they are being incorporated into the training programs 

currently running in Australian universities and other institutions where'health care 

professionals learn about patient pain management. Future research is needed to 

investigate whether Australian universities have begun to utilise these guidelines in the 

design of their bachelor programs. Investigation is also needed to determine not only 

whether these guidelines are being used, but also the reason why they may not be 

currently in use. 
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Appendix A: Nurse Knowledge Survey 

Section One — Demographic Information 

1. Age 	 
2. Gender 	 Cl i  Male 	 02  Female 
3. Postcode of Place of Employment 	  
4. Employment Setting 	0 1  Public Hospital 	02  Private Hospital 	03 Private 

Nursing Home 	 04 Public Nursing Home 	05 Other 

5. Term of Employment 	Ful 1-time 	El2  Part-time 
6. Current Clinical Setting 

0 1  Medical 
	

02 'Surgical/High Dependency 
04 Critical/Intensive Care 	05  Casualty/Emergency 
[7 7  Palliative Care 	 08 Respiratory 
09Geriatric/Gerontology 	Oto Psychiatric 
012 Midwifery 	 013 Paediatric 

7. Duration of employment in current clinical setting (months) 
0 1  1-6 months 	02 7- 12months 	03 13-18 months 
05 25 months plus 

8. Position on unit 

03 Casual 

C13  Pen-operative 
06 Oncology 

Olt Rehabilitation 
0 14  Various/Other 

04 19-24 months 

101 Enrolled Nurse 02 Registered Nurse (Level 1) 03 Clinical Nurse Specialist 
04 Clinical Nurse (Level 2) 05  Education/Development 

9. How many years experience do you have working with patients in pain (including 
graduate training)? 

0 1  0-5 years 02 6-10 years 03 11-15 years 04 16-20 years 05 21 years plus 
10. What proportion of your working week is spent attending to patients? 

0 1  Less than 33 % 	02 33-66 % 	03 66-100 % 
11. How frequently are you involved in the management  of pain?  

0 1  Almost never 02 Less than once per week 03  Several times each week 
04 Daily 05 More than once each day 

12. What is your highest level of nursing education attained? 
0 1  Bachelor/Certificate/Diploma level 02  Honours 	03 Masters 	(14  PhD 

13. Please rate the amount of education or training you received in the following areas of 
pain management using the following scale - 

5 1 	42 
In-depth information 

1) Nursing school 

3 3  24 15 
No information 

a) Anatomy and physiology of pain 5 1  42 3 3  24 1 5  
b) Difference between acute and chronic pain 5 1  42 3 3  24 1 5  
c) Assessment of pain 5 1  42 3 3  24 1 5  
d) Pharmacological treatment of pain 5 1  42 33 24 15 
e) Nonphannacological treatment of pain 5 1  42 3 3  24 1 5  
2) Continuing education programs 
a) Anatomy and physiology of pain 5 1  42 33 24 15 
b) Difference between acute and chronic pain 51 42 3 3  24 1 5  
c) Assessment of pain 5 1  42 33  24 1 5  
d) Pharmacological treatment of pain 51 42 3 3  24 1 5  
e) Nonpharmacological treatment of pain 5 1  42 3 3  24 15 
3) Hospital orientation programs 
a) Anatomy and physiology of pain 5 1  42 33  24 15 
b) Difference between acute and chronic pain 51 42 3 3  24 1 5  
c) Assessment of pain 5 1  42  3 3  24 1 5  
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d) Pharmacological treatment of pain 	 5 1 	42 	33 	24 	1 5  
e) Nonpharmacological treatment of pain 	 5 1 	42 	3 3 	24 	1 5  
14. Please rate the amount of pain information you have acquired through the following 
methods 
a) Formal sources (lectures, courses, reading) 	5 1 	42 	33 	24 	1 5  
b) Informal sources (personal experiences, conversation)51 	42 	3 3 	24 	1 5  
15. Please select the number that reflects the most intense personal pain you have 
experienced on the following scale 

1 	2 	3 	4 	5 	6 	7 	8 	9 	10 
1 	I 	I 	 I 	I 	 I 

Mild Pain 	Moderate Pain 	 Intense Pain 

Section Two - Level Of Control Within Your Clinical Setting 

1. Do you feel that you are adequately consulted about a patients pain status by the patients 
doctor? 

Yes 	 O No 	0 Sometimes 
2. Do you feel that the advice you give a doctor about a patient's pain levels is used to 

determine treatment strategies ? 
Yes 	 (3 No 	0 Sometimes 

3. Please indicate whether you are involved in the following decisions regarding a patient's 
pain management 

a) Assessing how much pain the patient has 	[3 Yes 0 No 
Sometimes 

b) Deciding when to administer medications 	 Yes 0 No 0 
Sometimes 

c) Deciding what medications to administer 	0 Yes 0 No 
Sometimes 

d) Deciding whether or not the patient has any pain 	[3 Yes 0 No 0 
Sometimes 

4. Please indicate if you would like to be involved/more involvement in the above decisions 
a) Assessing how much pain the patient has 	El Yes 0 No 0 Sometimes 
b) Deciding when to administer medications 	Yes 0 No 0 Sometimes 
c) Deciding what medications to administer 	0 Yes (3 No 0 Sometimes 
d) Deciding whether the patient has any pain 3 Yes 0 No 0 Sometimes 

5. Please indicate how frequently you consult the patient's doctor in relation to the 
following matters 

5 1 	42 	 33  
Consistently 	 Sometimes 

a) Regarding a patient's pain levels 
b) To discuss the need for increased pain medication 
c) To report a change in pain levels 
d) To discuss the side effects of medication 

5 1  
51 
51 
5 1  

24 42  

42  
42 
42 

33  

3 3  
33 
33 

1  
Never 

24  5  
24  
24  
24  

1 5  
1 5  
1 5  
1 5  

6. Do you perceive the following issues as barriers or problems relating to nursing staff 
being able to provide optimum pain relief? 
a) Insufficient knowledge about the patient or family 	[D i  Yes 	02 No 
b) Insufficient knowledge of the patient's doctor 	 O i  Yes 	02 No 
c) Insufficient knowledge of other nursing staff 	 Il i  Yes 	02  No 
d) Insufficient cooperation by the doctor in 	 O i  Yes 	02  No 

relation to your suggestions 
e) Inadequate prescribing of pain relief medications 	O i  Yes 	C32  No 



f) Patient to nurse ratio (i.e., insufficient amount of 
time to spend with individual patients) 

g) A personal lack of pain knowledge 
h) Patient cooperation in taking medication 
i) Doctor's knowledge and perceptions of pain 

• in i  Yes 

01 Yes 
Yes 

El i  Yes 

132 No 

02  No 
C32 No 
(02 No 
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7. Please indicate the frequency with which you have experienced the following ethical and 
professional conflicts in pain management using the following scale 

5 1 	42 	33  
Consistently 	 Sometimes 

Never 
a) You felt that the patient did not get adequate pain relief 
b) You have concerns about over-medication 
c) You have concerns about under-medication 
d) An experience of conflict with a doctor 
e) An experience of conflict with the patient or family 
1) Knowing that the patient is in pain but they will not admit it 
g) You have concerns about addiction 
h) You have doubts that the patients pain is real 

51 
51 

24 

42 
42 

33 
3  

24 
2 

1 5  

1 5  
1 5 

51 42 33 
3_ 33  

24 
2_ 44  

1 5  
51 42 1 5  
51 42 33 24 1 5  
51 42 33 24  1 5  
51 42 33 24  1 5  
51 42 33 24  1 5  

Section Three - How Do You Determine a Patient's Pain Intensity 

1. Based on the following scale, please indicate how often you use the following strategies 
to determine a patient's pain intensity 

5 1 	42 	3 3  
Consistently 	 Sometimes 

Never 
a) Asking a patient how much pain he/she has 	5 1  
b) Observing the patients activity mobility levels 	51 
c) Observing the patients behaviour 	 51 
d) Reliance on information from a family member 	5 1  
e) Reliance on verbal information from other nurses 	5 1  
f) Reliance on nurse's documentation 	 51 
g) Reliance on a doctor's notes or medical records 	5 1  
2. Do you document your assessment of a patient's pain intensity ? 

El l  Yes 	 132 No 
3. If YES, please indicate which method you use most often 
0 1  Pain rating scales 32 Progress notes 03 Flow sheets 	134 Other 

Section Four - True or False 
Please circle the correct answer 
T F Observable changes in vital signs must be relied upon to verify a patient's 

statement that he/she has severe pain 
T F Because of an underdeveloped neurological system, children under two years of 

age have decreased pain sensitivity and limited memory of painful experiences 
T F If a patient can be distracted from his/her pain this usually means that he does 

NOT have a high pain intensity 
T F Non-drug interventions (e.g., heat, imagery, music) are very effective for 

mild-moderate chronic pain control but are rarely helpful for more severe chronic pain 
T F Respiratory depression rarely occurs in patients who have been receiving opioids 

over a period of months 

24 1 5  

42 3 3  24 1 5  
42  3 3  24  1 5  
42  3 3  24 1 5  
42  3 3  24  1 5  
42  3 3  24 1 5  
42  3 3  24 1 5  
42 3 3  24  1 5  
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T F The World Health Organisation (WHO) pain ladder suggests using single analgesic agents 
rather than combining classes of drugs (e.g., combining an opioid with a non-steroidal 
agent) 

T F Patients with a history of substance abuse should not be given opioids for pain 
because they are at high risk for repeated addiction 

T F Beyond a certain dosage of morphine, increases in dosage will NOT increase pain relief 
T F The patient with pain should be encouraged to endure as much pain as possible before 

resorting to a pain relief measure 
T F The patient should be advised to use non-drug techniques alone rather than concurrently 

with pain medications 
T F In order to be effective, heat and cold should only be applied to the painful area 
T 

	

	F Giving patients sterile water by injection (placebo) is often a useful test to determine if the 
pain is real 

Section Five - Agree Or Disagree 

Please indicate your agreement or not with the following statements by placing a tick in the 
appropriate box 

1. Sleep or sedation can be equated with pain relief 
0 1  Agree 	 1:32 Disagree 

2. The potency of pain relief measures selected for the patient should be determined based 
on the type of surgery rather than on the patient's report of pain intensity 

0 1  Agree 	 02 Disagree 

3. Based on a patient's religious or cultural beliefs, he/she may think that pain and suffering 
is necessary 

0 1  Agree 	 102 Disagree 

4. Allowing patients to administer their own pain medication is a superior way to provide 
analgesia 

C3 i Agree 	 132 Disagree 

5. If a patient is a clock watcher and asks for his or her medication each time he or she 
knows it is due, and this occurs for several days, he/she is likely to become addicted 

0 1  Agree 	 02 Disagree 

6. Elderly patients require less pain medication to make them comfortable 
0 1  Agree 	 02  Disagree 

Section Six - Multiple Choice 

Please place a tick in the box next to the answer which you believe to be correct 

1. The recommenced route of administration of opioid analgesics with brief, severe pain of 
sudden onset, (e.g., trauma or postoperative pain) is 

O Intravenous 
CI Intramuscular 
O Subcutaneous 
O Oral 
10 Rectal 
El I don't know 
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2. Analgesics for postoperative pain should initially be given 
0 1  Around the clock on a fixed schedule 
02 Only when the patient asks for the medication 
03 Only when the nurse determines that the patient has moderate or greater discomfort 
3. The most likely  explanation why a patient with pain would request increased doses of 
pain medication is 
0 1  The patient is experiencing increased pain 
02 The patient is experiencing increased anxiety or depression 
1J3 The patient is requesting more staff attention 
04 The patient's requests are related to addiction 

4. The most accurate judge of the intensity of the patient's pain is 
0 1  The treating doctor 
102 The patient's primary nurse 
03 The patient 
04 The pharmacist 
05 The patient's spouse or family 

5. Which of the following describes the best approach for cultural considerations in caring 
for patients in pain: 
0 1  Because of the diverse and mixed cultures in Australia, there are no longer cultural 
influences on the experience of pain. 
El2 Nurses should use knowledge that has defmed clearly the influence of pain on culture 
(e.g., Asian patients are generally stoic, Italians are expressive and exaggerate their pain, 
etc.). 
03 Patients should be individually assessed to determine cultural influences on pain. 

6. What do you think is the percentage of patients who over report  the amount of pain they 
have? 

Circle the number closest to that which you consider the correct answer 

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

7. Narcotic/opioid addiction is defined as psychological dependence accompanied by 
overwhelming concern 
with obtaining and using narcotics for psychic effect, not for medical reasons. It may occur 
with or without the physiological changes of tolerance to analgesia and physical dependence 
(withdrawal). Using this definition, how likely is it that opioid addiction will occur as a 
result if treating pain with opioid analgesics? Circle the number closest to that which you 
consider the correct answer 

<1% 5% 25% 50% 75% 100% 

Section Seven - Case Studies 

Two patient case studies are presented. For each patient you are asked to make 
decisions about pain and medication. Directions: Please select one answer for each 
question. 

1. Patient A:  Andrew is 25 years old and this is his first day following abdominal surgery. 
As you enter his room, he smiles at you and continues talking and joking with his visitor. 
Your assessment reveals the following information: BP = 120/80; HR = 80; R = 18; on a 
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scale of 0 to 10 (0 = no pain/discomfort, 10 = worst pain/discomfort) he rates his pain as 
8. 

A. On the patient's record you must mark his pain on the scale below. Circle the 
number that represents your assessment of Andrew's pain. 

0 	1 	2 	3 	4 	5 	6 	7 	8 	9 	10 

No pain/discomfort 	 Worst pain/discomfort 

B. Your assessment, above, is made 2 hours after he received morphine 2 mg IV. 
Half hourly pain ratings following the injection ranged from 6 to 8 and he had no 
clinically significant respiratory depression, sedation, or other untoward side 
effects. He has identified 2 as an acceptable level of pain relief. His doctor's 
order for analgesia is "morphine IV 1-3 mg qlh PRN pain relief'. Check the 
action you would take at this time 

I3 Administer no morphine at this time 
02 Administer morphine 1 mg IV now 
03 Administer morphine 2 mg IV now 
04 Administer morphine 3 mg IV now 

2. Patient B:  Robert is 25 years old and this is his first day following abdominal surgery. 
As you enter his room, he is lying quietly in bed and grimaces as he turns in bed. Your 
assessment reveals the following information: BP = 120/80; RR = 80; R = 18; on a scale 
of 0 to 10 (0 = no pain/discomfort, 10 = worst pain/discomfort) he rates his pain as 8. 

A. On the patient's record you must mark his pain on the scale below. Circle the 
number that represents your assessment of Robert's pain. 

0 	1 	2 	3 	4 	5 	6 	7 	8 	9 	10 

No pain/discomfort 	 Worst pain/discomfort 

B. Your assessment, above, is made 2 hours after he received morphine 2 mg IV. 
Half hourly pain ratings following the injection ranged from 6 to 8 and he had no 
clinically significant respiratory depression, sedation, or other untoward side 
effects. He has identified 2 as an acceptable level of pain relief. His doctor's 
order for analgesia is "morphine IV 1-3 mg qlh PRN pain relief'. Check the 
action you would take at this time 

a Administer no morphine at this time 
02  Administer morphine 1 mg IV now 
03  Administer morphine 2 mg IV now 
04 Administer morphine 3 mg IV now 

Section Eight - Miscellaneous Questions 

1. Do you agree that patients should expect to have some pain in hospital ? 
01  Yes 	02 No 	0 Sometimes 

2. Do you agree that obvious pathology, test results, and/or the type of surgery determine 
the existence and intensity of a patients pain ? 

I3 Yes 	02 No 	0 Sometimes 
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3. Do you agree that patients who are in pain always have observable signs ? 
0 1  Yes 	- 02 No 	0 Sometimes 

4. Do you agree that patients are not the experts about their pain, healthcare professionals 
are? 

01  Yes 	02  No 	0 Sometimes 
5. Do you agree that patients will report that they are in pain and that they will use the term 
pain ? 

01  Yes 	02  No 	0 Sometimes 
6. Do you agree that a patient only requires one pain treatment or strategy ? 

01  Yes 	02  No 	0 Sometimes 
7. Do you agree that patients should demonstrate pain before receiving medication ? 

01  Yes 	02  No 	0 Sometimes 
8. Do you agree that a patient who responds to a placebo does not have real pain ? 

01  Yes 	02  No 	0 Sometimes 

Thank you for your cooperation. 
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Appendix B: Nurse Knowledge Information Sheet 
Dear Nurse 

My name is Leesa Van Niekerk and I am currently completing my PhD (Clinical 
Psychology) at the University of Tasmania. I need volunteers to participate in a study for 
my thesis. This study will investigate the role of nursing staff in patient pain management. 
The enclosed questionnaire will gather data on the attitudes and beliefs of Tasmanian 
nursing staff regarding pain management. The role of nurses' characteristics, education, 
and area of clinical practice in pain management will also be investigated. Furthermore, 
the study will aim to form an understanding of how nurse's perceive their role in the pain 
management process, in particular, the level of respect and cooperation nurse's feel they 
receive from physician's. 

Participation in this study will take approximately 20-30 minutes and involves completing 
and returning the attached questionnaire. If you choose to participate, the completed 
questionnaire should be placed in the enclosed stamped self-addressed envelope, sealed, 
and returned to the University of Tasmania as soon as possible. The end date for the 
return of the questionnaire is the 30th  of October, 1998. 

