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Nurses’ knowledge, Attitudes and Barriers to Effective Pain 

Management in Intensive Care Units Governmental Hospitals in    

West Bank, Palestine 

By 

Bassam Naif Hariri 

Supervisor 

Dr. Eman Al-Shawish 

Abstract 

Background: Pain is a momentous affliction suffered by patients admitted 

to the Intensive Care Units (ICUs) that may lead to chronic pain disorders, 

and can negatively affect the physiological and psychological outcomes for 

patients and their families.  

Aim and objectives: This study aims at assessing nurses‘ knowledge and 

attitudes toward pain management of ICU patients, and to identify barriers 

that affect the optimal pain management among ICU nurses of the 

Governmental hospitals in the West Bank, Palestine. Furthermore, to detect 

the relationship between the levels of knowledge/attitude and any other 

factors affecting nurses. 

Method: A cross-sectional survey was conducted about the ICU nurses. 

The study was carried out in twelve (12) governmental hospitals in 

Palestine, between August and November 2020. Nurses who work in the 

(ICUs) were invited to participate in this study. One hundred twenty-three 

(123) nurses who responded to participate out of (164) nurses with a (75%) 

response rate. Nurses who have been working in hospitals for at least six 

months were included in this study. The tool was a questionnaire derived 

from the nurses‘ knowledge and attitudes survey regarding pain (NKASRP) 
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section, and was used to gather data about pain management with a 

minimal test value = 0.80. Furthermore, analyses were executed employing 

(SPSS).  

Results: Despite the fact that only 37 (30.1%) of the nurses caring for ICU 

patients had prior education regarding pain management in the last (2) two 

years, more than half of nurses 71 (57.7%) testified they had an effective 

role in pain management. However, precise response rate of NKASRP 

grade was 47.8%, while the mean number of correct answers to all 

questions was (19.61±13.51) with a range of 24% to 80%. A statistically 

significant difference was found regarding years of practice in intensive 

care units, as well as previous pain education in the last 2 years in favor of 

those who had pain education (0.5048) vs. (0.4166), with the total mean 

scores of knowledge and attitudes (p<0.05). There was a highly associated 

positive correlation between knowledge and attitudes. The study revealed 

that the (5) least correctly answered questions were related to the case 

study items about the route of administration of opioid analgesics, and 

physical dependence. The total barrier score was 2.399 out of 3. No 

statistically significant differences were found between the demographic 

features of the nurses and the perceived barriers. However, the highest 

perceived nurse-related barriers to effectual pain management were 

insufficient staff knowledge of pain management evenly with nurses' 

indifference 90 (73.2%). 
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Conclusions: Findings of this study verified that the surveyed nurses had 

poor knowledge of pain management and less than optimum, and was 

associated with poor attitudes, as well as a high barrier score signifying a 

gap toward effective pain management. A significant positive correlation 

was found between knowledge and attitudes.  

Recommendations: Nurses have to be well-prepared and knowledgeable 

on pain management modus operandi. It is recommended that ICU nurses 

should be provided with in-service training and ongoing pain management 

courses. Fitting and convenient strategies to minimize potential barriers can 

be renovated to better empower nurses to employ practice guidelines to 

yield effective pain management to ICU patients. Expectantly, this study is 

to be espoused and aptly integrated by MoH and vigorously to be 

considered legally mandatory upon all health bodies and educational 

organizations in Palestine. 

Keywords: Pain, Pain management, Attitudes, Education, Knowledge, 

Nurses, Barriers. 
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Chapter One 

Introduction 

1.1 Overview 

Pain is a momentous affliction suffered by patients admitted to the 

Intensive Care Units (ICUs). It is a usual manifestation that is considered as 

one of the most public and opposing stimulant to individuals at any stage of 

life. Acute illnesses concomitant with severe pain, most of the times, 

consist of surgical incision, nociceptive feelings, traumatic wounds, effect 

of prolonged immobility, and occasionally hidden infections in the body‘s 

cavities and treatment by invasive procedures (Lui, 2006). It is currently 

estimated that the lack of adequate pain management affects 80% of the 

global population and the phenomenon poses a serious problem in more 

than 150 countries (Medrzycka-Dabrowka et al., 2017). Some factors were 

also established in literature such as common limitations in pain 

management and assessment, including insufficient knowledge in the 

pharmaceutical aspects (such as opioids) and in the non-pharmaceutical 

areas for patients suffering from pain, cultural differences, afraid of opioid 

addiction, and resemblances in the experience of pain, multiplied workload, 

and staff paucity. Pain in ICU is difficult to assess because of the nature of 

patients admitted to that unit, whilom it is a subjective data that are 

individually underwent and reported by the patients, which makes it 

difficult for others to assess, evaluate, and manage. However, pain 

assessment requires health care providers to have a suitable knowledge of 
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it, and comprises a number of care providers including the nurses among 

others. However, modicum is known about the nurses‘ knowledge and 

attitudes related to pain management in ICU (Al-Shaer et al., 2011). 

Untreated pain has extra risks such as lengthy hospital stay, deferred 

recovery, and the development of chronic and insistent pain. Furthermore, 

poor analgesia steers to immobility and escalate cardiovascular, respiratory, 

and gastrointestinal impediments (Macrae, 2008). It is widely accepted that 

pain is a significant part of the ICU nurses‘ workload [De Berardinis et al., 

2013; Keating and Smith, 2011]. However, literature has displayed that 

acute pain is incompetently managed, both because of delayed 

administration of painkillers and under-treatment [De Berardinis et al., 

2013; Keating and Smith, 2011]. The level of knowledge, along with the 

attitude of the ICU nurses induce the quality of care that patients receive 

(Yaqoob and Nasaif, 2015). Nurses‘ foundational knowledge regarding 

pain has been shown to be correlated with better overall patient outcomes 

and satisfaction (Ayasrah et al., 2014). On the other hand, paucities in the 

management of pain have been directly related to the passive contribution 

of nurses in assessing and managing patients in pain (Alm and Norbergh, 

2013). Nurses tend to underrate patients‘ degree of suffering believing that 

patients self-reports about pain are embroidered [Duignan and Dunn, 2008; 

Latina et al., 2015]. Incidentally, to lessen the pain of patients, as primary 

caregiver, nurses must have an ample knowledge and appropriate attitude 

towards pain management (Omran et al., 2014). Nonetheless, studies 

organized in critical care, oncology, medical and postoperative care 
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demonstrated nurses‘ lack of adequate knowledge and unsuitable attitude as 

one of the noteworthy barriers towards operational pain management [Badr 

et al., 2015; Wang and Tsai, 2010; Yava et al., 2013]. 

Because they devote the bulk of their time to the patients, it is imperative 

for nurses and other health-care providers to retain a good competence, 

cleverness and a positive temperament concerning pain management (Al-

Shaer et al., 2011). Thus, pain management is a criterion knowledge for 

nurses to acquire. Despite their knowledge in managing patients with pain, 

nurses converge primarily on how to confront the disease that resulted in 

pain rather than the reason of the pain itself (Polomano et al., 2008). 