Your participation is entirely voluntary and is also anonymous. Neither the questionnaire 
or the envelope have been previously coded. You are not required to give your name 
anywhere on the questionnaire. The data gathered from this study may be published but it 
will be presented as group data and in a form in which you will not be identifiable. By 
returning the completed questionnaire, it will be assumed that you have given consent to 
participate and consent to have your responses published as group data in a report suitable 
for publication. Information gathered during this study will not be used for political or 
institutional purposes. 

If you have any questions or concerns regarding the study please contact either myself on 
(03) 62 26 7110, or my supervisor Dr. Frances Martin (03) 62 26 2262. Also included is 
a card where you may request a copy of the results and findings at a later stage. Please 
return this separately to ensure anonymity. 

This study has received ethical approval from the University Ethics Committee (Human 
Experimentation). If you have any concerns of an ethical nature or complaints about the 
way in which the project is conducted, you may contact the Chair or Executive Officer of 
the University Ethics Committee (Human Experimentation). In 1988 the Chair is Dr. 
Margaret Otlowski (03) 62 26 7569, and the Executive Officer is Ms Chris Hooper (03) 
62 26 2763. 

I cannot emphasise enough how much I would appreciate your participation in my study. 

Yours sincerely, 

Leesa Van Niekerk 
PhD Student 
School of Psychology 
University of Tasmania 
(03) 62 26 7110 

Dr. Frances Martin 
Psychologist 
School of Psychology 
University of Tasmania 
(03) 62 262262 
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Appendix C: Physician Knowledge and Opioid Prescribing Information Sheet 

Dear Physician, 

My name is Leesa Van Niekerk and I am currently completing my PhD (Clinical 
Psychology) at the University of Tasmania. I need volunteers to participate in a study for 
my thesis. The study consists of two questionnaires relating to pain management issues. 
Each questionnaire is detailed below; 

Questionnaire One (Pink Form) - This study will examine medical practitioner's knowledge 
and attitudes regarding pain management issues. The questionnaire was designed by 
Lebovits, Florence, Bathina, and Bamble (1997), and was first published in The Clinical 
Journal of Pain, Volume 13, Issue 3. The questionnaire has been modified slightly to allow 
for the collection of demographic material. 

• Questionnaire Two: (Yellow Form) — This study will examine medical practitioner's beliefs 
about and the prescribing of long-term opioid therapy in the treatment of chronic 
nonmalignant pain. Similar studies have been conducted in the United States and the United 
Kingdom, but this will be the first study of this kind conducted in Australia. Based on the 
findings of the Tasmanian population, further studies may be conducted within other 
Australian states. 

Participation in this study will take approximately 15 minutes and involves completing and 
returning the attached questionnaires. If you choose to participate, the completed 
questionnaires should be placed in the enclosed stamped self-addressed envelope, sealed, 
and returned to the University of Tasmania as soon as possible. The end date for the return 
of the questionnaire is the 10 th  of May 1999. If you are not involved in the prescribing of 
pain relief medications, please complete and return the red form. Your participation is 
entirely voluntary and is also anonymous. Neither the questionnaire nor the envelope has 
been previously coded. You are not required to give your name anywhere on the 
questionnaire. The data gathered from this study may be published but it will be presented 
as group data and in a form in which you will not be identifiable. If you have any questions 
or concerns regarding the study please contact either myself on (03) 62 26 7110, or my 
supervisor Dr Frances Martin (03) 62 26 2262. This study has received ethical approval 
from the University Ethics Committee (Human Experimentation). If you have any concerns 
of an ethical nature or complaints about the way in which the project is conducted, you may 
contact the Chair or Executive Officer of the University Ethics Committee (Human 
Experimentation). In 1999 the Chair is Dr Margaret Otlowsld (03) 62 26 7569, and the 
Executive Officer is Ms Chris Hooper (03) 62 26 2763. Also included in this mailing is an 
information sheet detailing a second study involving chronic pain patients. If you have 
patients that meet the criteria specified, forwarding of this information to them during their 
next consultation would be greatly appreciated. If you require additional information or 
cards please contact me on 6226 7110 or 6226 2262. 

Yours sincerely, 

Leesa Van Niekerk 
PhD Student 
School of Psychology 
University of Tasmania 
(03) 62 26 7110  

Dr Frances Martin 
Psychologist 
School of Psychology 
University of Tasmania 
(03) 62 262262 
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1. Age 	 
2. Gender 
3. Country of Employment 
4. Employment Setting 

01  Male 	02  Female 
01 Australia 17)2  New Zealand 
0 1  Public Hospital 	02  Private Hospital 
03 Private Nursing Home 	104 Public Nursing Home 
05 Other 	  

5. Term of Employment 	0 Full-time 
6. Current Clinical Setting 

	

	
02 Part-time 1   

01  Medical 02 Surgical/High Dependency 03  Pen-operative 04 Critical Care 
05  Casualty/Emergency 0 6  Oncology 07  Palliative Care 08 Respiratory 
139  Geriatric/Gerontology 010 Psychiatric 11 1 1 Rehabilitation 	012 Midwifery 
013  Paediatric 	OH  Pain Clinic 	 Om Various/Other 	 

7. How many years experience do you have working with patients (including graduate 
training)? 
01  0-5 years 	02  6-10 years 03 11-15 years 04  16-20 years [35  21 years plus 

8. What proportion of your working week is spent attending to patients? 
13 1  Less than 33 % 	02 33-66 % 	03  66-100 % 

9. How frequently are you involved in the management  of pain?  
0 1  Almost never 02 Less than once per week 	03 Several times each week 
04 Daily 	05  More than once each day  

1. Do you feel that you are adequately consulted about a patients pain status by the patients 
doctor? 

03 Consistently 	102  Sometimes 	0 1  Rarely 	00  Never 
2. Do you feel that the advice you give a doctor about a patient's pain levels is used to 

determine treatment strategies? 
03  Consistently 	02 Sometimes 	01  Rarely 	00  Never 

3. Please indicate if you would like more involvement in the following decisions 
Assessing how much pain the patient has 	02 Yes 0 1  No 00  Sometimes 
Deciding when to administer medications 	02 Yes 13 1  No 0o Sometimes 
Deciding what medications to administer 	02 Yes 0 1  No 00 Sometimes 
Deciding whether or not the patient has any pain 132  Yes 0 1  No 00  Sometimes 

4. Please indicate how frequently you consult the patient's doctor in relation to the 
following matters 

5 1 	 42 	 3 3 	 24 	 1 5  
Consistently 	 Sometimes 	 Never 
Determining a patient's pain levels 	 Si 	42 	33 	24 	1 5  
To discuss the need for increased pain medication 5 1 	42 	33 	24 	15 
To discuss the side effects of medication 	5 1 	42 	33 	24 	1 5  

5. Please indicate how frequently you encounter the following barriers when attempting to 
provide optimum pain relief? 

51 	 42 	 3 3  
Consistently 	 Sometimes 

24 1 5  
Never 

Insufficient knowledge of the patient's doctor 5 1  42 33  24 1 5  
Insufficient knowledge of other nursing staff 51 42 3 3  24 

15 
Insufficient cooperation by the doctor in 
relation to your suggestions 

5 1  42 3 3  24 1 5  

Inadequate prescribing of pain relief medications 5 1  42 33  24 1 5  
Patient to nurse ratio (i.e., insufficient amount of 
time to spend with individual patients) 

Si 42 3 3  24 15 

A personal lack of pain knowledge 5 1  42 3 3  24 15 
Doctor's knowledge and perceptions of pain 5 1  42 3 3  24 15 

03 Casual - 



258 

Appendix E: Barrier Survey for Physicians 
1. Age 	 
2. Gender 	 0 1  Male 132 Female 
3. Country of Employment 0 1  Australia 02 New Zealand 
4. Employment Setting 	D I  Public Hospital 	02 Private Hospital 

03 Private Nursing Home 	04 Public Nursing Home 
05  Other 	  

5. Term of Employment 	0 1  Full-time 	02  Part-time 	03 Casual 
_ 6. Current Clinical Setting 
0 1  Medical 	02 Surgical/High Dependency 03 Pen-operative 04  Critical Care 
05  Casualty/Emergency 06 Oncology 07  Palliative Care 	08 Respiratory 
09 Geriatric/Gerontology 010 Psychiatric 012 Midwifery On Rehabilitation 
013 Paediatric On  Pain Clinic 	 1014 Various/Other 	 
7. How many years experience do you have working with patients (including graduate 

training)? 
0 1  0-5 years 	02  6-10 years 03 11-15 years 04 16-20 years 135  21 years plus 

8. What proportion of your working week is spent attending to patients? 
0 1  Less than 33 % 	[32  33-66 % 	03 66-100 % 

9. How frequently are you involved in the management  of pain?  
0 1  Almost never 02  Less than once per week 	03 Several times each week 
04  Daily 	05  More than once each day  

1. Do you feel that you adequately consult nurses about a patients pain status? 
03 Consistently 02 Sometimes 	0 1  Rarely 	Never 

2. Do you feel that you use the advice of nurses about a patient's pain levels to determine 
 

treatment strategies ? 
03 Consistently 02 Sometimes 	0 1  Rarely 	13 Never 

3. Please indicate if you believe nurses should have more involvement in the fo11.c°
)win 

decisions 
Assessing how much pain the patient has 	02  Yes 13 1  No 30  Sometimes 
Deciding when to administer medications 	02 Yes 0 1  No 130  Sometimes 
Deciding what medications to administer 	02  Yes O i  No 30  Sometimes 
Deciding whether or not the patient has any pain 02 Yes 1:11 No 130 Sometimes 

4. Please indicate how frequently you consult the patient's nurse in relation to the 
following matters 

5 1 	42 	33 	24 	1 5  
Consistently 	 Sometimes 	 Never 

Regarding a patient's pain levels 	 Si 	42 	33 	24 	15 
To discuss the need for increased pain medication 5 1 	42 	33 	24 	1 5  
To discuss the side effects of medication 24 	1 5  51 	42 	33 

5. Please indicate how frequently you encounter the following barriers when providing 
optimum pain relief 

5 1 	42 	33 	 24 	1 5  
Consistently 	 Sometimes 	 Never 

Insufficient knowledge of the patient's nurse 	5 1 	42 	33 	24 	1 5  
Insufficient knowledge of other doctors 	 5 1 	42 	3 3 	24 	1 5  
Insufficient cooperation by the nurse in 	 5 1 	42 	33 	24 	15 
relation to your suggestions 

Inadequate prescribing of pain relief medications 	51 	42 	33 	24 	15 
Patient to doctor ratio (i.e., insufficient amount of 	5 1 	42 	33 	24 	1 5  
time to spend with individual patients) 
A personal lack of pain knowledge 	 5 1 	42 	33 	24 	1 5  
Nurse's knowledge and perceptions of pain 	5 1 	42 	33 	24 	15 
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Appendix F: Nurse Information Sheet (Relationships and Barriers Study) 

Dear Nurse 

My name is Leesa Van Niekerk and! am currently completing my PhD (Clinical 
Psychology) at the University of Tasmania, under the supervision of Dr Frances Martin. As 
part of my PhD thesis I need volunteers to participate in a study investigating the attitudes 
and opinions of Australian and New Zealand nurses and medical practitioners regarding 
aspects of the nurse-medical practitioner relationship and the modem role of the nurse. This 
study is being conducted in collaboration with Kerene Strochnetter, a senior nursing lecturer 
at Northland Polytechnic, New Zealand. A previous study conducted by Van Niekerk and 
Martin (2000) examined nurse satisfaction with their professional relationship with medical 
practitioners and with their level of involvement in pain management. Over one third of the 
respondents indicated that they had encountered insufficient cooperation by medical 
practitioners and inadequate prescribing of pain relief medications. From this study it was 
concluded that nurses' concerns and conflicts related to barriers and ethical dilemmas 
concerning effective pain management are affected by their relationship with medical 
practitioners. Although this study gained an understanding of how nurses feel their 
relationship with medical practitioners impacts on their ability to provide optimal pain 
management, further research is need to investigate whether the perception of nurses that 
they do not receive an adequate level of professional respect is reflected by responses of 
medical practitioners to a similar set of questions. Although a number of researchers have 
investigated nurse satisfaction with their professional relationship with medical 
practitioners, a limited number of studies have compared the responses of medical 
practitioners and nurses to the same questionnaire. 

Participation in this study will take approximately 10 minutes and involves completing and 
returning the attached questionnaire. If you choose to participate, the completed 
questionnaire should be placed in the self-addressed envelope and returned by November 30, 
2000. Your participation is entirely voluntary and is also anonymous. Neither the 
questionnaire nor the envelope has been previously coded. You are not required to give 
your name anywhere on the questionnaire. Your name and address were provided to a 
mailing centre by your respective Nursing Board, and as such, the researchers do not have 
access to your personal details. The data gathered from this study may be published but it 
will be presented as group data and in a form in which you will not be identifiable. By 
returning the completed questionnaire, it will be assumed that you have given consent to 
participate and consent to have your responses published as group data in a report suitable 
for publication. This study has received ethical approval from the University Ethics 
Committee (Human Experimentation). If you have any concerns of an ethical nature or 
complaints about the way in which the project is conducted, you may contact the Chair or 
Executive Officer of the University Ethics Committee (Human Experimentation). In 2000 
the Chair is Dr Margaret Otlowski (03) 62 26 7569, and the Executive Officer is Ms Chris 
Hooper (03) 62 26 2763. 

Yours sincerely, 

Leesa Van Niekerk 
PhD Student 
School of Psychology 
University of Tasmania 
+61362267110 

Dr Frances Martin 
Senior Lecturer 
School of Psychology 
University of Tasmania 
+61 3 62 262262 

Kerene Strochnetter 
Senior Lecturer 
Northland Polytechnic 
Whangarei 
Ph 09 4305 830 
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Appendix G: Physician Information Sheet (Relationships and Barriers Study) 

Dear Physician, 

My name is Leesa Van Niekerk and I am currently completing my PhD (Clinical 
Psychology) at the University of Tasmania, under the supervision of Dr Frances Martin. As 
part of my PhD thesis I need volunteers to participate in a study investigating the attitudes 
and opinions of Australian and New Zealand nurses and medical practitioners regarding 
aspects of the nurse-medical practitioner relationship and the modern role of the nurse. This 
study is being conducted in collaboration with Kerene Strochnetter, a senior nursing lecturer 
at Northland Polytechnic, New Zealand. A previous study conducted by Van Niekerk and 
Martin (2000) examined nurse satisfaction with their professional relationship with medical 
practitioners and with their level of involvement in pain management. Over one third of the 
respondents indicated that they had encountered insufficient cooperation by medical 
practitioners and inadequate prescribing of pain relief medications. From this study it was 
concluded that nurses' concerns and conflicts related to barriers and ethical dilemmas 
concerning effective pain management are affected by their relationship with medical 
practitioners. Although this study gained an understanding of how nurses feel their 
relationship with medical practitioners impacts on their ability to provide optimal pain 
management, further research is need to investigate whether the perception of nurses that 
they do not receive an adequate level of professional respect is reflected by responses of 
medical practitioners to a similar set of questions. Although a number of researchers have 
investigated nurse satisfaction with their professional relationship with medical 
practitioners, very few studies have compared the responses of medical practitioners and 
nurses to the same questionnaire. 

Participation in this study will take approximately 10 minutes and involves completing and 
returning the attached questionnaire. If you choose to participate, the completed 
questionnaire should be placed in the self-addressed envelope and returned by November 30, 
2000. Your participation is entirely voluntary and is also anonymous. Neither the 
questionnaire nor the envelope has been previously coded. You are not required to give 
your name anywhere on the questionnaire. The data gathered from this study may be 
published but it will be presented as group data and in a form in which you will not be 
identifiable. By returning the completed questionnaire, it will be assumed that you have 
given consent to participate and consent to have your responses published as group data in a 
report suitable for publication. This study has received ethical approval from the University 
Ethics Committee (Human Experimentation). If you have any concerns of an ethical nature 
or complaints about the way in which the project is conducted, you may contact the Chair or 
Executive Officer of the University Ethics Committee (Human Experimentation). In 2000 
the Chair is Dr Margaret Otlowski (03) 62 26 7569, and the Executive Officer is Ms Chris 
Hooper (03) 62 26 2763. 

Yours sincerely, 

Leesa Van Niekerk 
PhD Student 
School of Psychology 
University of Tasmania 

+61362267110 

Dr Frances Martin 
Senior Lecturer 
School of Psychology 
University of Tasmania 

+61 3 62 262262 

Kerene Strochnetter 
Senior Lecturer 
Northland Polytechnic 
Whangarei 

Ph 09 4305830 
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Appendix H: Physician Relationship Survey 

1. Age 
2. Gender 101 Male 	02 Female 
3. Country of Employment 01  Australia 	02  New Zealand 
4. Employment Setting 01  Public Hospital 	02 Private Hospital 

03 Private Nursing Home 	04 Public Nursing Home 
05  Other 

5. 
6. 

Term of Employment 
Current Clinical Setting 

01  Full-time 	02 Part-time 	03 Casual 

Eli Medical 	02 Surgical/High Dependency 03 Pen-operative 04  Critical Care 
05  Casualty/Emergency 06  Oncology 07  Palliative Care 	08  Respiratory 
09 Geriatric/Gerontology Om Psychiatric 	011 Rehabilitation 	012 Midwifery 
0 13 Paediatric 10 1i  Pain Clinic 	 014 Various/Other 	 
7. How many years experience do you have working with patients (including graduate 

training)? 
oi 0-5 years 	02 6-10 years 03  11-15 years 04 16-20 years 05  21 years plus 

8. What proportion of your working week is spent attending to patients? 
01 Less than 33 % 	02 33-66 % 	03 66-100 % 

9. How frequently are you involved in the management  of vain?  
01 Almost never 02 Less than once per week 	01 3 Several times each week 
a Daily 	05 More than once each day 

1. Do you feel that you adequately consult nurses about a patients pain status? 

	

03 Consistently 	02 Sometimes 	01  Rarely 	00  Never 
2. Do you feel that you use the advice of nurses about a patient's pain levels to determine 

treatment strategies ? 

	

03 Consistently 	02 Sometimes 	01  Rarely 	00 Never 
3. Please indicate if you believe nurses should have more involvement in the following 

decisions 
Assessing how much pain the patient has 	02 Yes 01  No 03  Sometimes 
Deciding when to administer medications 	02 Yes 01  No 00  Sometimes 
Deciding what medications to administer 	02  Yes 01  No 00  Sometimes 
Deciding whether or not the patient has any pain 02 Yes 01  No 00 Sometimes 

4. Please indicate how frequently you consult the patient's nurse in relation to the 
following matters 

5 1 	42 	33 	24 	1 5  
Consistently 	 Sometimes 	 Never 

Regarding a patient's pain levels 	 51 	42 	3 3 	24 	1 5  
To discuss the need for increased pain medication 5 1  42 	33 	24 	1 5  
To discuss the side effects of medication 	5 1 	42 	33 	24 	1 5  

5. Do you view nursing as a profession? 

	

02 Yes 	01  No 	00  Unsure 
6. Would you attend workplace education programs that are designed and presented by 

nursing staff? 

	

02  Yes 	01  No 	00  Unsure 
7. Would you attend workplace education programs that are designed and presented by 

medical staff? 

	

02  Yes 	01  No 	03 Unsure 
8. Would you feel intimidated by a nurse recommending that you take a certain course of 

action? 

	

02 Yes 	01 No 	00  Unsure 
9. Do you prescribe nursing care to patients or give nursing care orders to nurses? 

	

02 Yes 	01 No 	a Unsure 
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10. Is a nurse legally accountable for her actions, even when acting on your orders? 
02 Yes 	Eh No 	110  Unsure 

11. Would you expect a nurse to obey a doctor's order even if they disagreed with it based 
on their own experience and knowledge? 

02 Yes 	0 1  No 	00  Unsure 
12. Do you feel that doctors provide sufficient time to answer nurse queries? 

02  Yes 	0 1  No 	Elo  Unsure 
13. Do you feel that the role of the nurse is vital in pain management? 

02 Yes 	0 1  No 	00  Unsure 
14. Should nurses be able to prescribe pain relief medications independent of a doctor? 

02 Yes 	El i  No 	00  Unsure 
15.Should nurses be able to utilise standing orders to provide analgesia to patients? 

02 Yes 	El i  No 	00 Unsure 

Thank you for your cooperation. 
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Appendix I: Nurse Relationship Survey 

1. Age 	 
2. Gender 	 0 1  Male 
3. Country of Employment 	 Australia 13

2  Female 
02 New Zealand 

4. Employment Setting 	 0 1  Public Hospital 	02  Private Hospital 
03  Private Nursing Home 	04 Public Nursing Home 
05 Other 	  

5. Term of Employment 	0 1  Full-time 	[712  Part-time 	03 Casual 
6. Current Clinical Setting 
101 Medical 	02 Surgical/High Dependency [33  Pen-operative 04  Critical Care 
05 Casualty/Emergency 06 Oncology 07  Palliative Care 	08 Respiratory 
09 Geriatric/Gerontology O m  Psychiatric 	0 11  Rehabilitation 	Cli2 Midwifery 
013 Paediatric 011  Pain Clinic 	 [3 14  Various/Other 	 
7. How many years experience do you have working with patients (including graduate 

training)? 
[71, 0-5 years 	02 6-10 years 03 11-15 years 04 16-20 years 05 21 years plus 

8. What proportion of your working week is spent attending to patients? 
[71 1  Less than 33 % 	02  33-66 % 	03 66-100 % 

9. How frequently are you involved in the management of pain?  
01 Almost never 102 Less than once per week 	133  Several times each week 
04 Daily 	05 More than once each day  

1. Do you feel that you are adequately consulted about a patients pain status by the patients 
doctor? 

03 Consistently 	02 Sometimes 	, 	0 1  Rarely 	00  Never 
2. Do you feel that the advice you give a doctor about a patient's pain levels is used to 

determine treatment strategies? 
03 Consistently 	132 Sometimes 	3i Rarely 	Clo Never 

3. Please indicate if you would like more involvement in the following decisions 
Assessing how much pain the patient has 	02 Yes 0 1  No 09 Sometimes 
Deciding when to administer medications 	[712  Yes 0 1  No [30 Sometimes 
Deciding what medications to administer 	02 Yes 0 1  No 00 Sometimes 
Deciding whether or not the patient has any pain 	02 Yes [7 1  No [30  Sometimes 

4. Please indicate how frequently you consult the patient's doctor in relation to the 
following matters 

5 1 	42 	 3 3 	24 	1 5  
Consistently 	 Sometimes 	 Never 
Determining a patient's pain levels 	 51 	42 	3 3 	24 	1 5  
To discuss the need for increased pain medication 5 1 	42 	33 	24 	1 5  
To discuss the side effects of medication 	51 	42 	33 	24 	15 

5. Do you view nursing as a profession? 
02  Yes 	0 1  No 	00  Unsure 

6. Would you attend workplace education programs that are designed and presented by 
nursing staff? 

02  Yes 	01 No 	00  Unsure 
7. Would you attend workplace education programs that are designed and presented by 

Medical staff? 
02  Yes 	01 No 	(Jo Unsure 

8. Would you recommend a course of action to a doctor, based on your own experience 
and knowledge? 

02 Yes 	0 1  No 	00  Unsure 
9. Would you accept nursing orders from a doctor? 
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02  Yes 	CPI No 	00  Unsure 
10. Do you believe that nurses are legally accountable for their actions, even when acting on 

a doctor's order? 
02  Yes 	01  No 	a Unsure 

11. Would you always accept an order from a doctor even if you disagreed, based on your 
own experience and knowledge? 

02 Yes 	01  No 	a Unsure 
12. Do you feel that doctors provide sufficient time to answer nurse queries? 

C:12 Yes 	01  No 	a Unsure 
13. Do you feel that the role of the nurse is vital in pain management? 

El2 Yes 	01  No 	a Unsure 
14. Would you like to be able to prescribe pain relief medications independent of a doctor? 

02  Yes 	01  No 	00  Unsure 
15. Would you like to be able to utilise standing orders to provide analgesia to patients? 

02 Yes 	01  No 	(Jo Unsure 

Thank you for your cooperation. 
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Appendix J: Information Sheet for Prescribing Practices Survey 

Dear Physician, 

My name is Leesa Van Niekerk and I am currently completing my PhD (Clinical 
Psychology) at the University of Tasmania. I need volunteers to participate in a study for 
my thesis. This study will examine physician's beliefs about and the prescribing of long-
term opioid use in the treatment of chronic noncancer pain.. The enclosed questionnaire 
(Turk & Brody, 1992) will gather data on the attitudes and beliefs of Tasmanian Doctors 
regarding this issue. Similar studies have been conducted in the United States and the 
United Kingdom, but this will be the first study of this kind conducted in Australia. 
Furthermore, the study will aim gather data in relation to attitudes regarding pain 
management issues. Based on the findings of the Tasmanian population, further studies may 
be conducted within other Australian states. 

Participation in this study will take approximately 10 minutes and involves completing and 
returning the attached questionnaires. If you choose to participate, the ,completed 
questionnaires should be placed in the enclosed stamped self-addressed envelope, sealed, 
and returned to the University of Tasmania as soon as possible. The end date for the return 
of the questionnaire is the 306  of January, 1999. Your participation is entirely voluntary 
and is also anonymous. Neither the questionnaires or the envelope have been previously 
coded. You are not required to give your name anywhere on the questionnaire. The data 
gathered from this study may be published but it will be presented as group data and in a 
form in which you will not be identifiable. By returning the completed questionnaire, it will 
be assumed that you have given consent to participate and consent to have your responses 
published as group data in a report suitable for publication. Information gathered during this 
study will not be used for political or institutional purposes. 

If you have any questions or concerns regarding the study please contact either myself on 
(03) 62 26 7110, or my supervisor Dr. Frances Martin (03) 62 26 2262. This study has 
received ethical approval from the University Ethics Committee (Human Experimentation). 
If you have any concerns of an ethical nature or complaints about the way in which the 
project is conducted, you may contact the Chair or Executive Officer of the University 
Ethics Committee (Human Experimentation). In 1988 the Chair is Dr. Margaret Otlowsld 
(03) 62 26 7569, and the Executive Officer is Ms Chris Hooper (03) 62 262763. 

I cannot emphasise enough how much I would appreciate your participation in my study. 

Yours sincerely, 

Leesa Van Niekerk 
PhD Student 
School of Psychology 
University of Tasmania 
(03) 62 26 7110 

Dr. Frances Martin 
Psychologist 
School of Psychology 
University of Tasmania 
(03) 62 262262 
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Appendix K: Prescribing Practices Survey 

1. Medical Speciality 	 (e.g., Psychiatry, General Practice) 
2. Age 	 Sex 	  
3. Number of years working in medicine 	 years 
4. Number of years working in PAIN specific medicine 	years 
5. What percentage of your patients have chronic nonmalignant pain? 
Ci l  0-10% 	02 11-20% 	03 21-30% 	04 31-40% 	05 41-50% 	06 51-60% 
07 60 % plus 
6. How frequently do you prescribe long-term use of opioids for persistent nonmalignant 

pain? Please circle one number. 
0 	1 	2 	3 	4 	5 	6 

Never 	 Very Frequently 
7. Please circle the number that indicates how strongly you agree or disagree with each of 

the following statements. 
Strongly 	 Strongly 

Disagree 	 Agree 
a) Opioids are underutilised in the treatment 0 	1 2 3 4 5 6 
of chronic nonmalignant pain. 
b) The primary goal of treatment for chronic 
nonmalignant pain is improvement in function. 	0 1 2 3 4 5 6 
c) The primary goal of treatment for chronic 
nonmalignant pain is symptomatic relief. 	0 1 	2 3 4 5 	6 
d) The problem of addiction has been 
overemphasised and has impeded the 
long-term use of opioids for chronic 
nonmalignant pain. 	 0 1 2 3 4 5 6 
e) Tolerance is not a serious impediment to 
the use of opioid therapy for persistent 
nonmalignant pain. 	 0 1 2 3 4 5 6 
t) Physical dependence is not a serious 
impediment to the use of chronic opioid 
therapy for persistent nonmalignant pain. 	0 	1 	2 3 4 5 	6 
g) I have no reservations about prescribing 
opioids on a long-term basis for chronic 
nonmalignant pain. 	 0 1 2 3 4 5 6 
h) I find myself underprescribing opioids for 
patients with chronic nonmalignant pain due 
to regulatory pressures, rather than for 
strictly medical reasons. 	 1 	2 	3 4 	5 	6 
i) My education regarding pain evaluation 
and treatment was appropriate during 
medical school. 	 0 	1 	2 	3 4 	5 	6 
j) My education regarding pain evaluation 
and treatment was appropriate during 
residency training. 	 0123456 
k) Side effects (e.g., nausea, sedation) are a 
serious impediment to the prescribing of 
long-term opioids for nonmalignant pain. 	 1 	2 	3 4 	5 	6 
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7. Please indicate the approximate percentage of your patients with chronic nonmalignant 
pain who use the medications listed below - 

NARCOTICS 
NS AIDS 

1. Anamorph 	% 
2. Capadex 	% 	 1. Anaprox 	% 
3. Codiene 	ok 	 2. Brufen 	% 
4. Codral Forte 	ok 	 3. Dolobid 	% 
5. Di-gesic 	% 	 4. Feldene 	ok 
6. Doloxene 	ok 	 5. Indocid 	ok 
7. Endone 	ok 	 6. Naprosyn 	ok 
8. Fentanyl 	ok 	 7. Naprosyn SR 	% 
9. Fortral 	ok 	 8. Neurofen 	°A, 
10. Kapanol 	ok 	 9. Orudis 	% 
11. Mersyndol/ Mersyndol Forte 	10 Voltaren 	 
	% 
12.Morphine 	ok 
13.MS Contin 	ok 
14.Palfium 	ok 
15.Panadeine/ Panadeine Forte 

% 
16.Pethidine 	ok 
17. Physeptone 	ok 
18.Proladone 	ok 

SEDATIVES 

1. Euhypnos 	ok 
2. Imovane 	ok 
3. Mogadon 	ok 
4. Normison 	ok 
5. Rohypnol 	ok 

ANTI-MIGRAINE 

1. Cafergot 	ok 
2. Catapres 	 
3. Deseril 	ok 
4. Ergodryl 	 
5. Imigran 	ok 
6. Migral 	ok 
7. Sandomigran 	 % 

SIMPLE ANALGESICS 

1. Ecotrin 	% 
2. Panadol 	 
3. Panamax 	ok 
4. Paracetamol 	 
5. Panalgesic 	% 
6. Veganin 	ok 
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Appendix L: Participant Confidential Pain Questionnaire 

Pain is influenced by many things, including physical impairment, mood, thoughts, and the 
way others respond to us when we are in pain. The following questionnaire is designed to 
help determine the variety of things that determine your pain. It is also designed to give you 
an opportunity to express how you feel you are treated by healthcare professionals. You 
will be asked questions about 
a) How you feel towards your physician(s) and the healthcare system in general; 
b) The medication(s) and other substances you use to relieve your pain; 
c) Your medical and personal history; and 
d) How you feel about the medication(s) you are taking. 
Please answer each question as honestly and accurately as you can. Remember that your 
responses are completely confidential, and that you can not be identified from the 
information that you give. 

Instructions 

Most of the questions you will be asked require you to choose a number from 0 
to 7. The following is an example: 

1. Do you enjoy watching sports on TV? 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 A great deal 

If you strongly dislike watching sports on TV, you would choose the number 0. 
If you really enjoy watching sports on TV, you would choose number 7. If you 
like watching sports somewhat, you would choose the number 3 or 4. 

If you choose number 7 as your answer, you would place a circle around it. 
You may change your answers if you like, but make sure it is clear which 
number you want. 

Below are the questions that concern the treatments and diagnoses made by doctors of your 
choice since you developed pain. Consider ALL the doctors that you have had contact with 
when answering. 

1. My doctors have encouraged me to contact them if I experience any increase in my pain. 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 Very often 
2. My doctors have said that surgery or medications are the only treatments that might help 

me. 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 Very often 
3. My doctors have talked to me about different ways to manage my pain besides taking 

medication, resting and receiving shots. 
0 	1 	2 	3 	4 	5 	6, 	7 

Not at all 	 Very often 
4. My doctors have warned me against doing anything that could make my pain worse, even 

after six months following the onset of my pain, or any surgery for my pain. 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 Very often 
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5. My doctors have said that they cannot find anything physically wrong that would explain 
why I continue to have pain. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

6. I have had doctors tell me I should not be in as much pain as I say I am. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

7. Even after six months following the onset of my pain, or any surgery for my pain, my 
doctors have continued to recommend I restrict most of my physical activities. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

8. My doctors have accused me of exaggerating my pain. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

9. My doctors have tried to get me to exercise and be more physically active. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

10. My doctors have tried to include me as a participant in my own health care such as 
giving me choices, asking for me feedback, and encouraging me to develop certain skills, 
such as muscle stretching, that I could practice on my own. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

11. My doctors have gotten annoyed with me when I've complained of pain. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

12. My doctors have criticised me for not increasing my physical activity. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

13.When I have tried to increase my physical activity in the past, my doctors have 
encouraged me to continue. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

14. My doctors have gotten upset with me for taking too much pain medication. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

15. My doctors have repeated diagnostic tests such as CAT-scan, X-rays, and EMG's when 
my pain worsened, even though earlier tests have not found anything wrong. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

16. My doctors have told me that my pain is all in my head, or words to that effect. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

17. My doctors have listened with interest to my complaints of pain. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

18. My doctors have become irritated with me because I have improved little with 
treatment. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

19. My doctors have encouraged me to go to the emergency room when my pain flared up. 

	

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 
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20. My doctors have gotten annoyed at me for exploring alternative treatments for managing 
my pain (i.e., relaxation training, nutritional, educational, and stress management). 

0 	1 	2 	3 	4 	56 	7 
Not at all 	 Very often 

21. Whenever I complained of an increase in pain or no improvement with therapy, my 
doctors have encouraged me to rest and take pain medications. This was the case even 
after six months following the onset of my pain or any surgery for my pain. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

22. My doctors have relied primarily on medications to treat my pain problem. 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 Very often 
23. Rate as a whole, the doctors that have treated or evaluated your pain problem since it 

began: 
a) 0 	1 	2 	3 	4 	5 	6 	7 
Uncaring 	 Caring 

b) 0 	1 	2 	3 	4 	5 	6 	7 
Unfriendly 	 Friendly 

c) 0 	1 	2 	3 	4 	5 	6 	7 
Unqualified 	 Qualified 

d) 0 	1 	2 	3 	4 	5 	6 	7 
Cold 	 Warm 

e) 0 	1 	2 	3 	4 	5 	6 	7 
Inconsiderate 	 Considerate 

1) 	0 	1 	2 	3 	4 	5 	6 	7 
Harmful 	 Helpful 

24. How many hospital admissions have you had for your pain? 	visits. 
25. Please indicate the number of times you have had the following - 

a) CT Scan 	times 
b) MRI Scan 	times 
c) Bone Scan 	times 
d) Myelogram 	times 

Endoscopy 	times 
f) Scans (not sure of name) 	times 

26. Please indicate the number of times you have had the following - 
a) Operations for the pain 	times 
b) Epidurals 	times 
c) Facet joint injection 	times 
d) Nerve block 	times 
e) Other type of injection for pain relief 	times 
f) Physiotherapy sessions or referrals 	times 

27. Have you used acupuncture for your pain condition? 
C3 Yes 	tNo 

28. Have you had osteopathic treatment for your pain condition? 
Yes 	C:3 No 

29. Have you ever had any chiropractic treatment for your pain condition? 
CJ Yes 	No 

30. Have you ever had Reiki or massage for your pain condition? 
CI Yes 	IJNo 

31. Has your doctor suggested that rest is helpful for relieving your pain condition, either 
rest at home or in a hospital ward? 
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Yes 	CJ No 
32. Has your doctor made attempts to explain the nature of your pain to you, in language 

that you can understand? 
[l Yes 	CI No 

33. Do you feel that your pain condition has been thoroughly explored? 
Yes 	JNo 

34. Do you feel that your pain condition should be investigated further? 
Ci Yes 	LNo 

Below are the questions that concern the doctors von have been referred to for 
assessments  since you developed pain. Consider ALL the doctors that you have had contact 
with when answering. 