Worldwide, there has been a rising concern with regard to nurses‘ level of 

knowledge about pain management in the medical and surgical units 

[Basak et al., 2010; Bell and Duffy, 2009; Cogan et al., 2014]. Previous 

studies have measured the level of nurses’ knowledge and attitudes (staff 

working in high keenness care units, encompassing medical and surgical 

units) concerning pain assessment. ―The nurses‘ knowledge and attitudes 

survey
1
s regarding pain management‖ [Lui, 2006; Issa et al., 2017] were 

assessed, and it was detected that nurses‘ knowledge level and attitudes 

headed for pain management were insufficient for the surgical-medical 

units [Issa et al., 2017; Hamdan, 2011; Tortorella, 2014; Yava et al., 2013]. 

                                                           
1
 (KAS): knowledge and attitudes survey is used interchangeably with the Nurses‘ Knowledge 

and Attitudes Survey Regarding Pain (NKASRP) which gives the same content of the 

questionnaire. 
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Nurses perform a critical function in assessing and managing pain. They 

frequently function as mediators between the doctor and the patient, and 

fulfill as the main spectator of pain and discomfort in the latter. Thus, it is 

very imperative to verify the barriers perceived by nurses to the assessment 

and management of pain. Notwithstanding the fact that nurses are the front-

line caregivers in the inpatient settings, there is no qualitative research on 

barriers regarding pain management in Palestinian critical care units, so this 

research addresses this research gap. 

This study aims at assessing the level of nurses‘ knowledge, attitudes as 

well as barriers toward pain management to ICU patients in the 

Governmental hospitals in the West Bank, Palestine. 

1.2 Problem Statement 

Alleviating patients‘ suffering is a core ethical and legal obligation for all 

health care professionals (Brennan et al., 2007). However, discomfort due 

to moderate or severe levels of acute pain remains prevalent and affects 

between 40% and 77% of adult patients in critical care settings [Gelinas, 

2007; Li and Puntillo, 2006]. Available evidence shows that critically ill 

adult patients (CIAP) in ICUs suffer from pain during rest and routine care 

(Barr et al., 2013). The psychological, physiological, social and economic 

effects that stem from unrelieved pain not only affect the CIAP, but also 

their families [Brennan et al., 2007; Dunwoody et al., 2008].  
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Pain may be undertreated because of poor rating or disadvantageous 

tranquilizer usage, particularly opioids [Al-Shaer et al., 2011; McCaffery 

and Robinson, 2002]. Healthcare providers and a lot of people suffering 

frequently challenge a diversity of barriers (knowledge, attitudes, and 

perceptions for both patients and healthcare providers (APS, 2009)) which 

inhibit operative management of pain. The absence of know-how of ICU 

nurses and general practitioners (GPs) is one reason that patients remain 

brooking erroneous pain management (Wells et al., 2008). Lasch and 

colleagues, (2002) have specified that ICU nurses possess deleterious 

attitudes and fallacies across application of related medications and pain, 

and furthermore, have a knowledge shortfall concerning pain. Countless 

nurses suffer from unsatisfactory knowledge on the subject of rudimentary 

ways of medicinal actions, potions and employment of specific 

pharmaceuticals, as well as further pain management involvements, while 

Kehlet et al. (2006) pointed that if futilely treated, squeaky pain may guide 

to adverse psychological and physiological consequences together with the 

expansion of chronic pain disorders. There is a growing awareness on the 

etiology of pain, together with the technology development and 

advancement of pharmacological management of pain. Despite this 

awareness and technological and pharmacological advancement, patients 

still experience intolerable pain, which hampers the physical, emotional, 

and spiritual dimension of the health [Eaton et al., 2015; Pereira et al., 

2016]. 
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While unfavorable effects of undertreated-uncontrolled, continued pain, are 

a noteworthy embodiment for additional investigation, surveys display that 

chronic non-cancer pain is correspondingly expensive. In 1998, total 

healthcare expenditures incurred by individuals with back pain, the most 

common cause of pain, were $90.7 billion in the U.S., with incremental 

costs attributed to back pain $26.3 billion (Luo et al., 2004). In 2010, the 

Institute of Medicine (US) Committee on Advancing Pain Research, Care, 

and Education, (2011), discovered that the overall incremental cost of 

health care owing to pain vacillated between $261 and $300 billion. 

Chronic pain results in substantial indirect costs due to days lost from work 

where the cost of missing days of work missed ranged from ($11.6 to $12.7 

billion), lost hours of work ($95.2 to $96.5 billion), and lower wages 

($190.6 to $226.3 billion). Therefore, the over-all fiscal cost of pain to 

general public, fluctuates from $560 - $635 billion per annum. Pain 

adversely influences cardiovascular system, the metabolic and endocrine 

system, immune system, and gastrointestinal system and is every so often 

in charge of stress, as well as affecting the patient‘s recovery and 

lengthening the stress rejoinder (Wells et al., 2008). Incessant pain 

influences about 100 million grownups. The National Heart, Lung, and 

Blood Institute, (2011), detailed the economic costs of the most overpriced 

chief diseases: cancer ($243 billion); heart diseases ($309 billion); injury 

and poisoning ($205 billion); digestive system diseases ($112 billion); 

metabolic and nutritional diseases ($127 billion); and respiratory system 

diseases ($112 billion). 
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It is believed that a considerable number of ICU nurses in Palestine do not 

have knowledge, education or training to manage pain meritoriously, 

instigating dropping the patients’ quality of life, and causing extended stays 

in hospitals. Moreover, ICU nurses may come across ambiguity of their 

errands in the pain management giving, as well as some barriers, thus, may 

confuse nurses the way to amalgamate pain evaluation and involvement 

into day-to-day pursuance. Moreover, nursing research examining 

knowledge and attitudes regarding pain management is limited, thus, 

additional exploration is compulsory to assess if nurses are providing finest 

pain management if they possess the essential knowledge and attitudes to 

do so. 

1.3 Justification and Significance of the Study 

Nurses are often the first clinicians to detect the presence of pain and have 

an integral role in pain assessment and treatment. It is imperative, 

consequently, for the nurses to have the appropriate knowledge and 

abilities to advocate for patients who are experiencing pain. Pain 

undermines patients‘ quality of life (QoL), and negatively affects their 

physical, emotional and spiritual wellbeing [Broekmans et al., 2004; 

Middleton, 2004; Zhang et al., 2007]. In the United States, an estimation of 

100 million persons (>40%) of the adult population are influenced by 

chronic or recurrent pain [Institute of Medicine, 2011; Tsang et al., 2008].  
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Experts in pain management recommend that pain should be assessed as 

the fifth vital sign after blood pressure, pulse, respirations and temperature 

[Ekim and Ocakcı, 2013; Alexandrina de Jesus and Jacinta, 2013]. It is 

frequently essentially physiologically unsafe to have pain, while physical 

harmful effects are overlooked to control pain effectively (Wells et al., 

2008). Turk and Dworkin, (2004) argue that notwithstanding the fact that a 

pervasive phenomenon, pain is inveterately subjective. While the simple 

approach to identify someone‘s pain is through one says or shows, pain is 

presumptive extremely correlated with physical and emotional effective, 

however, lessening pain will inexorably drive to a refinement in action and 

patient satisfaction. 

In Palestine, understanding pain as a public health priority helps to explain 

its tight linkage with social and economic determinants of health. Nurses 

treating patients in ICUs should identify the requirements for ample pain 

management, recognize the newest perceptions and facts in how to manage 

patients‘ pain effectively in ICUs.  