1. The doctors have talked to me about different ways to manage my pain besides taking 
medication, resting and receiving shots. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

2. The doctors have warned me against doing anything that could make my pain worse, 
even after six months following the onset of my pain, or any surgery for my pain. 

0 	1.2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

3. The doctors have said that they cannot find anything physically wrong that would 
explain why I continue to have pain. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

4. I have had doctors tell me I should not be in as much pain as I say I am. 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 Very often 
5. The doctors have accused me of exaggerating my pain. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

6. The doctors have tried to include me as a participant in my own health care such as 
giving me choices, asking for me feedback, and encouraging me to develop certain 
skills, such as muscle stretching, that I could practice on my own. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

7. The doctors have gotten annoyed with me when I've complained of pain. 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 Very often 
8. The doctors have gotten upset with me for taking too much pain medication. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

9. The doctors have repeated diagnostic tests such as CAT-scan, X-rays, and EMG's when 
my pain worsened, even though earlier tests have not found anything wrong. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

10. The doctors have told me that my pain is all in my head, or words to that effect. 
0 	1 	2 	3 	4 	5 	6 	7 

Not at all 	 Very often 
11. The doctors have listened with interest to my complaints of pain. 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 
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12. The doctors have gotten annoyed at me for exploring alternative treatments for 
managing my pain (i.e., relaxation training, nutritional, educational, and stress 
management). 

0 	1 	2 	3 	4 	5 	6 	7 
Not at all 	 Very often 

13. Rate as a whole, these doctors that have evaluated your pain problem since it began: 
a) 0 	1 	2 	3 	4 	5 	6 	7 
Uncaring 	 Caring 

b) 0 	1 	2 	3 	4 	5 	6 	7 
Unfriendly 	 Friendly 

c) 0 	1 	2 	3 	4 	5 	6 	7 
Unqualified 	 Qualified 

d) 0 	1 	2 	3 	4 	5 	6 	7 
Cold 	 Warm 

e) 0 	1 	2 	3 	4 	5 	6 	7 
Inconsiderate 	 Considerate 

f) 0 	1 	2 	3 	4 	5 	6 	7 
Harmful 	 Helpful 

What kinds of thoughts do you have about your pain problem? Rate how strongly you agree 
or disagree with the following statements. 

1. I should have gotten better by now. 
0 	 1 	2 	3 	4 	5 	6 	7 

Strongly disagree 	 Strongly Agree 
2. There is nothing that can be done to help me with my pain problem. 

0 	 1 	2 	3 	4 	5 	6 	7 
Strongly disagree 	 Strongly Agree 
3. I sometimes feel that I have to show others I am in pain, otherwise they won't believe my 

pain is real. 
0 	 1 	2 	3 	4 	5 	6 	7 

Strongly disagree 	 Strongly Agree 
4. I do not feel that everything possible has been done medically to treat my pain problem. 

0 	 1 	2 	3 	4 	5 	6 	7 
Strongly disagree 	 Strongly Agree 
5. My pain problem is the fault of doctors who do not give me adequate care. 

0 	 1 	2 	3 	4 	5 	6 	7 
Strongly disagree 	 Strongly Agree 
6. If I had some physical evidence of my pain problem, such as a neck brace or cane, people 

would be more convinced my pain is real. 
0 	 1 	2 	3 	4 	5 	6 	7 

Strongly disagree 	 Strongly Agee 
7. Surgery could help me overcome my pain problem. 

0 	 1 	2 	3 	4 	5 	6 	7 
Strongly disagree 	 Strongly Agee 
8. It bothers me that others might not believe my pain is real. 

0 	 1 	2 	3 	4 	5 	6 	7 
Strongly disagree 	 Strongly Agree 
9. My doctors should have cured me by now. 

0 	 1 	2 	3 	4 	5 	6 	7 
Strongly disagree 	 Strongly Agree 
10. I feel that the physical cause of my pain has not been adequately treated. 
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0 	 1 	2 	3 	4 	5 	6 
	

7 
Strongly disagree 	 Strongly Agree - 
11. My doctors have tried everything possible to treat my pain prob lem. 

0 	 1 	2 	3 	4 	5 	6 
	

7 
Strongly disagree 	 Strongly Agree 
12. I sometimes feel that I have to prove to others that I really do h urt. 

0 	 1 	2 	3 	4 	5 	6 
	

7 
Strongly disagree 	 Strongly Agree 

The following questions ask about your use of pain medication (if any) and other substances 
that may influence your pain levels. 

1. Indicate how many cigarettes you smoke each day  
CIO 	 1-10 	CI 11-20 	El 21-30 CI 31-40 IJ4lormore 

2. Indicate the prescription  medications you are currently taking (attach additional sheets if 
necessary) 

Name 	 Dose 	Duration of Use 	Symptom 
(e.g., MS Contin) (e.g., 5mg daily) 	(e.g., 6 months) 	(e.g., Pain, depression) 

3. Do you feel stigmatised by your pain medication prescription (s) 

	

Yes 	El No 
4. Have you been asked about your pain medication by other patients, or by family members 

	

I:3 Yes 	10 No 
5. Have you had problems in redeeming you pain medication prescription at the pharmacy 

	

Yes 	ENo 
6. Have you been warned by the pharmacy not to take your pain medication 

	

Yes 	CI No 
7. Has anything special happened in the pharmacy when picking up your pain medication 

	

CI Yes 	1No 
8. Is your doctor suspicious about your pain medication 

	

CI Yes 	CP No 
9. Has your doctor refused to continue with your pain medication 

	

Yes 	IJNo 
10. If Yes, what was the reason given by your doctor 

CI Fear of physical dependency 
Cost 

El Lack of time 
CI Other 	  

11. How would you rate the instructions given to you by your doctor about your pain 
medication? 

10 Excellent 
Very Good 

Ci Good 
Poor 
Very Poor 

CI My doctor did not give me any information 
12. Did your doctor tell you to take your medication on a pain contingent basis (e.g., only 
when your pain levels were very high)? 
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0 Yes 	0 No 
13. Have you ever used alcohol or an illegal drug (e.g., heroin, marijuana) to help relieve 

your pain? 
0 Yes 	0 No 

* If you have used alcohol or an illegal drug for pain relief, please list the substances, the 
duration you have used them, and the frequency with which you have used them. 
Name of Substance Frequency (e.g., daily) Duration (e.g., 6 months)  

14. Have you ever used medication prescribed to other members of your family to help 
relieve your pain? 

0 Yes 	0 No 
15. Have you ever used medication prescribed to a friend to help relieve you pain? 

0 Yes 	0 No 
16. Have you ever taken larger doses of medication than your doctor prescribed, just in case 
you pain worsened? 

0 Yes 	0 No 
17. Do you think that the medication you take for your pain is an effective pain relief 
measure? 

0 Yes 	0 No 
18. Do you feel that you can cope without your pain medication? 

0 Yes 	0 No 
19. Are you concerned about the short-term side effects of you pain relief medication? 

0 Yes 	0 No 
* If yes, have you spoken to your doctor about these concerns? 

1:3 Yes 	0 No 
20. Are you concerned about the long-term side effects of your pain relief medication? 

Yes 	0 No 
* If yes, have you spoken to your doctor about these concerns? 

r3 Yes 	0 No 
21. Please indicate how your pain relief medication has changed the quality of your life in 
general 

0 For the better 	0 No change 	D For the worse 
22. Are you aware of the possible withdrawal symptoms associated with ending your pain 
relief medication? 

0 Yes 	EJNo 
23. Have you ever had to have emergency treatment (e.g., hospitalisation) because you have 

taken too much of your prescribed pain relief medication? 
Yes 	[7 No 

24. Have you ever had to have emergency treatment (e.g., hospitalisation) because you have 
consumed too much alcohol or an illegal substance (e.g., heroin)? 

0 Yes 	0 No 
25. Have you been involved in any legal situations (e.g., arrest, police questioning, court 

appearance) in relation to your prescribed pain relief medication? 
0 Yes 	0 No 

26. Have you been involved in any legal situations (e.g., arrest, police questioning, court 
appearance) in relation to alcohol or an illegal substance? 

0 Yes 	0 No 
27. Do you feel that your pain medication needs to be increased to be as effective in 

relieving your pain condition as it was when you first began using it? 
0 Yes 	No 
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28. Do you feel that your pain medication is less effective in relieving your pain condition 
than it used to be? 

	

Yes 	Ci No 
29. Have you experienced any unpleasant bodily sensations (e.g., sweating, nausea) when 

you have tried to go without your pain relief medication? 

	

Yes 	CI No 
30. Have you made any attempts to cut down on the amount of pain medication you take? 

	

CI Yes 	0 No 
31. If you have made an attempt, and it was unsuccessful, what made you begin taking your 

pain medication again? 
CI Pain levels to high 	 iJ My doctor made me 
CI My family Made me 	 01 Unpleasant withdrawal 

	

symptoms 	CI Not 	sure 
32. On average, how often do you do the following activities listed below in relation to 

your pain medication? 
Never Consistently 
0 1 2 3 4 5 

Visit one doctor 	 0 1 2 3 4 5 
Visit 2 or more doctors 0 1 2 3 4 5 
Travel long distances to collect medication 0 1 2 3 4 5 
Telephone conversations about medication 0 1 2 3 4 5 
Taking pain medication 0 1 2 3 4 5 
Recovering from effects of pain medication 0 1 2 3 4 5 

33. Have you had to give up or reduce any of your social activities because of your pain 
medication? 

	

CI Yes 	El No 
34. Have you had to give up or reduce any of your employment activities because of your 

pain medication? 

	

Yes 	tiNo 
35. Have you been under the influence of your pain medication in situations that may have 

been physically dangerous (e.g., driving, operating machinery) 

	

Yes 	No 
36. Do you take your pain medications exactly as prescribed by your doctor? 

	

CI Yes 	13 No 
37. Have you ever increased your dosage without checking with your doctor? 

	

Yes 	CI No 
38. Have you ever told your doctor that you lost your pain medication so that you could 

receive more? 

	

O Yes 	No 
39. Are you aware of the street value of your pain medication? 

	

Yes 	0 No 
40. Have you ever tried to sell your pain medication? 

	

Cl Yes 	CI No 
* If yes, please state your relationship with the buyer (e.g., friend, brother, stranger) 

41. Have you tried to go to a number of different doctors to try and get your pain 
medication? 

CI Yes 	CI No 
42. Do you go to more than one pharmacy to collect your pain medication? 
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0 Yes 	0 No 
43. Have you ever been involved in any of the following actions 

a) Selling prescription drugs 
b) Prescription forgery 
c) Stealing drugs from others 
d) Borrowing drugs from others 
e) Injecting oral drugs 
f) Obtained prescription drugs from 
Nonmedical sources 
g) Drug hording 

• 	 Yes 
Yes 
Yes 
Yes 
Yes 

Yes 
Yes 

No 
CI No 
CI No 
Ci No 
1:3 No 

In No 
171 No 

The next section asks you some sensitive questions about your current situation and 
background. 

1. What are your personal sources of fmancial support (tick all that apply)? 
0 Personal earnings 0 Parents 	0 Savings 	U Property 
0 Worker's compensation 0 Spouse's earnings 0 Retirement CI Investments 0 Friends 
0 Disability payments 0 Social security 	0 Other 	  
2. What is your current marital status? 
0 Single 	0 Separated 0 Defacto 	0 Divorced CI Married 
Widowed 
3. Please respond yes or no to the following questions: 
0 Yes 0 No Did you feel abandoned or neglected as a child? 
0 Yes 0 No Did either of your parents abuse alcohol or any other substance? 
0 Yes 0 No Was either of your parents physically abusive to each other? 
0 Yes 0 No Were you subjected to physical abuse as a child or adolescent? 
0 Yes 0 No Were you subjected to sexual abuse as a child or adolescent? 
0 Yes 0 No Have you ever struck, punched or injured either a spouse or romantic partner? 
0 Yes 0 No Has any family member, friend or colleague ever expressed concern 
regarding your use of alcohol or any other substance? 
0 Yes 0 No Have you ever been in an abusive relationship either as an adolescent or 
adult? 
0 Yes 0 No Have you ever been sexually assaulted? 
0 Yes 0 No Have you ever been physically assaulted? 
4. Are you currently employed? 

0 Yes 	0 No 
5. Are you satisfied with your present job? 

0 Yes 	0 No 
6. Has your present physical condition resulted in any of the following? 
0 Yes 0 No Led to a change in your job title? 
0 Yes 0 No Led to a change in your job duties? 
0 Yes 0 No Forced you to limit your hours worked? 
7. Please tick all the symptoms you are currently experiencing. 
a) Emotion 
0 Change in personality 	 0 Emotional overreacting 
0 Change in sexual interest or drive 	0 Irritability 	Ll Extreme mood swings 
0 Change in sense of humour 	0 Decreased capacity for pleasure 
CI Frustration 	 U Feelings of hopelessness 	CI Crying spells 
b) Behaviour 
0 Loss of energy 	0 Impaired sexual performance 	U Aggression or violence 
0 Eating disturbance 	0 Sleep disturbance 	U Loss of control 
0 Repetitive or compulsive behaviour 0 Involuntary behaviours 
c) Intellectual Abilities  



Poor concentration 
El Decreased clarity of thinking 
0 Problems with reading 
0 Problems with memory 
d) Thought Processes  

0 Slowness of thinking 
0 Use of wrong or inappropriate words 
El Problems with spelling 
El Difficulty organising 
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0 Racing thoughts 	. 01 Obsessions 	El Unusual thoughts 
El Recurrent nightmares 	 El Intrusive day time thoughts El Guilty feelings 
0 Feelings of persecution 	El Suicidal thoughts 	0 Murderous thoughts 
8. Write a #1 next toy your primary area of pain, and a #2, #3 etc. next to your secondary 

sites of pain 
_ Head/face/mouth 	Neck 	Shoulders/upper arms 	Lower arms 

Hands/fingers 	Chest 	Abdomen/stomach 	Upper back _ 
_ Mid-back 	Low back 	Upper legs 	 Lower legs 
_ Feet 	 Pelvis 	Buttocks 	 Hips 

Anal area 	Genital area 	Other: 	  
9. Using the "0 to 10" scale below, rate the strength or intensity of your pain for each area 

you marked above. Record a number rating on the line next to each area or site of your 
pain below 
No Pain 

0 	1 	2 
Head/face/mouth 
Hands/fingers 
Mid-back 
Feet 
Anal area 

3 	4 
Neck 
Chest 
Low back 
Pelvis 
Genital area 

5 	6 	7 
Shoulders/upper arms 
Abdomen/stomach 
Upper legs 
Buttocks 

Other: 

Worst Pain Imaginable 
8 	9 	10 

Lower arms 
Upper back 
Lower legs 
Hips 

Thank you for your time. 
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Appendix M: Physician Survey of Opioid Use 

*** Please Leave Blank if Your Patient Does Not Use (Mold Medications ***  
1. Has your patient displayed an overwhelming focus on opiate issues during consultations? 

C3 Yes 	0 No 
2. Do opiate issues occupy a significant proportion of the time during consultations? 

0 Yes 	0 No 
3. Does the patients focus on opiate issues impede progress with other issues regarding the 

patient's pain? 
0 Yes 	0 No 

4. Has the behaviour outlined above persisted over three or more consultations? 
0 Yes 	[D No 

5. Do you think opiate issues will occupy the majority of your next consultation with your 
patient? 

[D Yes 	[D No 
6. Has the patient had a pattern of early refills? 

[D Yes 	[D No 
7. If yes, please indicate the number of instances this has occurred. 

0 1 time 0 2 times 	0 3 times 	0 4 times 	0 5 or more times 
8. Has the patient required an escalating dose of opioids in the absence of an acute change 

in his/her pain condition? 
[D Yes 	CI No 

9. Please indicate the number of telephone calls/visits the patient has made to request more 
opiates. 
[D None 	0 1 time 	0 2 times 	0 3 times 	0 4 or more tinaes 

10. Please indicate the number of telephone calls/visits the patient has made to request early 
medication refills. 
0 None 	0 1 time 	0 2 times 	0 3 times 	0 4 or more times 

11. Please indicate the number of telephone calls/visits the patient has made due to problems 
associated with their opiate prescription. 
0 None 	0 1 time 	0 2 times 	0 3 times 	0 4 or more times 

12. Has your patient ever created a disturbance with the office staff over their opiate 
prescription? 

[D Yes 	[D No 
13. Has your patient ever reported the following prescription problems. 

a) Lost medications 	0 Yes 	times 	171No 
b) Spilled medications 	0 Yes 	times 	0 No 
c) Stolen Medications 	0 Yes 	times 	0 No 
d) Lost prescription 	[D Yes 	times 	0 No 
e) Stolen prescription 	0 Yes 	times 	0 No 

14. Do you know if your patient has supplemental sources of opiates obtained from multiple 
providers? 

[D Yes 	ID No 
15. Do you know if your patient has supplemental sources of opiates from emergency 

rooms? 
[D Yes 	ID No 

16. Do you know if your patient has supplemental sources of opiates from illegal sources? 
[D Yes 	ID No 

Thank you for your time. 
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Appendix N: Participant Consent Form One 

	 (name) of 	  

(Address) give permission for my Doctor 	 (name) ) of 

(Address) to complete the attached questionnaire and return it to Leesa Van Niekerk 

at the University of Tasmania. I understand that I will not have access to the 

information given by my doctor on the attached questionnaire. 

Name of Participant 	  

Date of Birth 	./ 	/  

Signature of Participant 	  

Date of Consent 	 / 	/  

Investigator : 
I have explained this project and the implications of participation in it to this 

volunteer and I believe that the consent is informed and that he/she understands the 

implications of participation. 

Name of Investigator . 	  

Signature of Investigator 	  

Date ...../...../..... 
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Appendix 0: Participant Consent Form Two 

Chronic Nonmalignant Pain Research 

Participant : 
1. I have read and understood the information sheet regarding the above named 

study. 
2. The nature and possible effects of the study have been explained to me. 
3. I understand that the study involves the following procedure 

Stage One - I will complete a number of questionnaires. The information I 
give will be kept confidential between myself and the researcher. This 
questionnaire will not contain my name. 

Stage Two - A questionnaire will be sent to my doctor to complete. I 
understand that I will not have access to this information and that my 
doctor will not have access to my information. 

4. I understand that I will not be placed at any risk during the experiment. 
5. I understand that all research data will be treated as confidential. 
6. Any questions that I have asked have been answered to my satisfaction. 
7. I agree to participate in this experiment and understand that I may withdraw at any 
time without prejudice. 
8. I agree that research gathered for the study may be published provided that I 
cannot be identified as a participant. 

Name of Participant 	  
Signature of Participant 	  
Date ...../...../..... 

Investigator : 
I have explained this project and the implications of participation in it to this 
volunteer and I believe that the consent is informed and that he/she understands the 
implications of participation. 

Name of Investigator 	  
Signature of Investigator 	  
Date ...../...../..... 
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Appendix P: Statistical Analyses 

Nurse Knowledge and Education Data 
Nurse Age and Specific Area of Knowledge 

df 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error 

Age 	3 	17187.78 	1011 	941.2365 
Area 	4 	66550.98 	4044 	328.1524 
Age*Areal 2 	786.13 	4044 	328.1524 

18.2609 
202.8051 
2.3956 

.000 

.000 

.004 
Nurse Clinical Unit and Overall Knowledge 

df 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error 

Unit 	13 	47.91011 	1001 	16.57392 2.890694 .000 
Nurse Clinical Unit and Specific Area of Knowledge 

df 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error 

Unit 	13 	2420.19 	1001 	970.7202 
Area 	4 	60204.53 	4004 	325.5313 
Unit*Area52 	635.67 	4004 	325.5313 

2.4932 
184.9424 
1.9527 

.002 

.000 

.000 
Nurse Unit Position and Specific Area of Knowledge 

dl 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error F 

Pos 	6 	1266.203 	1008 	987.6549 
Area 	4 	2381.291 	4032 	329.0530 
Pos*Area24 	405.844 	4032 	329.0530 

1.282030 
7.236802 
1.233371 

.263 

.000 

.199 
Nurse Employment Duration and Specific Area of Knowledge 

df 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error F 

Dur 	4 	6096.97 	1010 	969.0748 
Area 	4 	28578.81 	4040 	329.1962 
Dur*Areal6 	408.08 	4040 	329.1962 

6.29154 
86.81392 
1.23964 

.000 

.000 

.228 
Nurse Employment Term and Specific Area of Knowledge 

df 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error 

Term 	2 	5353.61 	1012 	980.6780 
Area 	4 	52129.98 	4048 	329.4162 
Tenn*Area8 	375.63 	4048 	329.4162 

5.4591 
158.2496 
1.1403 

.004 

.000 

.332 
Nurse Employment Setting and Specific Area of Knowledge 

df 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error 

ES 	4 	4014.34 	1010 	977.3228 
Area 	4 	49226.88 	4040 	327.7563 
ES*Areal6 	771.64 	4040 	327.7563 

4.1075 
150.1935 
2.3543 

.003 

.000 

.002 
Nurse Involvement and Specific Area of Knowledge 

df 	MS 	df 	 MS 
Effect 	Effect 	Error 	Error 

Inv 	4 	4439.27 	1010 	975.6399 
Area 	4 	59417.61 	4040 	328.3419 
Inv*Areal6 	623.78 	4040 	328.3419 

4.5501 
180.9626 
1.9111 

.001 

.000 

.012 
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Nurse Experience and Specific Area of Knowledge 
df 

Effect 
MS 	df 

Effect 	Error 
MS 
Error 

Exp 	4 5550.99 	1010 971.2371 5.7154 .000 
Area 	4 64876.15 	4040 329.5005 196.8924 .000 
Exp*Areal6 331.25 	4040 329.5005 1.0053 .447 
Nurse Education and Demographic Variables 
1= Nurse Age, 2= Place of Education, 3= Specific Area of Education 

df 	MS df 	MS 
Effect 	Effect Error 	Error p-level 

1 3 	61.973 1011 	6.635967 9.3390 .000004 
2 1 	1767.022 1011 	3.828613 461.5306 .000000 
3 4 	82.866 4044 	.442613 187.2194 .000000 
12 3 	66.333 1011 	3.828613 17.3257 .000000 
13 12 	1.350 4044 	.442613 3.0497 .000271 
23 4 	9.786 4044 	.334389 29.2640 .000000 
123 12 	.895 4044 	.334389 2.6768 .001367 
1= Nurse Employment Setting, 2= Place of Education, 3= Specific Area of Education 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 4 26.315 1010 6.722398 3.9145 .003681 
2 1 1010.682 1010 4.013896 251.7959 .000000 
3 4 47.003 4040 .441511 106.4591 .000000 
12 4 3.923 1010 4.013896 .9774 .418872 
13 16 1.401 4040 .441511 3.1734 .000019 
23 4 9.127 4040 .333938 27.3312 .000000 
123 16 .869 4040 .333938 2.6022 .000469 
1= Nurse Clinical Unit, 2= Place of Education, 3= Specific Area of Education 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 13 11.444 1001 6.739370 1.6981 .056065 
2 1 1494.893 1001 3.984120 375.2129 .000000 
3 4 74.684 4004 .442653 168.7191 .000000 
12 13 6.279 1001 3.984120 1.5759 .085867 
13 52 .649 4004 .442653 1.4659 .016693 
23 4 7.836 4004 .332502 23.5663 .000000 
123 52 .609 4004 .332502 1.8320 .000271 
1= Nurse Experience, 2= Place of Education, 3= Specific Area of Education 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 4 15.647 1010 6.764648 2.3131 .055848 
2 1 1736.942 1010 3.851228 451.0099 .000000 
3 4 77.542 4040 .443944 174.6671 .000000 
12 4 44.997 1010 3.851228 11.6838 .000000 
13 16 .787 4040 .443944 1.7727 .029003 
23 4 10.188 4040 .332844 30.6103 .000000 
123 16 1.145 4040 .332844 3.4405 .000004 
1= Nurse Involvement, 2= Place of Education, 3= Specific Area of Education 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 4 31.928 1010 6.700168 4.7653 .000822 
2 1 1283.723 1010 4.010391 320.0992 .000000 
3 4 69.774 4040 .443719 157.2490 .000000 
12 4 4.808 1010 4.010391 1.1989 .309626 
13 16 .844 4040 .443719 1.9012 .016231 
23 4 9.924 4040 .334963 29.6266 .000000 
123 16 .610 4040 .334963 1.8217 .023321 
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1= Nursing school assessment, 2= Workplace assessment 
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 269.814 990 560.8014 .481122 .749632 
2 4 2123.715 990 560.8014 3.786929 .004602 
12 16 676.206 990 560.8014 1.205785 .256331 
1= Nursing school nonpharmacology, 2= Workplace nonpharmacology 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 63.120 990 520.2714 .121322 .974882 
2 4 1352.860 990 520.2714 2.600297 .034819 
12 16 469.608 990 520.2714 .902620 .566067 
1= Nursing school pharmacology, 2= Workplace pharmacology  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 149.4586 990 227.1230 .658051 .621277 
2 4 270.8369 990 227.1230 1.192468 .312466 
12 16 183.1672 990 227.1230 .806467 .679289 

Physician Knowledge and Education Data 
1= Physician Age, 2= Specific Area of Knowledge  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 3 21753.48 357 1213.021 17.93331 .000000 
2 4 21049.37 1428 422.511 49.81972 .000000 
12 12 1343.21 1428 422.511 3.17912 .000167 
1= Physician Speciality, 2= Specific Area of Knowledge  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 10 5074.17 350 1278.764 3.96803 .000038 
2 4 18589.77 1400 408.396 45.51901 .000000 
12 40 1192.75 1400 408.396 2.92057 .000000 
1= Physician Employment Setting, 2= Specific Area of Knowledge 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 4283.10 358 1367.996 3.13093 .044875 
2 4 31360.98 1432 430.651 72.82227 .000000 
12 8 346.48 1432 430.651 .80455 .598579 
1= Physician Experience, 2= Specific Area of Knowledge 

df 	MS 	df 	MS • 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 4071.06 356 1354.002 3.00669 .018414 
2 4 33157.20 1424 417.750 79.37092 .000000 
12 16 1536.75 1424 417.750 3.67863 .000001 
1= Physician Frequency, 2= Specific Area of Knowledge 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 2787.42 356 1368.425 2.03696 .088743 
2 4 26606.20 1424 419.221 63.46576 .000000 
12 16 1405.79 1424 419.221 3.35334 .000008 



284 

1=Physician age, 2= Place of Education, 3=Area of Education 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 3 5.2749 357 6.277609 .84028 .472500 
2 1 222.8271 357 3.478640 64.05579 .000000 
3 4 26.2452 1428 .453928 57.81788 .000000 
12 3 5.5940 357 3.478640 1.60810 .187147 
13 12 1.0305 1428 .453928 2.27026 .007523 
23 4 12.4832 1428 .312879 39.89802 .000000 
123 12 .6171 1428 .312879 1.97248 .023348 
1=Physician Employment Setting, 2= Place of Education, 3=Area of Education 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error p-level 

1 2 	13.7467 358 	6.227480 2.2074 .111479 
2 1 	421.6755 358 	3.508219 120.1965 .000000 
3 4 	26.1938 1432 	.456785 57.3438 .000000 
12 2 	1.3571 358 	3.508219 .3868 .679487 
13 8 	.8075 1432 	.456785 1.7678 .079129 
23 4 	15.5934 1432 	.314951 49.5107 .000000 
123 8 	.3983 1432 	.314951 1.2647 .257848 
1=Physician Speciality, 2= Place of Education, 3=Area of Education 

df 	MS df 	MS 
Effect 	Effect Error 	Error p-level 

1 10 	10.5472 350 	6.147027 1.71582 .075679 
2 1 	275.8552 350 	3.455099 79.84003 .000000 
3 4 	22.5703 1400 	.431682 52.28444 .000000 
12 10 	4.9372 350 	3.455099 1.42896 .165612 
13 40 	1.4055 1400 	.431682 3.25588 .000000 
23 4 	11.5201 1400 	.298671 38.57134 .000000 
123 40 	.9014 1400 	.298671 3.01815 .000000 
1=Physician Experience, 2= Place of Education, 3=Area of Education 

df 	MS df 	MS 
Effect 	Effect Error 	Error p-level 

1 4 	.8045 356 	6.330655 .1271 .972578 
2 1 	424.8576 356 	3.482504 121.9977 .000000 
3 4 	34.5328 1424 	.456106 75.7123 .000000 
12 4 	4.7213 356 	3.482504 1.3557 .248929 
13 16 	.6926 1424 	.456106 1.5184 .085067 
23 4 	19.3328 1424 	.312879 61.7901 .000000 
123 16 	.5411 1424 	.312879 1.7294 .035865 

Barriers Data 
Respondent Characteristics and Barrier Type 
1= Profession, 2= Barrier type 

df 	MS df 	MS 
Effect 	Effect Error 	Error 

1 1 	35.8417 2220 	2.691605 13.3161 .000269 
2 6 	137.3565 13320 	.590940 232.4372 .000000 
12 6 	60.2894 13320 	.590940 102.0228 .000000 
1= Respondent Age, 2= Barrier type 

df 	MS df 	MS 
Effect 	Effect Error 	Error p-level 

1 3 	2.1088 2218 	2.707339 .7789 .505657 
2 6 	133.5424 13308 	.612146 218.1544 .000000 
12 18 	4.8124 13308 	.612146 7.8616 .000000 
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1= Respondent employment setting, 2= Barrier type 
df 	MS 
Effect Effect 

1 	 4 	27.77847 
2 	 6 	59.46061 
12 	 24 	2.99103 

df 	MS 
Error 	Error 
2217 
	

2.661295 
13302 .613538 
13302 .613538 

10.43795 
96.91435 
4.87505 

p-level  
.000000 
.000000 
.000000 

1= Respondent Clinical unit, 2= Barrier type  
df 	MS 	df 

	
MS 

Effect Effect 	Error 	Error 	 p-level  
1 
	

12 
	

16.1778 
	

2209 
	

2.633350 
	

6.1434 	.000000 
2 
	

6 
	

120.9148 
	

13254 .602933 
	

200.5444 	.000000 
12 
	

72 
	

3.3582 
	

13254 .602933 
	

5.5698 	.000000 
1= Respondent's frequency of involvement, 2= Barrier type 

 

df 
Effect  
4 
6 
24 

MS 
Effect  

2.73316 
73.02628 
3.64814 

df 	MS 
Error 	Error 

  

p-level  
.400946 
.000000 
.000000 

 

1 
2 
12 

2217 	2.706482 
13302 .612352 
13302 .612352 

1.0099 
119.2554 
5.9576 

  

1= Respondent's level of experience, 2= Barrier type 
df 	MS 	df 
Effect Effect 	Error 

1 
	

4 
	

9.4979 
	

2217 
2 
	

6 
	

129.3280 
	

13302 
12 
	

24 
	

3.0635 
	

13302 

MS 
Error 	 p-level  
2.694277 
	

3.5252 	.007098 
.613407 
	

210.8356 	.000000 
.613407 
	

4.9943 	.000000 
Satisfaction with Consultation Levels 
1= Satisfaction, 2= Barrier type  

df 	MS 
Effect Effect 

1 	 3 	130.5187 
2 	 6 	64.4296 
12 	 18 	6.4576  
Utilisation of Advice 
1= Advice, 2= Barrier type  

      

df 	MS 
Error Error 
2218 	2.533656 
13308 .609921 
13308 .609921 

   

p-level  
.000000 
.000000 
.000000 

 

 

51.5140 
105.6360 
10.5876 

  

      

df 	MS 
Effect Effect 

1 	 3 	139.2228 
2 	 6 	15.7020 
12 	 18 	4.9186  
Patient Barriers 
1= Nurse clinical unit, 2= Barrier type 

 

df 	MS 
Error 	Error 
2218 	2.521883 
13308 .612002 
13308 .612002 

   

p-level  
.000000 
.000000 
.000000 

  

55.20588 
25.65681 
8.03696 

 

      

1 	 13 	2.39914 	1001 	.626428 
2 	 8 	13.92873 	8008 	.177522 
12 	 104 	.32953 	8008 	.177522 

Nurse-Physician Relationship 
Nursing as a Profession 
1= Profession, 2= Clinical Unit 

df 	MS 
	

df 	MS 
Effect Effect 
	

Error 	Error p-level  
.000005 
.000000 
.000000 

3.82987 
78.46201 
1.85628  

Data 

 

df 
Effect  

1 
12 
12 

MS 
Effect  
.047035 
.291500 
.286253 

 

df 	MS 
Error 	Error 
2196 	.116163 
2196 	.116163 
2196 	.116163 

   

p-level  
.524633 
.002816 
.003388 

 

1 
2 
12 

  

.404905 
2.509401 
2.464235 
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1= Profession, 2= Employment setting 
df 	MS 
Effect 	Effect 

ff 
Error 

MS 
Error F p-level 

1 1 	.000901 2212 .117968 .007638 .930364 
2 4 	.196250 2212 .117968 1.663588 .155739 
12 4 	.077918 2212 .117968 .660502 .619467 
1= Profession, 2= Frequency 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 .061110 2212 .117820 .518671 .471485 
2 4 .223831 2212 .117820 1.899775 .107827 
12 4 .089971 2212 .117820 .763631 .548863 
Nursing Lectures 
1= Profession, 2= Clinical Unit 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 143.3342 2196 .324792 441.3109 .000000 
2 12 .8080 2196 .324792 2.4878 .003077 
12 12 .9987 2196 .324792 3.0750 .000252 
1= Profession, 2= Employment Setting 

df MS df MS 
Effect Effect Error Error F p-level 

1 1 61.94020 2212 .329427 188.0239 .000000 
2 4 .51301 2212 .329427 1.5573 .183091 
12 4 .69014 2212 .329427 2.0950 .078996 
1= Profession, 2= Experience 

df MS df MS 
Effect Effect Error Error F p-level 

1 1 161.0450 2212 .329204 489.1952 .000000 
2 4 .5522 2212 .329204 1.6774 .152462 
12 4 .8222 2212 .329204 2.4975 .070899 
1= Profession, 2= Frequency 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 104.9157 2212 .329423 318.4834 .000000 
2 4 .5618 2212 .329423 1.7054 .146046 
12 4 .8156 2212 .329423 2.4760 .042387 
Recommending Course of Action 
1= Profession, 2= Clinical Unit  

df 	MS 	clf 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 341.3463 2196 .202603 1684.804 .000000 
2 12 .1516 2196 .202603 .748 .704327 
12 12 .3017 2196 .202603 1.489 .120687 
Legal Accountability 
1= Country 

ff 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 1 	17.45310 	2220 	.383122 	45.55494 	.000000 
1= Profession 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 
	