Thus, the findings of this study, hopefully, will be beneficial for many 

categories in ICUs including patients and their families, hospitals, medical 

teams and policy makers. It will be a review to intensives, nurses in ICUs, 

and researchers in the future. This study might assist in developing a policy 

or protocol to ICU team and hospitals about pain management. It will 

provide recommendations may be the basis for future planning and policy 

making for nursing administration. 
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1.4 Aims and Objectives  

1.4.1 Aim 

This study aims at assessing the level of nurses‘ knowledge, attitudes and 

barriers toward pain management to ICU patients in the Governmental 

hospitals in the West Bank, Palestine.  

1.4.2 Specific objectives 

1. To detect the relationship between the levels of knowledge/attitude of 

nurses regarding pain management and any other socio-demographic 

factors affecting nurses in ICUs. 

2. To identify barriers that affect management of pain among ICU nurses. 

3. To find out the barrier that mostly affects pain management in ICUs. 

1.5 Hypotheses 

1. There are no correlations at (α≤0.05) between knowledge and attitudes 

of pain management among nurses in ICUs. 

2. There are no statistically significant differences at (α≤0.05) in the 

nurses‘ knowledge and attitudes of ICUs nurses regarding pain 

management according to gender, age, and marital status, as well as 

other factors such as qualification and years of practice. 
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3. There are no correlations at (α≤0.05) between knowledge and attitudes 

of ICUs nurses regarding of pain management among nurses, and 

barriers in ICUs. 

4. There are no statistically significant differences at (α≤0.05) between 

barriers to effective pain management in ICUs and demographic factors. 
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Chapter Two  

Background 

2.1 Overview  

Pain management is considered a vital facet of quality care in the hospitals 

(Carr et al., 2014), since undermanaged pain has negative consequences for 

patients and institutions identical (Husted et al., 2011; Joshi and 

Ogunnaike, 2005). Handling pain entails operational efforts; nonetheless, 

nurses play an imperative and manifold part in managing pain in hospitals. 

Nurses gauge pain, evaluate the efficacy and side effects, give analgesics 

and non-pharmacological medications, they alert patients as well as 

families about pain and its remedy (Registered Nurses Association of 

Ontario, 2013; Vallerand et al., 2011).   

2.2 Pain 

2.2.1 Pain Concept 

Pain is whatnot the undergoing one says it is, subsisting each and every 

time the suffering person says it does.‘ (Ashwill and Dorske, 2002). 

However, the International Association for the Study of Pain (IASP) has 

put forward a definition of pain as ‗a disturbing voluptuous and sentimental 

involvement linked with practical or prospective tissue injury, or expressed 

in terms of such impairment.‘ Pain is a sensation in a part or parts of the 

body, but it is also always unpleasant and therefore also an emotional 

experience (IASP, 2012). It is a subjective involvement, while there is no 
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objective test to compute it (American Pain Society, 2009). Each time 

possible, the presence and power of pain are gauged by the patient's self-

report, long-lasting by the clinical definition of pain which states. 

Unluckily, some patients cannot arrange for a self-report of pain in words, 

in inscription, or by other resources, such as finger span (Merkel, 2002) or 

blinking eyes to answer yes or no questions (Pasero and McCaffery, 2011). 

Werner (2010) classified pain as acute or chronic/prolonged pain (long-

term pain) in Sweden. The knack to undergo pain is imperative. Pain is a 

subjective in nature and is considered one of the strongest forces for human 

subsistence, while the acute pain is a cautioning indication premeditated to 

safeguard people by stimulating spontaneous effects that shield human 

being from suffering (Norrbrink and Lundeberg, 2014). Pain is not only 

about physical responses to a risk of danger; it is a personal and subjective 

experience and can be described in several ways as well. Presently, there is 

no distinctive way to measure pain, and thus it is difficult to match the 

experience of pain from a person to another (Norrbrink and Lundeberg, 

2014). Acute pain has frequently a period of hours, days or weeks, whereas 

chronic pain continues for months or even years (Turk and Melzack, 2011). 

Acute pain is impermanent and will diminish subsequently the injury has 

cured (Werner, 2010).  
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2.3 Factors Affecting Pain and Pain Perception  

Pain is attributed to diverse factors, which could be socio demographic, 

psychological and clinical or physiological aspects (Hailemariam, 2015). 

Furthermore, Marsac and Funk (2008) see that perception of the patient or 

involvement of pain may be predisposed by several interrelated influences, 

counting the patient‘s provocation and psychological state, previous pain 

experience, degree of consideration of the practice. Moreover, Bradbury 

(2003) perceives that pain is affected by some feature factors; gender, age, 

anxiety and fear, past experience of pain, genetic make-up, and cultural 

factors. Stotts et al. (2004) stated that reviews have revealed that the 

individual pain reaction is affected by age, gender, and culture.  

Patients are truthful to be acknowledged as connoisseurs of their pain 

involvement. Moreover, they are to be trusted in the description of pain 

laying to decide on an actual type of pain relief and be considered as 

sensible goal of cure by the nurses (Vadivelu et al., 2011). Pain is 

perceived individually different from one to another and could be shaped 

by other features such as preceding incidence, type of disease or 

involvements, situations, medications quality used, background, and 

psychological concerns [Khan et al., 2011; Manias et al., 2002]. Efficacious 

pain management necessitates remedy of the whole patient‘s pain: 

psychologically, physically, socio-cultural and emotionally (Hailemariam, 

2015). However, the interrelationship among these features entails to be 

pondered with the aim to recognize a person‘s observation and reaction to 
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pain and illness. Psychosocial factors intermingle with both the cognition 

and emotion. Uncontrolled pain may result in damaging consequences to 

patients in immediate and long-term mode and these impediments can take 

place to any age, gender, or socioeconomic category (LaPar et al., 2011). 

These factors comprise a range of behavioral, emotional, physical, 

cognitive, and psychological appearances, counting anxiety, fear and anger, 

inability to focus, aggressive behavior, and fear of the following procedure. 

Rejection of treatment, and mistrust of nurses, and more economic, social, 

and spiritual well-being penalties which can command to frustration on 

quality of care are major consequences [Mertin et al., 2007; Brennan et al., 

2007; Ferrell, 2005; Gordon et al., 2010]. The instantaneous physical 

impacts of pain are associated to the stress response that can influence body 

physiology and inflammatory reaction [Solowiej et al., 2009; Czarnecki et 

al., 2011; Mertin et al., 2007].  

2.3.1 Gender 

Jones and Zachariae (2002) argue that females are more sensitive to pain 

than males. Females report more pain than males, while they (females) 

have less tolerance and threshold than males [Bradbury, 2003; Ely, 1992].  

Research results vary concerning the influence of gender on procedural 

pain sensitivity. A study revealed that they inform that women had higher 

pain scores before, during, and after procedures than men whereas 

measuring the prevalence of pain during invasive procedures (Rawe et al., 
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2009), nevertheless, Stotts and colleagues (2004) testified that there is no 

difference in pain concentration between the two genders. 

2.3.2 Age 

It is a key aspect to transact with pain. The nursing staff has to take into 

account the development time of every single age group for they would 

indicate fitting pain evaluation. However, the prevalence of pain increases 

with each decade of life. Pain in the elderly is distinctly different from pain 

experienced by younger individuals (Davis and Srivastava, 2003). Younger 

patients experience more pain before and after the procedure than older 

ones. Moreover, older people are able to describe their pain aptly, but none 

severely ailing or incapacitated (Stotts et al., 2004). 