1 	63.69719 	2220 	.362291 	175.8176 	.000000 
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1= Profession, 2= Clinical unit 
df 

Effect 
MS 

Effect 
df 
Error 

MS 
Error F p-level 

1 1 43.18535 2196 .357545 120.7830 .000000 
2 12 .86936 2196 .357545 2.4315 .003871 
12 12 .73468 2196 .357545 2.0548 .016966 
1= Profession, 2= Employment setting 

df MS df MS 
Effect Effect Error Error F p-level 

1 1 17.14400 2212 .359231 47.72420 .000000 
2 4 1.67411 2212 .359231 4.66027 .000954 
12 4 .79635 2212 .359231 2.21681 .064867 
1= Profession, 2= Experience 

df MS df MS 
Effect Effect Error Error F p-level 

1 1 57.04035 2212 .362099 157.5269 .000000 
2 4 .48998 2212 .362099 1.3532 .247894 
12 4 .37860 2212 .362099 1.0456 .382167 
1= Profession, 2= Frequency 

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 1 49.77353 2212 .362636 137.2548 .000000 
2 4 .16774 2212 .362636 .4626 .763266 
12 4 .40241 2212 .362636 1.1097 .350170 
Following Instructions 
1= Profession, 2= Clinical Unit 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 5.935454 2196 .298010 19.91699 .000008 
2 12 .444970 2196 .298010 1.49314 .119210 
12 12 .484470 2196 .298010 1.62569 .077881 
1= Profession, 2= Employment setting 

df 	MS df MS 
Effect Effect Error Error F p-level 

1 1 2.111954 2212 .300056 7.038530 .008034 
2 4 .146228 2212 .300056 .487336 .745071 
12 4 .054668 2212 .300056 .182193 .947707 
1= Profession, 2= Experience 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 5.337444 2212 .299363 17.82934 .000025 
2 4 .208791 2212 .299363 .69745 .593679 
12 4 .525755 2212 .299363 1.75625 .134991 

Time to Answer Nurse Queries 
1= Profession 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 .160578 2220 .542122 .296202 .586328 
1= Profession, 2= Clinical Unit 

df MS df MS 
Effect Effect Error Error F p-level 

1 1 .295837 2196 .537016 .550891 .458033 
2 12 1.136836 2196 .537016 2.116951 .013399 
12 12 .792061 2196 .537016 1.474930 .126139 



dl 
Error  
2212 
2212 
2212 

MS 
Error  
.539831 
.539831 
.539831 

p-level  
.533074 
.652157 
.006029 

.388651 

.614584 
3.618849 

df 	MS 
Effect Effect 

1 	 1 	.209806 
2 	 4 	.331771 
12 	 4 	1.953566 

df 
Error  
2212 
2212 
2212 

1 
2 
12 

MS 
Error  
.542196 
.542196 
.542196 

p-level  
.074876 
.588456 
.279920 

3.175751 
.705029 
1.269055 

df 	MS 
Effect Effect 

1 	1.721880 
4 	.382264 
4 	.688077 

df 
Error  
2212 
2212 
2212 

2 
12 

df 
Effect  

1 
4 
4 

MS 
Effect  
.462422 
.660387 
.217572 

MS 
Error  
.542507 
.542507 
.542507 

p-level  
.355980 
.301325 
.808012 

.852381 
1.217288 
.401049 

1= Profession, 2= Employment setting 

1= Profession, 2= Frequency 

p-level 
.000000 101.4331 

MS 
Error  
.092644 
.092644 
.092644 

df 
Error  

• 2212 
2212 
2212 

p-level  
.000000 
.000101 
.000147 

27.96836 
5.90350 
5.69472 

Effect Effect 
1 	 1 	2.591105 
2 	 4 	.546925 
12 	 4 	.527583  
1= Profession, 2= Clinical Unit 

df 	MS 

df 
Error  
2196 
2196 
2196 

MS 
Error  
.090065 
.090065 
.090065 

p-level  
.000000 
.000000 
.000000 

81.10795 
5.23198 
5.14557 

df 
Error  
2212 
2212 
2212 

MS 
Error  
.093915 
.093915 
.093915 

p-level  
.000000 
.101144 
.105734 

80.30070 
1.94023 
1.91218 

df 
Error  
2196 
2196 
2196 

MS 
Error  
.534970 
.534970 
.534970 

p-level  
.000000 
.095676 
.447036 

39.56912 
1.56257 
.99904 

df 	MS 
Effect Effect 

1 	 1 	21.16831 
2 	 12 	.83593 
12 	 12 	.53446 

p-level  
.000000 
.224216 
.857824 

34.66789 
1.42160 
.33017 

df 	MS 
Error 	Error 
2212 	.538565 
2212 	.538565 
2212 	.538565 

1= Profession, 2= Experience  
df MS 

Effect Effect 
1 	 1 	18.67092 
2 	 4 	.76562 
12 	 4 	.17782 

Nurse Vital to Pain Management 
1= Profession 

df 	MS 
Effect Effect 
1 	9.554510 

df 	MS 
Error 	Error 
2220 	.094195 1 

1= Profession, 2= Employment setting 

1 
2 
12  
1= Profession, 2= 

1 
2 
12  
Prescribing 
1= Profession, 2= 

df 	MS 
Effect Effect 

1 	7.305017 
12 	.471220 
12 	.463437 
Experience  
df 	MS 
Effect Effect 
1 	7.541461 
4 	.182217 
4 	.179583 

Clinical unit 
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1= Profession, 2= Experience 



1 
1 
1 

194.5077 
17.2678 
36.5226 

1 
2 
12 

1 
12 
12 

4.327146 
.507098 
.538886 

1 
2 
12 

Standing Orders 
1= Profession, 2= Clinical Unit - 

df 	MS 
Effect Effect 

df 	MS 
Error 	Error 
2196 	.300520 
2196 	.300520 
2196 	.300520 

1= Profession, 2= Experience 

Effect  
1 
4 
4 

Effect  
2.641918 
.177736 
.212090 

MS 
Error  
.304003 
.304003 
.304003 

8.690446 
.584652 
.697658 

p-level  
.003232 
.673782 
.593537 

df 	MS 

1 
2 
12 
Professional and Adequacy of the 
1= Profession, 2= Consultation process  

df 	MS 
Effect Effect 

df 
Error  
2220 
2220 
2220 

Consultation Process 

p-level  
.000000 
.000000 
.000000 

MS 
Error  
.734299 
.203857 
.203857 

264.8890 
84.7056 
179.1577 

14.39887 
1.68740 
1.79318 

p-level  
.000152 
.063362 
.044010 
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df 
Error  
2212 
2212 
2212 

2209 
2209 
2209 

1 	 12 	6.12221 
2 	 1 	19.53496 
12 	 12 	.51081  
1= Employment Setting, 2= Consultation Process 

p-level  
.441296 
.000000 
.004731 

.8187 
169.2158 
2.2524 

df 	MS 
Error 	Error 
1012 	2.054993 
7084 	.764097 
7084 	.764097 

df 	MS 
Effect Effect 

1 	 2 	1.6824 
2 	 7 	129.2972 
12 	 14 	1.7210 

10.2174 
100.5337 
2.9916 

1 	 13 
2 	 7 
12 	 91 
1= Experience, 2= Conflict 

MS 
Error  
.792750 
.218631 
.218631 

Employment Characteristic and Consultation Process 
1= Clinical Unit, 2= Consultation process  

df 	MS 	df 
Effect Effect 	Error 

Nurse Employment Characteristics 
1= Clinical Unit, 2= Conflict  

df 	MS 
Effect Effect 

df 	MS 
Effect Effect 

1 	 4 	2.3269 
2 	 7 	110.1816 
12 	 28 	.8675 

7.72276 
89.35131 
2.33643 

p-level  
.000000 
.000000 
.005676 

df 	MS 
Error Error 
1001 	1.948244 
7007 	.737080 
7007 	.737080 

5.2444 
136.3946 
4.0587 

p-level  
.000000 
.000000 
.000000 

MS 
Error  
2.053179 
.765582 
.765582 

1.1333 
143.9188 
1.1332 

p-level  
.339291 
.000000 
.286247 

df 
Error  
1010 
7070 
7070 
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1= Employment Duration, 2= Conflict 
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 2.13279 1010 2.053947 1.03839 .386199 
2 7 61.36217 7070 .766335 80.07224 .000000 
12 28 .67736 7070 .766335 .88390 .641329 
1= Proportion of Working Week, 2= Conflict 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 .32393 1012 2.057678 .1574 .854363 
2 7 92.95216 7084 .765476 121.4305 .000000 
12 14 1.02314 7084 .765476 1.3366 .176584 
1= Nurse Age, 2= Conflict 

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 3 4.0109 1011 2.048452 1.9580 .118628 
2 7 131.1807 7077 .764900 171.5005 .000000 
12 21 1.1313 7077 .764900 1.4790 .073111 
1= Employment Setting, 2= Conflict  

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 4 3.4687 1010 2.048657 1.6932 .149317 
2 7 104.4074 7070 .743954 140.3412 .000000 
12 28 6.3286 7070 .743954 8.5067 .000000 
1= Frequency of Involvement, 2= Conflict 

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 4 1.22978 1010 2.057524 .5977 .664374 
2 7 90.80872 7070 .762771 119.0511 .000000 
12 28 1.57734 7070 .762771 2.0679 .000778 
Nurse-Physician Relationship and Ethical Conflict Encountered 
1= Adequately Consulted, 2= Conflict 

df 	-MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 1 	83.7703 1013 1.973591 42.4456 .000000 
2 7 	133.9848 7091 .758725 176.5919 .000000 
12 7 	8.1194 7091 .758725 10.7014 .000000 
1= Advice Used, 2= Conflict 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 57.1977 1013 1.999822 28.6014 .000000 
2 7 105.7033 7091 .760051 139.0740 .000000 
12 7 6.7769 7091 .760051 8.9164 .000000 
Professional Relationship and Consultation Process 
1= Age, 2= Satisfaction with Consultation, 3= Consultation Area 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 3 .60663 1007 3.274786 .1852 .906461 
2 1 38.22084 1007 3.274786 11.6713 .000660 
3 3 50.62997 3021 .346408 146.1572 .000000 
12 3 5.66155 1007 3.274786 1.7288 .159371 
13 9 1.35400 3021 .346408 3.9087 .000059 
23 3 .06730 3021 .346408 3.45 .000012 
123 9 .22508 3021 .346408 .6498 .754928 
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1= Experience, 2= Satisfaction with Consultation, 3= Consultation Area 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 4 7.86398 1005 3.257904 2.4138 .000304 
2 1 23.35942 1005 3.257904 7.1701 .007534 
3 3 42.58442 3015 .349060 121.9975 .000000 
12 4 2.80737 1005 3.257904 .8617 .486389 
13 12 .57657 3015 .349060 1.6518 .071183 
23 3 .03284 3015 .349060 .0941 .963319 
123 12 .16692 3015 .349060 .4782 .928499 
1= Frequency of Involvement, 2= Satisfaction with Consultation, 3= Consultation Area 

df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error p-level 

1 	 4 	71.98569 1005 2.968809 24.24733 .000000 
2 	 1 	25.83058 1005 2.968809 8.70065 .003255 
3 	 3 	26.77658 3015 .347587 77.03567 .000000 
12 	 4 	1.20124 1005 2.968809 .40462 .805411 
13 	 12 	.31485 3015 .347587 .90580 .540257 
23 	 3 	.18240 3015 .347587 .52476 .665267 
123 	12 	.67243 3015 .347587 1.93457 .026363 
1= Proportion of Involvement, 2= Satisfaction with Consultation, 3= Consultation Area 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 2 22.81728 1009 3.224296 7.07667 .000887 
2 1 . 9.39267 1009 3.224296 2.91309 .088171 
3 3 23.83230 3027 .348041 68.47551 .000000 
12 2 8.73442 1009 3.224296 2.70894 .067092 
13 6 1.18761 3027 .348041 3.41226 .001332 
23 3 .10508 3027 .348041 .30192 .824032 
123 6 .18109 3027 .348041 .52031 .793345 
1= Employment Setting, 2= Satisfaction with Consultation, 3= Consultation Area 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 4 3.14482 1005 3.273458 .96070 .428192 
2 1 34.41339 1005 3.273458 10.51285 .001224 
3 3 26.22622 3015 .345084 75.99957 .000000 
12 4 2.79988 1005 3.273458 .85533 .490318 
13 12 .85452 3015 .345084 2.47627 .001186 
23 3 .54859 3015 .345084 1.58973 .189738 
123 12 .65750 3015 .345084 1.90535 .029333 
1= Clinical Unit, 2= Satisfaction with Consultation, 3= Consultation Area 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error p-level 

1 13 14.15903 987 3.130499 4.52293 .000000 
2 1 23.22284 987 3.130499 7.41826 .006571 
3 3 31.55077 2961 .343027 91.97757 .000000 
12 13 3.48326 987 3.130499 1.11269 .343618 
13 39 .70939 2961 .343027 2.06804 .000117 
23 3 .17084 2961 .343027 .49805 .683651 
123 39 .37471 2961 .343027 1.09236 .320356 
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Satisfaction with Level of Involvement 
1= Age, 2=Level of Involvement, 3= Area 

df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 3 	1.71848 1011 .451380 3.80716 .009916 
2 1 	27.82175 1011 .479403 58.03417 .000000 
3 3 	6.46551 3033 .074869 86.35738 .000000 
12 3 	.09107 1011 .479403 .18997 .903254 
13 9 	.28313 3033 .074869 3.78163 .000094 
23 3 	4.54564 3033 .052054 87.32578 .000000 
123 9 	.07452 3033 .052054 1.43159 .168490 
1= Consultation, 2= Level of Involvement, 3= Area 

ff 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 .421959 1011 .449989 .93771 .333099 
2 1 .118788 1011 .449989 .26398 .607512 
3 1 1.129002 1011 .424397 2.66025 .103196 
12 1 .277332 1011 .449989 .61631 .432606 
13 1 2.392914 1011 .424397 5.63838 .017757 
23 1 5.832740 1011 .424397 13.74358 .000221 
123 1 .337316 1011 .424397 .79481 .372861 
Overall Knowledge and Conflict Correlations 

a 	b 	c 	d 	e 	f 	g h KN 
KN 	.07 	-.26* 	.13 	.04 	-.10 	.01 	-.35* -.38* 1.00 
Pharmacological Knowledge and Ethical Conflicts 

a 	b 	c 	d 	e 	f 	g h PH 
PH 	.07 	-.22* 	.16 	.06 	-.05 	.01 	-.23* -.22* 1.00 
Addiction and Conflicts Encountered 

A 	b 	c 	d 	e 	f 	g h ADD 
ADD 	.02 	-.24* 	.07 	-.02 	-.11 	-.00 	-.37* -.33* 1.00 
Assessment of Pain and Conflict Encountered 

a 	b 	c 	d 	e 	f 	g h ASS 
ASS 	.02 	-.20* 	.08 	.02 	-.13 	-.03 	-.25* -.37* 1.00 
Patient Variables and Conflict Encountered 

a 	b 	c 	d 	e 	f 	g h PAT 
PAT 	.02 	-.02 	.06 	.04 	.04 	.05 	-.05 -.04 1.00 
Nonpharmacology and Conflicts Encountered 

a 	b 	c 	d 	e 	f 	g h NPH 
NPH 	.07 	-.09 	.06 	.06 	-.03 	-.00 	-.18 -.22 1.00 

Prescribing Practices Data 
Medical Speciality on Number of CNMP Patients 

ff 	MS 	df 	MS 
Effect 	Effect 	Error 	Error F p-level 

1 	 5 	22.83945 	309 	1.942404 11.75834 .000000 
Pain Management Experience on Number of CNMP Patients 

df 	MS 	df 	MS 
Effect 	Effect 	Error 	Error F p-level 

1 	 4 	29.17879 	310 	1.928016 	15.13411 	.000000 
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Medical Experience on Number of CNMP Patients  
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 3 	5.296069 	311 	2.236180 	2.368356 	.042672  
Physician Age on Number of CNMP Patients  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 3 	4.541462 	311 	2.253298 	2.015474 	.111708  
Medical Speciality on Prescribing Frequency 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 5 	22.61774 	309 	1.292824 	17.49483 	.000000 
Physician Age on Prescribing Frequency 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 3 	10.07783 	311 	1.550926 	6.497944 	.000282 
Pain Management Experience on Prescribing Frequency 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 
	

4 	6.370862 	310 	1.571252 	4.054641 	.003214 
Medical Experience on Prescribing Frequency 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 2.062466 310 1.626844 1.267771 .282587 
Prescribing Issues Correlations 