2.3.3 Culture 

When patients are in pain, educational and traditional credence and values 

influence individual‘s pain responses, whilst the pain itself may differ from 

culture to another. However, several cultures deem pain idiom to be 

shameful and cowardly, while others count it as a sanction for a mistake 

committed, whereas other groups consider it as a challenge to be overcome 

and a quiz of credence (Suza et al., 2007). Some people express pain 

verbally and physically, while others are stoical and abstain from stating 

corporeal pain viva voce, others use emotive pain terms are common in 

some and less in others (Lovering, 2004). Differences in cultures must be 

noted in nursing practice relate to pain management. 
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2.3.4 Fear and anxiety 

Jones and Zachariae, (2002), argued that fear is inclined to upsurge the pain 

cognizance, and pain raises emotional state of anxiety. This linkage takes 

place inside the brain owing to the fact that distressing stimulants animate 

segments of the limbic system supposed to dominate passionate responses. 

On the other hand, worry associated with expectant pain or appalling 

occurrence can boost the pain power (Tsao et al., 2006). Hence, nurses 

have to address both anxiety and pain to relieve pain suffering. They are 

more sensitive when the occurrence of the painful experience is 

unpredictable (Mertin et al., 2007). However, Oka and coworkers (2010) 

argue that if a patient obtains pain management education, this will help to 

diminish the suffered level of anxiety and fear. 

2.3.5 Past pain experience 

People experiencing former numerous or extended pain are less nervous, 

but can endure more pain, and can manage pain than people who have little 

pain experience [Lovering, 2004; Ebrahimi-Nejad et al., 2007].  

2.4 Barriers to Pain Management  

Numerous barriers to pain management can be congregated into four 

topics: nurse-related barriers, patient-related barriers, physician-related 

barriers and system-related barriers [Buscemi et al., 2008; Gimbler-

Berglund et al., 2008]. Unsatisfactory knowledge about pain management, 

trouble in making decisions about pain management, and nurses‘ dread or 
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misapprehensions about the use of opioid analgesics are the most vital 

barriers in executing effective pain management [Buscemi et al., 2008; 

Shrestha-Ranjit et al., 2010]. A further main barrier is poor prescriptions 

and medication orders [Czarnecki et al., 2011; Gimbler Berglund et al., 

2008]. Capacity and lack of time subsidize [Kaasalainen et al., 2007; Rejeh 

et al., 2009; Twycross and Collins, 2013] and circumstantial aspects and 

the principles of organizations heavily influence nurses‘ pain management 

practice [Clabo, 2008; Rejeh et al., 2009].  

In spite of the fact that a range of research and clinical studies on all facets 

of pain have been piloted in several countries and the substantiation to steer 

pain management practices is freely accessible, procedures remain to fail of 

the perfect and aspects upsetting pain management and its application have 

not been well identified [Czarnecki et al., 2011; Twycross and Collins, 

2013]. Consequently, under-treatment in ICU demands to be discovered 

further; specifically, the interrelated matters affecting nurses‘ pain 

management practice. 

2.5 Factors Affecting Nurses’ Knowledge and Attitudes of Pain 

Management 

Notwithstanding the increase of research of pain management in nursing in 

the erstwhile two (2) decades, patients are still undergoing miscellaneous 

pain needlessly (Glajchen, 2001). However, pain management practices of 

nurses‘ knowledge, attitudes are still less prime stages (Vincent, 2005), in 
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which could be related to factors such as system-related factors, nurses-

related factors, and patient-related factors. 

2.5.1 System-related factors 

Abounding institutions have launched assessable standards of care and pain 

services with the purpose of attaining most advantageous pain management 

to be the influential goal as an indispensable module for institutional 

quality pain management to determine and eradicate the causal source of 

prevailing difficulties. By creating an institutional quality system, a radix is 

put prepared for the association in pain management, involving personnel 

from several specializations who are interested in pain management 

(Glajchen, 2001). Nursing students have to allocate adequate hours of 

education in order to formulate to manage pain during practice. Regarding 

the management of pain, a considerably higher level of knowledge and 

attitudes was reported amongst nurses with advanced level of education 

(Mnaworren, 2000). 

System-related barriers contain a deficiency of plainly demarcated 

standards and pain management modus operandi, and restricted admission 

to pain professionals and analgesics [Mędrzycka-Dąbrowska et al., 2015; 

Glajchen, 2001; Zuccaro et al., 2012]. The most commanding barriers to 

transform may be the imperceptible organizational barriers that can be 

ingrained inside hospital policies and nursing services, but not like the ones 

created by poor knowledge, myth and misconception (Mann and Redwood, 
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2000). Enhancement in pain management has to be a significant quality 

improvement target for the health system (Al-Mahrezi, 2017). 

2.5.2 Nurses-related factors 

Nurses frequently have knowledge shortfalls and undesirable approaches 

concerning pain management and pain assessment. Nurses‘ pain 

management should be relied on scientific justification rather than own 

beliefs and discernments. Evidence-based knowledge and proper training 

would eliminate traditions and wrong dogmata of nurses (Doris et al., 

2000). Nonetheless, the study of Glajchen. (2001) displayed that nurses 

may have had respectable levels of academic knowledge regarding pain 

management, but this did not imitate on their routine. The gap between 

actual practice and theoretical knowledge could be explained that nurses 

may not understand the reasoning for using detailed pain management 

involvements. Nevertheless, advantages embarked on in quantifiable 

teaching programs may be supportive to lessen this gap (Al-Mahrezi, 

2017). 

Doris and coworkers. (2000) pointed that educational courses for nurses in 

pain management and continuing education and service training could 

assist in changing nurses‘ knowledge and attitudes about management of 

pain, while revision training workshops have worthy effects in improving 

such modulations in the coming days. Courbani and colleagues. (2004) and 

Pud, (2004) reported that the previous private practice of analgesic and 

pain use was noticed to be a central factor in altering nurses‘ attitudes about 



20 

pain, which will abet them to attain optimal pain management result during 

practice. On the other hand, nursing a patient who has undergone an 

agonizing chapter seems to affect nurses‘ decisions concerning analgesics 

administration. Henceforth, nurses who have superior knowledge with 

regard to opioid analgesics seemed further relaxed regarding administration 

(Zuccaro et al., 2012). Moreover, nurse-related barriers consist of 

insufficient knowledge, burdensome workload, and shortage of time, and 

may cover poor knowledge and skills, and lack of teamwork [Mędrzycka-

Dąbrowska et al., 2015; Glajchen, 2001; Zuccaro et al., 2012]. Educational 

programs about pain management should be maintained recurrently for all 

personnel staff. Training of health personnel should involve team skills and 

communication, as well as specific care to fortify the collaboration and 

communication amongst nurses and doctors to work as a harmonized team. 

Moreover, solutions for shortages of medical staff should be settled to have 

a rational and adequate workload (Al-Mahrezi, 2017). 

2.5.3 Patient-related factors 

Patient age, therapy or interactive manifestation may prompt nurses to 

inject an analgesic quickly. The patient diagnosis or the length of stay may 

affect nurses; which may become signs of pain intensity and require 

analgesic introduction. Hesitancy to take analgesics, afraid of side effects, 

and worry of addiction are examples of patient-related factors [Mędrzycka-

Dąbrowska et al., 2015; Glajchen, 2001; Zuccaro et al., 2012]. 
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2.5.4 Physician-related factors 

Physicians‘ insubstantial requesting of pain medication was the utmost 

barrier for finest pain management to nurses‘ practice (Vincent, 2005). 

Deficiency of knowledge and incorrect worries about addiction and 

overdosing are examples of physician-related barriers [Mędrzycka-

Dąbrowska et al., 2015; Glajchen, 2001; Zuccaro et al., 2012]. Pain 

management should be presented as a chief theme of the curriculum of any 

medical school, and in entirely residency-training agendas, with the 

purpose of future physicians never disremember to adopt pain management 

in any patient defiance (Al-Mahrezi, 2017). 

2.6 Definition of Terms 

Pain: ―an unfriendly carnal and passionate practice allied with real or 

possible tissue damage‖, and ―is whatnot the undergoing one says it is, 

subsisting each and every time the suffering person says it does.‖ (Ashwill 

and Dorske, 2002). 

Chronic pain: is ―pain that persists beyond normal tissue healing time, 

which is assumed to be three months.‖ (IASP, 2012). 

Pain attitude: is defined as a persisting set of beliefs and values that affect 

how one responds or reacts when pain is involved (McMillian et al., 2000). 



22 

Pain Management: is defined by the American Pain Society Quality of 

Care Task Force, as all interventions used to understand and ease pain, and 

alleviate the origin of the pain (Gordon et al., 2005). 

Knowledge: is defined as ―the fact or condition of knowing something with 

familiarity gained through experience or association‖ (Merriam-Webster 

Online Dictionary, 2012). 

Attitudes: are unconscious motivations for actions and reaction in life that 

either be reinforced or altered by experience (Francis and Fitzpatrick, 

2013). 

Knowledge and attitudes about pain: the level of knowing and 

understanding the physiological basis of pain and the individual beliefs 

held regarding its management. This is measured by the nurses’ scores on 

the Nurses Knowledge and Attitudes Survey (Ferrell and McCaffery, 

2008).  

Opioid: is a more inclusive term and is generally preferred to ―opiate‖; it 

applies to all agonists and antagonists with morphine-like activity and also 

applies to naturally occurring and synthetic opioid peptides (Thomas, 

2013).  

Barrier: is anything that restricts the use of health services by making it 

more difficult for some individuals to access, use or benefit from care 

(Scheppers et al., 2006). 
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Chapter Three 

Literature Review 

3.1 Overview  

Present review displays an upsurge in the number of research studies 

completed on pain and pain management. Nevertheless, an extensive 

literature review did not reveal so many studies, which focused on 

knowledge and attitudes and barriers of ICUs nurses regarding pain such as 

our study. Whereas many people play a part in ineffectual pain running, 

most of research has been intensive on nurses. Nurses devote most of their 

time to patients than any other healthcare professionals by performing 

many pain intercalations, and evaluating the efficacy of the pain 

management strategy. 

3.2 Local Studies 

Locally, there may have been a paucity about the preceding reviews in 

Palestine which had measured nurses‘ knowledge level in ICUs concerning 

pain management. 

A descriptive cross-sectional study, with the data attained from Palestinian 

hospitals conducted by Salameh, (2018), aiming to evaluate the knowledge 

level and attitudes of nurses concerning pain management in intensive 

units. One hundred twenty-three (123) nurses were recruited from both the 

surgical and medical areas. The study used the ―NKASRP‖ as a universal 

questionnaire. Results showed that the correct answer mean score was 17.4. 
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The findings displayed that nurses have poor knowledge concerning pain 

management. Besides, the study did not find any significant difference 

between the nurses‘ total score and personal features, apart from 

educational level. The study recommended continuous training and to arm 

with knowledge and constructive attitudes. 

Toba and colleagues (2019) executed a cross-sectional study in eight (8) 

hospitals over Northern West Bank in Palestine to evaluate knowledge, 

perceived barriers, and practices. Toba and coworkers (2019) recruited a 

convenience sample of 220 working nurses in the governmental and private 

hospitals. Results showed that the total knowledge score was 5.1, while the 

association between the demographic aspects and the knowledge score 

displayed that males counted knowingly higher knowledge than females. 

The most commonly apparent barriers were insufficient pain evaluation 

(76.8%), unsatisfactory pain knowledge command (70.5%) and meticulous 

ruling on opioid usage (69.5%). Participants reported that the foremost 

lateness process by 56.4% was to contact the physician for the opioid 

prescription. Moreover, nurses stated that they would gauge pain every 

now and then. Though the study had concluded worthy pain registration 

practices among nurses, there were still knowledge shortfalls reveal the 

necessity for further training, and the amelioration of synchronization and 

communication between nurses and physicians. 
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Ghrayeb and Nimer, (2017) carried out a descriptive, cross-sectional design 

quantitative research, aimed at assessing knowledge and attitudes levels 

vis-à-vis pain management among nurses. The study recruited 380 nurses 

employed in diverse wards in six private and governmental hospitals in 

southern Palestine. The results displayed that a mean score of knowledge 

was (45.6% out of 100%), and concluded that nurses had a knowledge 

deficit and negative attitudes in relation to pain management and 

assessment. Moreover, the findings revealed no significant differences in 

the mean knowledge score regarding age (p=0.399), gender, academic 

level, and former training classes or practicums on pain management, 

except for the place of work (p ≤ 0.001). However, the results indicated 

that there were considerable encounters to passable pain management. 

Furthermore, the study recommended scheduler appraisal and to endorse 

pain management, and to correct embedded misapprehensions. 

3.3 Regional Studies 

In a descriptive cross-sectional design, Alkhatib and colleagues (2019) 

piloted a study to explore the degree of knowledge and attitudes regarding 

pain management among physicians and nurses employed in seven medical 

centers belonging to the Royal Military Medical Services in Jordan. Using 

a questionnaire, subjects represented a sample of 81 nurses and 56 

physicians. Results showed that total mean knowledge score for nurses 

45.26%, and for physicians 50.6%, and the difference between them was 

significant (P=0.009). Moreover, the study concluded that Jordanian 
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healthcare personnel had a knowledge low level, and adverse attitudes 

headed for pain management, therefore, educational courses are strongly 

recommended. Moreover, the results discovered inconsistency between 

practice and knowledge. Thus, strategies and procedures correlated with 

pain management have to be planned and applied to go over the divergence 

between practice and knowledge. 

Al Qadire and AL Khalaileh (2014) conducted a study to examine nurses’ 

knowledge and attitudes about pain treatment in Jordan. The study 

recruited 211 nurses from four (4) hospitals in Jordan. Nevertheless, the 

results specified that 52% of nurses in the last five years testified not any 

preceding pain education. However, nurses who had earlier pain education 

attained higher mean scores. The correct answers mean was 19.3 (48%). 

Excluding exposure to prior pain education, there were no significant 

differences between nurses‘ gender, educational level, and the total 

knowledge and attitude score. The study concluded that Jordanian nurses 

registered a poorer reading of pain knowledge than informed 

internationally. The study recommended continuous education, and 

remodeling undergraduate courses to direct pain management.  