1 2 3 	4 5 6 7 8 	9 10 11 
1 	1.00 .01 .30 	.60* .36 •45* .44 .62* 	-.05 -.03 -.21 
2 1.00 -.20 	-.03 -.01 -.07 .03 -.01 	-.15 -.09 .00 
3 1.00 	.18 .08 .14 .10 .19 	.15 .12 -.14 
4 1.00 .54 .61 .50* .41 	-.19 -.18 -.10 
5 1.00 .66 .38* .20 	-.08 -.18 -.00 
6 1.00 .58* .30 	-.07 -.11 -.20 
7 1.00 .33 	-.06 -.05 -.15 
8 1.00 	-.03 -.02 -.21 
9 1.00 .75 -.20 
10 1.00 -.28 
11 1.00 
Impediments to Prescribing 
1= Medical Speciality, 2= Impediments 

df MS df MS 
Effect Effect Error Error F p-level 

1 5 6.25187 309 4.955148 1.261691 .280361 
2 3 13.05025 927 1.906191 6.846245 .000145 
12 15 5.45791 927 1.906191 2.863254 .000204 
1= Prescribing Frequency, 2= Impediments  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 6 12.08220 308 4.837360 2.497684 .022487 
2 3 6.91136 924 1.811784 3.814670 .009840 
12 18 9.71218 924 1.811784 5.360564 .000000 



1= Employment Setting, 2= Impediments  
df 	MS - 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 
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1 2 4.53726 312 4.978607 .91135 .403048 
2 3 20.86808 936 1.966900 10.60963 .000001 
12 6 1.31494 936 1.966900 .66853 .675164 
1= Medical Experience, 2= Impediments 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 
4 2.06914 310 5.013301 .41273 .799446 

2 3 20.86379 930 1.932590 10.79577 .000001 
12 12 4.29994 930 1.932590 2.22496 .122221 
1= Pain Experience, 2= Impediments 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 1.20770 310 5.024417 .240366 .915344 
2 3 17.61455 930 1.954581 9.011930 .000007 
12 12 2.59563 930 1.954581 1.327974 .196541 
1= Number of CNMP Patients, 2= Impediments 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 5 15.23508 309 4.809788 3.167515 .083588 
2 3 5.98316 927 1.952842 3.063820 .027348 
12 15 2.57489 927 1.952842 1.318536 .183472 
Employment Characteristics and Treatment Goal 
1= Medical Speciality, 2= Goal 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 5 .673972 309 1.902712 .354216 .879373 
2 1 9.488684 309 2.782944 3.409585 .065775 
12 5 6.368328 309 2.782944 2.288342 .044237 
1= Medical Experience, 2= Goal  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 10.52732 310 1.771609 5.942237 .000128 
2 1 .24900 310 2.633758 .094542 .758687 
12 4 18.82661 310 2.633758 7.148191 .000016 
1= Pain Experience, 2= Goal 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 1.28220 310 1.890900 .678091 .607596 
2 1 1.40520 310 2.663821 .527514 .468202 
12 4 16.49671 310 2.663821 6.192873 .000083 
1= Number of CNMP Patients, 2= Goal 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 5 5.75384 309 1.820514 3.160560 .008474 
2 1 22.85620 309 2.779660 8.222662 .004421 
12 5 6.57130 309 2.779660 2.364067 .039820 
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1= Prescribing Frequency, 2= Goal 
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 6 4.27353 308 1.836580 2.326897 .032650 
2 1 1.60734 308 2.617447 .614087 .433855 
12 6 14.26630 308 2.617447 5.450466 .000022 
1= Employment Setting, 2= Goal  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 .249206 312 1.893620 .131603 .876738 
2 1 2.652677 312 2.855098 .929102 .335843 
12 2 .490332 312 2.855098 .171739 .842278 
Employment Characteristic and Prescribing Issue 
1= Medical Speciality, 2= Issue  

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 5 6.634020 309 5.567673 1.191525 .313143 
2 2 5.591896 618 1.563368 3.576826 .028545 
12 10 2.583204 618 1.563368 1.652332 .088445 
1= Number of CNMP Patient, 2= Issue 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 5 17.44638 309 5.392715 3.235176 .007308 
2 2 3.85550 618 1.548041 2.490571 .083694 
12 10 3.53046 618 1.548041 2.280598 .012580 
1= Prescribing Frequency, 2= Issue 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 6 50.28068 308 4.713951 10.66636 .000000 
2 2 5.74150 616 1.514356 3.79138 .023093 
12 12 4.92920 616 1.514356 3.25498 .000144 
1= Pain Experience, 2= Issue 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 4 2.03509 310 5.630454 .361443 .835977 
2 2 12.54812 620 1.539488 8.150842 .000321 
12 8 4.68888 620 1.539488 3.045740 .002279 
1= Employment Setting, 2= Issue  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 .997306 312 5.614059 .177644 .837325 
2 2 8.929018 624 1.586312 5.628790 .003778 
12 4 .533706 624 1.586312 .336445 .853441 
1= Medical Experience, 2= Issue  

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 4 16.49361 310 5.443892 3.029745 .017908 
2 2 8.68196 620 1.578869 5.498846 .004294 
12 8 1.63687 620 1.578869 1.036734 .406735 

Participant Results 
Medication group and pain locations  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 1 	81.74229 	102 	13.95388 	5.858032 	.017275 



p-level 

Medication group and pain intensity  
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 

.943736 1 	 1 	.013984 	102 	2.793722 	.005005 
Medication group and age on pain intensity rating 
1= age, 2 = medication group  

98 
98 
98 

2.608957 
2.608957 
2.608957 

Medication group and age of pain locations 
1= Age, 2=Medication group  

1 
1 
1 

7.008543 
.281541 
8.410872 

1 
2 
12 

100 
100 
100 

2.618978 
2.618978 
2.618978 

4.214101 	.042649 
p-level 

Medication group on the Pain Complaints scale of the BHI 
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 

1 	 1 	271.8106 	102 	64.50025 

p-level 
.285193 
.003211 
.000517 

1.270790 
9.128292 
8.182973 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 

1 	 2 	71.0252 	98 	55.89057 
2 	 1 	510.1854 	98 	55.89057 
12 	 2 	457.3510 	98 	55.89057 

p-level 
.000018 
.176255 
. 691626 

Medication group and Age on Muscular Bracing scale of the BHI 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 
2 	1149.722 	98 	93.79119 	12.25831 

2 	 1 	174.040 	98 	93.79119 	1.85561 
12 	 2 	34.712 	8 	93.79119 	.37010 

df 	MS 
Effect Effect 

1 	 2 	2.69237 
2 	 1 	89.91982 
12 	 2 	9.47686 

df 	MS 
Error 	Error 
98 	14.28512 
98 	14.28512 
98 	14.28512 

Medication group and sex on pain sites 
1= Sex, 2= Medication group  

df 	MS 
Error 	Error 
100 	12.85646 
100 	12.85646 
100 	12.85646 

intensity rating 

df 	MS 
Error 	Error 

Medication group and sex on pain 
1= Sex, 2 = Medication group  

df 	MS 
Effect Effect 

Medication group on the Muscular Bracing scale of the BHI  
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 1 	65.10439 	102 	114.2437 	.569873 	.452049 

Medication group and Age on the Pain Complaints scale of the BHI 
1= Age, 2= Medication group  

F 
.188474 
6.294648 
.663407 

p-level 
.828522 
.013751 - 
.517391 

df 	MS 
Effect Effect 

1 	 1 	38.29833 
2 	 1 	41.59176 
12 	 1 	53.97548 

2.676060 
.107500 
3.211510 

p-level  
.105011 
.743694 
.076146 

2.978917 
3.235087 
4.198316 

p-level 
.087444 
.075093 
.043083 
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df 	MS 
Effect Effect 

1 	 2 	2.65821 
2 	 1 	.86210 
12 	 2 	10.95926 

df 	MS 
Error 	Error 

1.018878 
.330440 
4.200629 

p-level  
.364791 
.566717 
.017770 
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Medication group and Sex on the Pain Complaints scale of the BHI 
1= Sex, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 45.7294 100 • 56.85329 .80434 .371953 
2 1 46.5160 100 56.85329 .81818 .367888 
12 1 636.1364 100 56.85329 11.18909 .001160 
Medication group and Sex on the Muscular Bracing scale of the BHI 
i= Sex, 2=Medication group 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error p-level 

1 1 .9913 100 110.1077 .009003 .924598 
2 1 1.0876 100 110.1077 .009877 .921031 
12 1 554.7100 100 110.1077 5.037883 .027002 
Medication group and Pain Intensity scale of the PH 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 
	

1 	1767.466 	102 	117.8108 	15.00258 	.000190 
Medication group and Pain Frequency scale of the PII 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 
	

1 	2485.797 	102 	215.2234 	11.54984 	.000968 
Medication group and Age on Pain Intensity scale of the PII 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	 p-level 

1 2 .007603 98 .099698 .07626 .926630 
2 1 1.706519 98 .099698 17.11685 .000074 
12 2 .516966 98 .099698 5.18531 .007235 
Medication group and Age on Frequency Rating scale of the PH 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 .006885 98 .178836 .03850 .962249 
2 1 2.209524 98 .178836 12.35505 .000668 
12 2 1.013323 98 .178836 5.66622 .004692 
Medication group and Sex on the Pain Intensity scale of the PII 
1= Sex, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 .016721 100 .107540 .155488 .694185 
2 1 1.037701 100 .107540 9.649430 .002465 
12 1 .069573 100 .107540 .646946 .423115 

Medication group and Sex on Pain Frequency scale of the PH 
1= Sex, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 .016217 100 .196071 .082712 .774251 
2 1 1.589903 100 .196071 8.108810 .005347 
12 1 .088657 100 .196071 .452167 .502859 

Medication group on the Disability scale of the SOPA 
df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 1 	121.3709 	102 	45.70111 	2.655753 	.106260  



377.1086 
7.9133 
132.7129 

SOFA 

8.861677 
.185956 
3.118622 

p-level  
.003653 
.667232 
.080454 

MS 
Error  
42.55499 
42.55499 
42.55499 

100 
100 
100 

1 
2 
12 

1 
1 

Medication Group and Sex on the Disability scale of the 
1= Sex, 2= Medication group  

df 	MS 	df 
Effect Effect 	Error 

Medication group on the MEDICS score 
df 	MS 	df 
Effect Effect 	Error 

1 	 1 	4.347255 	54  
Medication group and SCL-90r Subscales 
a) Somatisation  

df 	MS 
Effect Effect 
1 	10.30739 1 

df 
Error  
102 

MS 
Error  
1.379075 3.152297 	.081456 

p-level 

.747385 
p-level 

.104304 

MS 
Error  
98.82052 

Error 

b) Obsessive-Compulsive  
df MS df 
Effect Effect 

1 1 228.5179 102 
c) Interpersonal Sensitivity  

df 	MS 
Effect Effect 

1 	 1 	656.7033 
d) Depression  

MS 
Error  
160.3659 1.424978 	.235355 

p-level 

df 	MS 
Error 	Error 
102 	208.6006 3.148138 	.078997 

p-level 

df 
Error  
102 .358288 

p-level 
.851562 

MS 
Error  
145.2862 

df 
Error  
102 .598445 

p-level 
.279091 

MS 
Error  
177.6007 

df 
Error  
102 

MS 
Error  
256.3700 1  

f) Hostility 

df 	MS 
Effect Effect 
1 	459.6494 1.792915 	.183548 

p-level 

.430621 
p-level 

.626112 1  
e) Anxiety 

df 	MS 
Error Error 
102 	207.5255 

df 	MS 
Effect Effect 
1 	129.9341 

df 	MS 
Effect Effect 

1 	 1 	123.7203 
g) Phobic anxiety  

df 	MS 
Effect Effect 

1 	 1 	49.56670 
h) Paranoid Ideation  

df 
Error  
102 

MS  
Error  
188.8226 6.535294 	.012049 

p-level 
df 	MS 
Effect Effect 

1 	 1 	1234.011 
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i) Psychoticism 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	595.2233 102 	177.5354 3.352702 .070014 
j) GSI 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	443.3335 102 	197.4763 2.244996 .137136 
k) PSDI 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	672.7205 102 	105.4001 6.382542 .013062 
1) PST 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	737.2515 102 	166.6928 4.422816 .037922 
Sex Differences on the SCL-90r subscale scores 
a) Somatisation 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	1364.446 102 	85.54465 15.95010 .000123 
b) Obsessive-Compulsive 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	1453.261 102 	148.3586 9.795597 .002282 
c) Interpersonal Sensitivity 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	703.6568 102 	208.1402 3.380686 .068874 
d) Depression 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	1213.775 102 	196.8996 6.164432 .014666 
e) Anxiety 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	2612.595 102 	235.2626 11.10502 .001200 

fi Hostility 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	454.7379 102 	142.0409 3.201457 .076541 

g) Phobic anxiety 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 1 	994.3256 102 	168.3383 5.906709 .016830 

h) Paranoid Ideation 
df 	MS 

Effect 	Effect 
df 	MS 

Error 	Error F p-level 
1 1 	119.7851 102 	199.7464 .599686 .440489 
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i) Psychoticism 
df 	MS 

Effect 	Effect 
df 	•MS 
Error 	Error F p-level 

1 	 1 	766.9479 102 	175.8519 4.361330 .039254 
j) GSI 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	1709.837 102 	185.0596 9.239388 .003010 
k) PSDI 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	46.48785 102 	111.5396 .416783 .519996 
1) PST 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	232.5826 102 	171.6405 1.355057 .247112 
Medication group and sex on SCL-90r subscales 
a) Somatisation 
1= Sex, 2= Medication 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	1532.764 
2 	 1 	157.107 
12 	 1 	103.548 

100 	85.37958 
100 	85.37958 
100 	85.37958 

17.95235 
1.84011 
1.21280 

.000050 

.177993 

.273422 
b) Obsessive-Compulsive 
1= Sex, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 1791.316 100 145.5490 12.30731 .000678 
2 1 576.309 100 145.5490 3.95955 .049336 
12 1 119.061 100 145.5490 .81801 .367936 
c) Depression 
1= Sex, 2= Medication group 

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 1 1264.009 100 197.8778 6.387827 .013057 
2 1 265.600 100 197.8778 1.342240 .249399 
12 1 2.740 100 197.8778 .013849 .906555 
d) Anxiety 
1= Sex, 2= medication group  

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level  

1 	 1 	2748.915 	100 	231.0161 	11.89923 	.000824 
2 	 1 	768.349 100 	231.0161 	3.32596 .071181 
12 	 1 	1.199 	100 	231.0161 	.00519 	.942716 
e) Phobic anxiety 
1= Sex, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 949.2987 100 170.2086 5.577265 .020133 
2 1 113.3329 100 170.2086 .665847 .416443 
12 1 1.2789 100 170.2086 .007514 .931098 
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fi Psychoticism 
1= Sex, 2= Medication group 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 707.9921 100 169.7434 4.170956 .043755 
2 1 493.6575 100 169.7434 2.908258 .091232 
12 1 113.1870 100 169.7434 .666812 .416106 

g) GSI 
1= Sex, 2= Medication group 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 
2 
12 

1 
1 
1 

2046.709 
820.755 
59.372 

100 
100 
100 

180.3568 
180.3568 
180.3568 

11.34811 
4.55073 
.32919 

.001074 

.035352 

.567424 

Age and SCL-90r Subscale scores 
a) Somatisation 

df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 2 210.8982 101 95.72478 2.203173 .115733 

b) Obsessive-Compulsive 
df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 2 238.3878 101 159.4957 1.494635 .229250 

c) Interpersonal Sensitivity 
df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 2 834.3553 101 200.6460 4.158344 .018389 

d) Depression 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 149.0775 101 207.9147 .717013 .490677 

e) Anxiety 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 1273.909 101 238.2333 5.347318 .006203 

fi Hostility 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 706.6327 101 133.9569 5.275074 .006622 

g) Phobic anxiety 
df 

Effect 
MS 

Effect 
df 
Error 

MS 
Error F p-level 

1 2 401.3891 101 171.9016 2.334994 .102017 

h) Paranoid Ideation 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 1043.780 101 182.2411 5.727464 .004404 

1) Psychoticism 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 537.2416 101 174.5480 3.077901 .050401 
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j) GSI 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 2 	437.9427 101 	195.1488 2.244148 .111279 
k) PSDI 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 2 	175.4039 101 	109.6309 1.599949 .206981 
0 PST 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 2 	127.9348 101 	173.1093 .739040 .480136 
Medication group and Age on SCL-90r subscales 
a) Interpersonal Sensitivity 
1= Age, 2= Medication 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 
2 
12 