Samarkandi, (2018) carried out a cross-sectional study with the aim to 

detect nurses‘ knowledge with reference to pain management, evaluate 

nurses‘ weaknesses and strengths in handling patients‘ pain, and aid 

nursing students to amend courses to develop nurses‘ pain management. It 

was piloted in three (3) designated referral hospitals in Riyadh city in Saudi 
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Arabia. Two-hundred forty-seven (247) convenient nurses who work in all 

wards and who have been working in hospitals as a minimum 6 months 

were requested to partake in this study. This Saudi study has revealed that 

Saudi nurses had low knowledge and attitude levels of pain management 

predominantly in the subjects related to superstition of pain medication. 

Neither a significant difference found in-between gender regarding the 

coverage to previous pain education (P > 0.05), nor a significant difference 

in the mean total knowledge score concerning educational levels. While 

there was no significant difference for the age, test of Spearman's 

correlation indicated a positive significant relationship with years of 

experience to the mean total knowledge and attitude score. Samarkandi, 

(2018) recommended contemplating pain management in continuous 

education and nursing undergraduate curricula. Furthermore, additional 

studies are necessary to detect and overwhelm barriers of pain 

management, as well as to appraise the efficiency of piloted pain 

management curriculums. 

3.4 International Studies 

Internationally, several researches have covered this subject. A study 

carried out to gauge pain management throughout the post-operative time. 

The study affirmed that nursing reported poor knowledge and coarse 

attitudes. Furthermore, nurses testified educational level influenced their 

knowledge [Basak et al., 2010; Omran et al., 2014]. 
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Using a convenient sample of 246 nurses, Yava et al. (2013) carried out a 

study to evaluate nurses‘ level of knowledge and attitudes regarding pain 

management. The study revealed inadequate knowledge, and negative 

attitudes. 

Kizza (2012), surveyed 170 nurses in ICUs at Mulago hospital in Uganda. 

Just about half of them reported they don’t have sufficient knowledge on 

the strategic evaluation of principles of pain. Moreover, the study 

witnessed that an effective knowledge of pain management is essential for 

very ailing patients, having benefits; psychological and physiological on 

their health (early discharge from hospital, early mobilization, and less 

impediments, e.g., bedsores and infection). The researcher found that 96% 

of the nurses contributed in heeding for extremely sick patients do not 

manage pain assessment tools (Kizza, 2012). 

Numerous reviews had stated that less experienced objects have a lower 

score than those with higher experience. Nurses’ characteristics such as 

educational level, gender, and age were evaluated in rapprochement with 

pain management and practices. Further explanations for the nurses‘ 

inefficiency of knowledge and poor attitudes headed for pain could be 

caused by the low educational degree and insufficient teaching hours 

concerning pain management in the nursing syllabus [Clarke et al., 1996; 

Latimer et al., 2010; Wang and Tsai, 2010]. 
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In a qualitative study, carried out by Batiha (2012), numerous subjects 

described barriers to managing pain recognized by ICU nurses. Barriers 

were grouped into patients-related barriers, nurse-related, and system-

related barriers. However, the results identified some possible pain 

management obstacles impeding the development and dissemination of 

guidelines and measures to manage the pain in Jordanian ICUs. 

Lewis and colleagues (2015) carried out a hospital-based with a quasi-

experiment study in the United States in 383 beds to examine the effect of 

skillfully focused small group consultations on nurses‘ knowledge and 

possible biases associated to pain management. Thirty-two (32) nurses 

partook in small group sessions before and after. These sessions 

concentrated on actual pain management policies. The findings showed that 

mean knowledge scores varied meaningfully in a progressive path next 

intervention [pro-intervention mean=18.28; post-intervention mean=22.16; 

p<0.001]. The sturdiest partiality against nursing patients‘ pain was 

regarding comatose and mechanically ventilated patients (MVPs). 

Nevertheless, next carrying out the discussions of proficiently focused 

small group with nurses, the levels of knowledge associated with pain 

management had augmented and partialities regarding particular patient 

residents had declined. 

Hennessee (2012) conducted a study to discover nurses‘ knowledge and 

attitudes regarding pain and pain management. The researcher applied a 

descriptive research method, and a correlational study to test association 



30 

amongst the demographic statistics and the definite knowledge of nurses 

working in the ICUs. Fifty (50) nurses participated in the survey that 

included nurses‘ evaluation and documentation manners, possible 

knowledge and attitude shortfalls. The research measured the efficiency of 

pain intervention, and delivered substantiation of subjective and methodical 

obstacles to operative pain management. The results showed that there 

were shortfalls in nurses‘ knowledge and attitudes regarding pain and pain 

management. Explicitly, while strengths were specified in physiology and 

planning, knowledge discrepancies were noticed in analgesic doses, 

analgesic maximum dose of opioids and distinctive addiction from bearing 

and physical reliance. 

In a nationally questionnaire review directed towards physicians and nurses 

implicated in the cancer patients‘ care, Jho et al. (2014) aimed in their 

study to evaluate knowledge, practices, the major reason of postponement 

in opioid administration, as well as perceived barriers regarding cancer pain 

management amongst nurses and physicians in Korea. 333 questionnaires 

were recruited. Results had showed that nurses achieved documentation 

and pain assessment more frequently than physicians did.  

With a cross-sectional study, (50 consenting nurses) used to select the 

registered nurses, Manwere and coworkers (2015) conducted a study with 

the aim to verify the nurses’ knowledge and attitudes headed for pain 

management of patients at a hospital in Zimbabwe. Study results displayed 

that registered nurses had insufficient knowledge with a mean knowledge 
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score of 64.5%, and attitude concerning pain management of adult medical 

patients was average with a total mean attitude score of 56%. The 

knowledge of pain management was concomitant with years of experience 

(p=.003) and the age (p=0.001) with those of older (40 years and above) 

scoring high on the knowledge scores scale. The chief topics of worry were 

the absence of knowledge on pain assessment (84%), while 76% delivered 

improper time for pain assessment, and 76% failed to categorize types of 

pain measuring scales in addition to non-pharmacologic pain relieving 

therapies. Nonetheless, only 58% recognized the benefits of non-

pharmacological pain management measures correctly, whilst gave no 

credence to patient‘s pain was noted amongst 70% informing the necessity 

to confirm the realness of pain, and 90% testifying that medical patients 

whimper of pain looking for staff courtesy which may lead to deprived pain 

management, and low knowledge levels with poor attitude concerning pain 

management of adult medical patients.  
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Chapter Four 

Methodology 

4.1 Overview 

This study emphasizes on perceptions of the nurses’ knowledge, attitudes 

and barriers to effective pain management in intensive care units 

governmental hospitals in the West Bank, Palestine. In this chapter, 

research methodology settings were exhibited. Furthermore, the study 

design, population and sample size, period, tool, response rate, and the 

sampling method were designated. Additionally, ethical matters and 

process of data analysis were incorporated in this study for quantitative 

methods. 

4.2 Design  

A cross-sectional convenient sampling was conducted about the ICU 

nurses. 

4.3 Site and Setting 

The study was carried out in twelve (12) governmental hospitals that 

represent the hospitals in the West Bank, Palestine (Tab.4.1). Nurses who 

work in the intensive care units (ICUs) in each hospital were encouraged to 

partake in this study. 
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4.4 Sample 

The researcher had recruited about 164 nurses from all governmental ICU 

hospitals in the intensive care units (ICUs). One-hundred twenty three 

(123) nurses responded to this study. A lot of nurses were not able to 

participate due to night shift duty, or some of them were transferred to the 

newly updated COVID-19 sections, or other departments at the time of this 

study (Table 4.1). 