2 	805.7795 
1 	399.4680 
2 	187.1489 

98 	198.3389 
98 	198.3389 
98 	198.3389 

4.062640 
2.014068 
.943582 

.020182 

.159020 

.392738 

b) Anxiety 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 1476.813 98 223.7686 6.599731 .002047 
2 1 165.826 98 223.7686 .741058 .391423 
12 2 930.596 98 223.7686 4.158741 .018469 
c) Hostility 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 680.8020 98 133.9492 5.082541 .007940 
2 1 25.6763 98 133.9492 .191687 .662480 
12 2 176.2824 98 133.9492 1.316040 .272893 

d) Paranoid Ideation 
1= Age, 2= medication group 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 908.3131 98 174.6348 5.201215 .007131 
2 1 787.1690 98 174.6348 4.507516 .036265 
12 2 186.4123 98 174.6348 1.067441 .347851 
Medication group and Psychological Factor Scales of the BHI 
a) Depression 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 750.0894 102 87.87685 8.535688 .004288 

b) Anxiety 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 71.77433 102 117.9606 .608460 .437175 
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c)Hostility 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	620.3367 102 	123.4023 5.026944 .027121 
d) Borderline 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	562.2714 102 	100.5596 5.591427 .019941 
e) Symptom Dependency 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	433.0750 102 	142.3812 3.041657 .084166 
fi Maladjustment 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	442.1156 102 	78.92006 5.602069 .019827 
g) Perseverance 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	1241.886 102 	142.7107 8.702122 .003942 
Sex and Psychological Factor Scales of the BHI 
a) Depression 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	196.8266 102 	93.30100 2.109587 .149448 
b) Anxiety 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	105.8052 102 	117.6270 .899497 .345158 
c)Hostility 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	393.7849 102 	125.6234 3.134646 .079633 
d) Borderline 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	160.7474 102 	104.4961 1.538311 .217715 
e) Symptom Dependency 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	1902.262 102 	127.9774 14.86404 .000202 
fi Maladjustment 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	1338.916 102 	70.12789 19.09249 .000030 
g) Perseverance 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	1104.166 102 	144.0609 7.664582 .006690 
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Medication group and Sex on Psychological Factor Subscales of the BHI 
a) Symptom Dependency 
1= Sex, 2= Medication 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 1 	2076.012 	100 	124.0535 	16.73481 	.000087 
2 	 1 	17.256 	100 	124.0535 	.13910 	.709966 
12 	 1 	449.824 	100 	124.0535 	3.62605 	.059756 
b) Maladjustment 
1= Sex, 2= Medication group  

df 	MS df 	MS 
Effect Effect Error 	Error 	F 	 p-level  

1 	 1 	652.1802 	100 	65.61738 	9.939138 	.002136 
2 	 1 	474.4526 	100 	65.61738 	7.230594 	.008398 
12 	 1 	353.1051 	100 	65.61738 	5.381275 	.022387 
c) Perseverance 
1= Sex, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 
2 
12 

1 
1 
1 

1027.437 
430.096 
287.937 

100 
100 
100 

134.8410 
134.8410 
134.8410 

7.619622 
3.189654 
2.135380 

.006869 

.077137 

.147070 
Age and Psychological Factor Scales of the BHI 
a) Depression 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 49.50418 101 95.19328 .520039 .596081 
b) Anxiety 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 431.5781 101 111.2931 3.877852 .023845 
c)Hostility 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 175.1520 101 127.2977 1.375924 .257300 
d) Borderline 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 141.1371 101 104.3274 1.352828 .263152 
e) Symptom Dependency 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 92.40704 101 146.2490 .631847 .533697 
fi Maladjustment 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 9.559049 101 83.88954 .113948 .892419 

g) Perseverance 
df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 85.40115 101 154.7284 .551942 .577557 
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Medication group and Age on Psychological Factor Subscales of the BHI 
a) Anxiety 
1= Age, 2= Medication 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 	 2 	497.3383 	98 
2 	 1 	172.4259 	98 
12 	 2 	191.2318 	98 

109.6246 
109.6246 
109.6246 

4.536741 
1.572876 
1.744424 

.013052 

.212773 

.180127 
Medication group and the SSCL 
a)Total percentage of symptoms endorsed 

df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 1 	188.3274 	102 195.0316 .965625 .328099 
b) Posttraumatic anxiety symptomatology 

df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 1 	8.956481 	102 217.9320 • 	.041098 .839754 
c) Pain and impairment symptomatology 

df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 1 	488.7228 	102 216.4611 2.257786 .136034 
Sex and the SSCL 
a)Total percentage of symptoms endorsed 

df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 1 	266.2021 	102 194.2681 1.370282 .244491 
b) Posttraumatic anxiety symptomatology 

df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 1 	272.5012 	102 215.3482 1.265398 .263272 
c) Pain and impairment symptomatology 

df 	MS 	df 	MS 
Effect 	Effect 	Error 	Error F 	p-level 

1 	 1 	18.69619 	102 221.0692 .084572 .771786 
Age and the SSCL 
a)Total percentage of symptoms endorsed 

df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 2 	1334.395 	101 172.4035 7.739949 .000746 
b) Posttraumatic anxiety symptomatology 

df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 2 	1674.790 	101 187.0143 8.955413 .000263 

c) Pain and impairment symptomatology 
df 	MS 	df 
Effect 	Effect 	Error 

MS 
Error F p-level 

1 	 2 	1217.801 	101 199.3282 6.109524 .003128 
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Medication group and the SOPA 
1= Medication group, 2= Individual SOPA beliefs 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 84.911 102 32.10592 2.64471 .106981 
2 6 2902.189 612 37.45941 77.47557 .000000 
12 6 95.559 612 37.45941 2.55101 .018997 
Medication group and Age on the SOPA 
a) Constant 
1= Age, 2= Medication  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 
2 89.21055 98 43.14146 2.067861 .131939 

2 1 29.11098 98 43.14146 .674780 .413384 
12 2 20.26453 98 43.14146 .469723 .626576 

b) Disabling 
1= Age, 2= Medication group 

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 2 56.9639 98 42.86673 1.328860 .269507 
2 1 119.4390 98 42.86673 2.786287 .098266 
12 2 165.7725 98 42.86673 3.867160 .024182 

c) Harm 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 113.3822 98 36.19415 3.132612 .048000 
2 1 5.1172 98 36.19415 .141382 .707724 
12 2 8.2560 98 36.19415 .228103 .796464 

d) Emotion 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 198.8004 98 44.47980 4.469453 .013881 
2 1 21.6006 98 44.47980 .485628 .487534 
12 2 99.8164 98 44.47980 2.244083 .111446 

e) Medication 
1= Age, 2= Medication group 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 59.5830 98 12.60499 4.72694 .010970 
2 1 216.8136 98 12.60499 17.20061 .000072 
12 2 24.8244 98 12.60499 1.96941 .145023 

fi Solicitude 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 2 52.8113 98 23.17192 	2.279108 	.107777 
2 1 112.6847 98 	- 	23.17192 	41162987 .029777 
12 2 110.5183 98 	23.17192 	4.769492 .010552 
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g) Medical Cure 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 2 28.24071 98 40.64645 .694789 .501621 
2 1 .81260 98 40.64645 .019992 .887850 
12 2 71.24403 98 40.64645 1.752774 .178681 
Medication group and Sex on the SOPA 
a) Constant 
1= Sex, 2= Medication  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 350.7065 100 41.60721 8.428986 .004544 
2 1 .4004 100 41.60721 .009623 .922051 
12 1 40.6740 100 41.60721 .977571 .325186 
b) Disabling 
1= Sex, 2= Medication 

df 	MS 	dl 	MS 
Effect Effect 	Error Error 	F 	 p-level 

1 1 377.1086 100 42.55499 8.861677 .003653 
2 1 7.9133 100 42.55499 .185956 .667232 
12 1 132.7129 100 42.55499 3.118622 .080454 
c) Harm 
1= Sex, 2= Medication  

df 	MS 	dl 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 
1 13.45275 100 37.90574 .354900 .552698 

2 1 .52690 100 37.90574 .013900 .906384 
12 1 .00672 100 37.90574 .000177 .989401 
d) Emotion 
1= Sex, 2= Medication  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 129.2144 100 48.29290 2.675641 .105038 
2 1 44.4421 100 48.29290 .920261 .339720 
12 1 .6144 100 48.29290 .012723 .910417 
e) Medication 
1= Sex, 2= Medication 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 45.1991 100 12.80300 3.53035 .063167 
2 1 287.3474 100 12.80300 . 	22.44376 .000007 
12 1 68.4288 100 12.80300 5.34475 .022836 
fi Solicitude 
1= Sex, 2= Medication  

dl 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 
2 
12 

1 
1 
1 

.0160 
145.4984 
18.2727 100 

100 	25.86719 
100 	25.86719 
25.86719 	.706403 

.000620 .980184 
5.624824 
.402645 

.019623 
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g) Medical Cure 
1= Sex, 2= Medication 

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 .00623 100 40.88334 .000152 .990174 
2 1 15.12853 100 40.88334 .370041 .544361 
12 1 84.93291 100 40.88334 2.077445 .152614 
Medication group, Physician Type, Relationship category 
1= Medication group, 2= Physician type, 3= Relationship category 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 .5629 102 2.380530 . 	.2364 .627831 
2 1 .4101 102 1.108564 .3700 .544383 
3 3 334.3687 306 3.338223 100.1637 .000000 
12 1 1.7251 102 1.108564 1.5562 .215086 
13 3 2.0389 306 3.338223 .6108 .608469 
23 3 19.4772 306 1.293087 15.0625 .000000 
123 3 1.8802 306 1.293087 1.4541 .227161 
Age, Physician Type, Relationship category 
1= Age, 2= Physician type, 3= Relationship category 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 2 .9474 101 2.390912 .3963 .673879 
2 1 .0001 101 1.100973 .0001 .993146 
3 3 283.5206 303 2.591251 109.4146 .000000 
12 2 1.8001 101 1.100973 1.6350 .200062 
13 6 40.4106 303 2.591251 15.5950 .000000 
23 3 19.6401 303 1.298588 15.1242 .000000 
123 6 1.3089 303 1.298588 1.0079 .420142 
Sex, Physician Type, Relationship category 
1= Sex, 2= Physician type, 3= Relationship category 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 1 3.7924 102 2.348868 1.6146 .206740 
2 1 .0316 102 1.099870 .0287 .865732 
3 3 337.1125 306 3.276806 102.8784 .000000 
12 1 2.6118 102 1.099870 2.3747 .126415 
13 3 8.3034 306 3.276806 2.5340 .027013 
23 3 13.9859 306 1.282019 10.9093 .000001 
123 3 3.0091 306 1.282019 2.3472 .072761 
Age and Exploration 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 2 1.795814 101 .221484 8.108089 .000542 
Sex and Exploration 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 .059261 102 .253944 .233363 .630077 
Medication group and Further Investigation 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 	.108852 	102 	.194917 	.558451 	.456604 
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Age and Further Investigation 
df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 	 2 	.639249 101 .185266 3.450434 .035520 
Sex group and Further Investigation 

df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 	.187486 102 .194146 .965696 .328081 
Medication group on Reliance 

df 	MS 
Effect 	Effect 

df•
Error 

MS 
Error F p-level 

1 	 1 	4.354069 102 .956493 3.192443 .084276 
Medication group and Sex on Reliance 
1=Sex, 2= Medication group 

df 	MS 
Effect 	Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 	.002676 
2 	 1 	.792644 
12 	 1 	7.455378 

100 
100 
100 

.892853 

.892853 

.892853 

.002997 

.887765 
8.350060 

.956453 

.348354 

.004730 
Medication group and Age on Reliance 
1= Age, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 	 2 	3.393953 
2 	 1 	3.891780 
12 	 2 	2.145190 

98 	.892159 
98 	.892159 
98 	.892159 

3.804201 
4.362205 
2.404492 

.025636 

.039337 

.095621 
Medication group on Overt Behaviours 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	3.299063 102 	4.408256 .748383 .389019 
Age on Overt Behaviours 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 2 	45.19459 101 	3.589623 12.59034 .000013 
Sex on Overt Behaviours 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	3.059514 102 	4.410604 .693672 .406864 
Medication and Age on the Doctor Satisfaction rating of the BHI 
1= Age, 2= Medication group 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 2 1035.595 98 92.51379 11.19395 .000042 
2 1 147.581 98 92.51379 1.59523 .209577 
12 2 53.804 98 92.51379 .58158 .560931 
Medication and Sex on the Doctor Satisfaction rating of the BHI 
1= Sex, 2= Medication group  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level 

1 1 34.01875 100 113.5299 .299646 .585324 
2 1 18.06156 100 113.5299 .159091 .690845 
12 1 .75103 100 113.5299 .006615 .935339 
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Medication group and Healthcare Services 
a) Scans 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 19.72377 102 1.220361 16.16225 .000112 
b) Hospitalisations 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 203.9027 102 15.16602 13.44471 .000392 
c) Injections 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 4.823709 102 1.134448 4.252033 .041745 
d) Operations 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 2.150153 102 4.013611 .535715 .465892 
Age and Healthcare Services 
a) Scans 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 2 .475855 101 1.418306 .335509 .715768 
b) Hospitalisations 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 2 52.98021 101 16.28590 3.253133 .092739 
c) Injections 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 2 3.290879 101 1.128274 2.916738 .098682 
d) Operations 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 2 9.470129 101 3.887111 2.436290 .092611 
Sex and Healthcare Services 
a) Scans 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 5.245745 102 1.362302 3.850647 .092451 
b) Hospitalisations 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 36.72308 102 16.80503 2.185243 .142421 
c) Injections 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 3.968265 102 1.142835 3.472301 .065281 
d) Operations 

df 
Effect 

MS 
Effect 

df 
Error 

MS 
Error F p-level 

1 	 1 1.755439 102 4.017481 .436950 .510088 
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Medication group on Physician Instructions 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	2.552131 102 	1.450092 1.759978 .187590 
Medication group on Effectiveness 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	.049231 102 	.254325 .193575 .660889 
Medication group on Coping 

dl 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	.335031 102 	.155086 2.160285 .144696 

Medication group on Quality of Life 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	.046696 102 	.547054 .085359 .770756 

Medication group on Social activities 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	.872033 102 	.240319 3.628642 .099610 
Medication group on Employment 

df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	.904766 102 	.241413 3.747799 .095645 

Medication group on Substance use 
df 	MS 

Effect 	Effect 
df 	MS 
Error 	Error F p-level 

1 	 1 	2.909020 102 	.383245 7.590500 .006950 

Medication group on Stigma 
df 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	.647313 102 	.214525 3.017427 .085393 

Medication group on Family 
dl 	MS 
Effect 	Effect 

df 	MS 
Error 	Error F p-level 

1 	 1 	.077191 102 	.216438 .356643 .551700 

Medication group on Pharmacist relationship 
df 	MS 	df 	MS 
Effect 	Effect 	Error 	Error F p-level 

1 	 1 	3.648486 102 	.847715 4.303907 .040542 

Medication group on Physician relationship 
df 	MS 	df 	MS 
Effect 	Effect 	Error 	Error F p-level 

1 	 1 	.341765 102 	.200929 1.700923 .195103 

Medication group on Misuse score 
df 	MS 

Effect 	Effect 
df 	MS 
Error 	Error F p-level 

1 	 1 	29.98244 102 	2.803717 10.69382 .001466 

Medication group on Tolerance rating 
df 	MS 	df 	MS 
Effect 	Effect 	Error 	Error F p-level 

1 	 1 	57.61174 102 	1.781710 32.33508 .000000 



Medication group on Withdrawal  
df 	MS 	di 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 1 	11.55724 	102 	.661581 	17.46913 	.000062 
Medication group on Side Effects  

df 	MS 	df 	MS 
Effect Effect 	Error 	Error 	F 	 p-level  

1 	 1 	4.174786 	102 	1.830771 	2.280342 	.134115  
Logistic Regression: Variables in the Equation  

B 	S.E 	Wald 	Df 	Sig. 	Exp(B) 
Step 1 SCANS -1.131 .334 11.462 1 .001 .323 

Constant .707 .355 3.960 1 .047 2.028 
Step 2 SCANS -.954 .335 8.139 1 .004 .385 

PIINTAV -2.149 .831 6.682 1 .010 .117 
Constant 3.219 1.072 9.017 1 .003 25.002 

Step 3 SCANS -1.618 .480 11.386 1 .001 .198 
OPERATION .415 .188 4.863 1 .027 1.515 
PIINTAV -2.010 .840 5.728 1 .017 .134 
Constant 3.261 1.078 9.158 1 .002 26.078 

Step 4 HOSPITAL -.177 .081 4.806 1 .028 .838 
SCANS -1.424 .507 7.904 1 .005 .241 
OPERATION .510 .214 5.667 1 .017 1.665 
PIINTAV -2.113 .911 5.378 1 .020 .121 
Constant 3.617 1.165 9.641 1 .002 37.232 
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Appendix Q: List of Publications and Presentations of Thesis Results 

Poster Presentations 

Australian Pain Society, Balancing the Art and the Science, 1999 
Do Tasmanian nurses have misconceptions about pain management: An 
examination of nurses knowledge and beliefs. 

Australian Medical Research Week, 1999 
The influence of the nurse-practitioner relationship on nurses decision making 
processes in patient pain management. 

9th World Congress on Pain, Vienna, 1999 
An examination of the ethical dilemmas and barriers nurses perceive to effective 
pain management. 

34th  Australian Psychological Society Conference, 1999 
Nurses knowledge and beliefs concerning pain management. 

Free Communications 

8' Annual Scientific Meeting of the Australasian Faculty of Rehabilitation Medicine, 
2000 

Tasmanian medical practitioners' attitudes towards long-term prescribing of 
opioids for chronic nonmalignant pain. 

Australian Pain Society, From Science to Practice, 2001 
The impact of the nurse-doctor relationship on effective pain management in 
Australia and New Zealand. 

Australian Pain Society, Beyond the Horn, 2002 
The effect of litigation on chronic pain patients' utilisation of and satisfaction 
with the health care system. 

Published Articles 

Van Niekerk, L.M., & Martin, F. (2001). Tasmanian nurses' knowledge of pain 
management. International Journal of Nursing Studies, 38, 141 - 152. 

Van Niekerk, L.M., & Martin, F. (2002). The impact of the nurse-physician 
professional relationship on nurses' experience of ethical dilemmas in effective 
pain management. Journal of Professional Nursing, 18, 276-288. 

Van Niekerk, L.M., & Martin, F. (2003). The impact of the nurse-physician 
relationship on barriers encountered by nurses during pain management. Pain 
Management Nursing, 4, 3 - 10. 