Table 4.1: Governmental hospitals, ICU nurses and beds in the West 

Bank, Palestine, 2020. 

No: Hospital Number of 

nurses 

1.  Martyr Dr. Khalil Sulaiman/Jenin 18 

2.  Turkish/Tubas 5 

3.  Martyr Thabit Thabit/Tolkarm  15 

4.  Martyr Darwish Nazzal/Qalqilya 7 

5.  Alwatani/Nablus 16 

6.  Rafidia Surgical/Nablus 18 

7.  Martyr Yaser Arafat/Salfit  9 

8.  Jericho  12 

9.  Palestine Medical Complex/Ramallah 18 

10.  Alhusain/Biet Lahm 13 

11.  Princess Alia/Hebron   26 

12.  Abu ALhasan Alqasem/ Yatta/ Hebron 7 

Total  164 

Source: Personal communication, 2020. 

4.5 Study Period  

Between August and December 2020. 
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4.6 Inclusion and Exclusion Criteria 

4.6.1 Inclusion criteria 

necessitates that the participating nurse is an energetic element of the 

treatment procedure for such patients in intensive care units of the hospital 

for at least six months continuously. Moreover, those who hold a degree of 

bachelor at least are included in this study. 

4.6.2 Exclusion criteria 

conversely, preclude those who are not permitted to make decisions or 

inscribe instructions in the management of patients for example those in 

training and students. Less than bachelor degree holders as well as less than 

six months ICU experience were excluded.  

4.7 Ethical Consideration 

The participants’ mobilization has commenced with the researcher 

attaining the ethical approval from the Institutional Review Board (IRB) of 

An-Najah National University. Moreover, the researcher invited the nurses 

to participate in the research project being conducted in the ICUs. The 

researcher has made it clear to them that their partaking is totally voluntary, 

and it is up to them to decide whether to take part in this study, but, before 

they agree, it is imperative for them to understand what the research 

implicates. The consent form told them about the study, why the research is 

being done. If they wish to take part, they will be asked to sign the consent 



35 

form, and, they are still free to withdraw at any time without giving any 

reasons for their decision. Consequently, they won’t miss out on the 

advantage of their careers to which they are enabled or are currently 

acquiring. 

4.8 Instruments 

A Nurses‘ Knowledge and Attitudes Survey Regarding Pain (NKASRP) 

questionnaire was used to assess nurses‘ knowledge and attitudes the data 

regarding pain management. Betty Ferrell and McCaffery built this 

questionnaire in 1987, and the same authors revised it in 2014, to evaluate 

nurses‘ knowledge and attitudes toward pain management, and covered 

areas of pain management (Ferrell and McCaffery, 2008), while barriers 

were adapted from other studies [Coker et al., 2010; Elcigil et al., 2011]. 

Moreover, demographic data were set to this study. However, the NKASRP 

is the best existing tool to gauge the knowledge and attitudes in relation to 

pain management of nurses (Howell et al., 2000). A 41-item questionnaire 

was used to evaluate nurses‘ knowledge and attitudes headed for pain 

management. It entails 22 ―True‖ or ―False‖ questions and 19 multiple-

choice questions. There were two multiple case study choice questions of 

which each had two questions under it, while adjusting and adopting the 

names (Ahmad and Mohammad) instead of the names (Andrew and 

Robert) respectively, for the local adaptation in our study. Besides, an 

open-ended question (question 42) about the perception of the nurse on 

how to improve pain management in ICUs. Moreover, there are four 
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categories about barriers (patients-related barriers, nurse-related barriers, 

physician-related barriers, and system-related barriers) with a three-scale 

(agree, disagree, don't know) 34 questions. It involves topics of pain 

management, and the handling of analgesics. A team of pain connoisseurs 

had established the content validity of the NKASRP, which is instituted by 

the Agency for Health Care Policy and Research Pain Management 

Guidelines, the American Pain Society, and the World Health Organization 

(Gordon et al., 2010). Nonetheless, this study required no authorization to 

use this NKASRP instrument given that the authors indorsed its application 

for research. The English language was used as the nurses can know, 

realize, and fulfill questions and answers in English. 

The demographic data encompassed questions conceived to provoke 

conversance on subjects‘ demographic and professional features such as 

place of work, period of professional practice, sex, academic degree, age, 

and erstwhile registration pain education. 

4.9 The Tool for the Perceived Barriers 

This questionnaire was used by Coker and colleagues (2010): Nurses‘ 

Perceived Obstacles to Pain Assessment and Management Practices. It 

encompassed 34 queries to evaluate how often the impediments demarcated 

by nurses hindered optimum pain management in ICU patients. The 

researcher asked the authors‘ authorization (upon request), while some 

questions were adjusted to acclimatize to the concerns of ICU patients. The 
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questionnaire of Elcigil and coworkers (2011), was also adopted and 

adapted with the authors‘ permission (upon request).  

In our study, nurses‘ perceived barriers of pain management were appraised 

in four diverse parts; physician-related barriers, nurse-related barriers, 

system-related barriers, and patient-related barriers. Replies from 

participants were categorized into a 3-point scale; in which scale of ―don‘t 

know‖, a scale of ―disagree‖, and a scale indicated ―agree.‖  

4.10 Data Collection 

The participants’ recruitment started with the researcher’s obtaining the 

ethical approval of the study from the Institutional Review Board (IRB) at 

An-Najah National University, as well as that of MoH. The researcher 

visited most hospitals, and recruited some workmates from other hospitals 

to help in distributing questionnaires and collecting data, clarified the aims 

of the study, contributor’s task, and modus operandi. Besides, nurses who 

displayed inquisitiveness and keenness to participate in the study were 

conscripted, and were requested to sign up the consent form. Nonetheless, a 

questionnaire was presented to each nurse who was asked to respond the 

questions. Finalized surveys were amassed within three weeks (3) by the 

researcher and workmates immediately after the participants have 

complemented them. Finally, questionnaires were inspected for missed 

data. 



38 

Subsequently ingathering the data, participants haven’t completed all 

entries of the questionnaire were debarred. Not all the 164 nurses who are 

working in ICU units were designated to participate in the study; 

nonetheless, 25% (n=41) did not participate because of; diploma holders 

(n=12) annual leave (n=6), letdown to give back the questionnaire (n=6), 

devolved to other departments (n=9) and demurring to partake (n=8).  

4.11 Data Analysis 

A descriptive analysis was applied to designate the participants’ 

characteristics; frequencies and percentages to describe demographic 

variables as well as means and standard deviations to describe nurses‘ 

knowledge, attitudes and barriers. Moreover, the relationships between 

knowledge score and characteristics of participants were attained using 

Pearson Correlation. One-way analysis of variance (ANOVA) test was 

used to examine differences in the mean total knowledge and attitude score, 

as well as the barriers to effective pain management in intensive care units 

according to demographic factors (gender, age, qualification, years of 

practice, hospital work, and marital status). Moreover, independent samples 

T-test and F-test were also used. The researcher deemed P≤0.05 as 

significant. Furthermore, Pearson correlation to test correlations between 

knowledge, attitudes, and barriers as independent variables and pain 

management in ICUs as dependent variable was carried out.  
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Data were put in and tested using the Statistical Package for Social 

Sciences (SPSS) version 23 (SPSS Inc., Chicago, Illinois, USA). Spearman 

correlation was used to determine the correlation between 

variables. P≤0.05 was considered statistically significant. The 

questionnaire has been broadly exploited in numerous languages 

worldwide in other clinical backgrounds [Ekim and Ocakcı, 2013; Thomas 

et al., 2012; Wilson, 2011]. To compute the mean score concerning 

knowledge and attitude, properly replied objects were given a score of one, 

whereas erroneously answered questions were scored as zero, while the two 

multiple case study choice questions of which each had two questions were 

each was considered as a complete question. The total score has been 

considered the sum of all appropriately answered questions. Eventually, to 

relate the result of the satisfactory passing mark of 80%, the summation 

score for each participant was computed to 100 as "sum score × 100 

divided by 41″. Albeit the NKASRP tool validity and reliability has been 

ascertained in preceding reviews (De Silva and Rolls, 2011). 

Unfortunately, none of the subjects answered the open-ended question: 

from the nurses' perception, how can the nurse improve pain management 

in ICUs 

When the KAS tool was set for the first time in 1987, there was not a 

prescheduled crossing score. Nevertheless, in subsequent studies, a base 

objective of 80% has been appointed as a minimal requisite wherein a mark 

beyond this has been assented as satisfactory knowledge and attitude about 

pain management. Thus, pointing out to the endorsement of former studies 
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(Howell et al., 2000), nurses who scored 33 (80%) or above from the 41 

knowledge and attitude questions were counted to good knowledge and 

attitude concerning pain management. 
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Chapter Five 

Results 

5.1 Overview 

This chapter displays the study results encompassing the features of the 

subjects. Descriptive analyses, counting means and standard deviations of 

continuous variables and frequencies and percentages of categorical 

variables, were premeditated to describe the sample. Pearson‘s correlation, 

and one-sample t-tests were piloted to explore the relationships between 

demographic variables for the responses of each of the survey‘s items  

5.2 Socio-demographic Characteristics of the Study Population  

The current study included a total of 164 subjects, from whom a total of 

123 correctly completed the questionnaires with a direct contact with the 

patient (response rate 75%). As shown in Table 5.1, the majority of nurses 

50 (40.7%) participating in the study were in the (28 - < 33 year old) 

bracket, while the males were more representative than females 72 (58.5%) 

vs. 51 (41.5%). According to the data have been extracted, 76 (61.8%) of 

them specified they were married. In addition, analysis of the respondents‘ 

level of education showed the vast majority of the nurses declared 

bachelors‘ degrees 103 (83.7%) vs. 20 (16.3%) higher than bachelors‘ 

degree level. Furthermore, fifty-two (42.3%) of the nurses had up to 1- < 5 

years of work experience. Nurses from Princess Alia/Hebron were the most 

responding to this study 18 (14.6%), while the less were from Martyr 

Darwish Nazzal/Qalqilya 3 (2.4%), however, the respondents were fairly 
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distributed among the working areas of the hospitals‘ ICUs. Finally, despite 

the fact that only 37 (30.1%) of the nurses taking care of ICU patients had 

earlier education concerning pain management in the last (2) two years, 

however, more than half of nurses 71 (57.7%) testified they had an 

effective role in pain management.  

Table 5.1: Distribution of the studied subjects in relation to their socio-

demographic data (n=123). 

Nö: Group Subgroup  (n)   (%) 

1   

Gender 

Male 72  (58.5) 

Female 51  (41.5) 

Total 123 100 

2   

Age   

23 - < 28 

years 

46  (37.4) 

28 - < 33 

Years 

50  (40.7) 

33 - < 38 

Years 

19  (15.4) 

≥ 38 Years 8  (6.5) 

   Total  123 100 

3   

Marital status 

Single 44  (35.8) 

Married 76  (61.8) 

Divorced 3  (2.4) 

   Total  123 100 

4   

Years of practice in 

Intensive Care Units                                                                 

6 months – < 

1 year 
26  

(21.1) 

1- < 5 Years 52  (42.3) 

5- < 10 Years 31  (25.2) 

≥ 10 Years 14  (11.4) 

   Total  123 100 

5   

Level of academic 

education 

Bachelor 

degree 
103  

(83.7) 

Higher than 

bachelor's 

degree 

20  

(16.3) 

   Total  123 100 

6  Did you have 

previous pain 

management 

education in the last 

2 years? 

 

 

 

Yes  37  (30.1) 

No  86  

(69.9) 
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   Total  123 100 

7  Where do you work?     

Hospital N (%) Hospital N (%) 

Martyr Dr. Khalil 

Suleiman/Jenin 
16 (13) Turkish/Tubas 

6 (4.9) 

Martyr Thabit 

Thabit/Tolkarm 
5 (4.1) 

Martyr Darwish 

Nazzal/Qalqilya 

3 (2.4) 

Alwatani/Nablus 16 (13) Rafidia Surgical/Nablus 15 (12.2) 

Martyr Yaser 

Arafat/Salfit 
6 (4.9) Jericho 

7 (5.7) 

Palestine Medical 

Complex/Ramallah 
16 (13) Alhusain/Biet Jala 

11 (8.9) 

Abu ALhasan 

Alqasem/Hebron 
4 (3.3) Princess Alia/Hebron 

18 (14.6) 

                                      Total                                  123                                  100 

*Continuous data are presented as the means, and SD and categorical data as n and %. Some 

percentages were rounded. 

5.3 Nurses’ Knowledge and Attitudes Regarding Pain and Pain 

Management 

5.3.1 Knowledge and attitudes’ scores 

Table 5.2 displays the mean overall scores with percentages. Using the 

proposed test value = 0.80, the mean score from 41 was 19.6%, while the 

mean entire score study was 47.8% from 100 wherein the minimum and 

maximum outcome fluctuated from 10 (24%) to 33 (80%), using a standard 

deviation 0.135. (Table 5.2). 

Table 5.2: Means and standard deviations of the computed variables 

for the nurses’ knowledge and attitudes’ scores. 

  Knowledge and attitudes' 

scores. 

N Minimu

m 

Maximu

m 

Mean SD* 

Score from 41 123 10.00 33.00 19.6098 5.53918 

Score from 100 123 .24 .80 .4783 .13510 

*SD: standard deviation 
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A one sample t-test was piloted on the KASRP scores to appraise whether 

their mean was significantly different from the minimal suggested 80%, the 

lowest acceptable score. The sample mean of 47.83 (SD=13.510) was 

significantly different from 80% (t (121) = -26.409, P<0.05). The 95% 

confidence interval for the KASRP mean ranged from -0.3458 to -0.2976. 

These results endorse the conclusion that nurses are not knowledgeable 

concerning pain and pain management. 

Table 5.3: Means and standard deviations for test scores on the 

KASRP. 

  Variable  N Mean SD* 

KASRP test 

score  

123 .4783 .13510 

Test Value = 0.80 

t 
df Sig. (2-

tailed) 

95% Confidence Interval of the 

Difference 

-26.409 
122 0.000 Lower Upper 

-.3458 -.2976 

Of the 123 participants, two (n=2; 1.64%) participants counted a ―good‖ 

score (≥80), while (n=41; 33.3%) recorded a ―fair‖ score (50-79), during 

the time that (n=74; 60.2%) participants verified a ―weak‖ knowledge 

percentage (utmost), whilst (n=6; 4.9%) proved a ―poor‖ knowledge 

percentage. (Table 5.4).   
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Table 5.4: Frequencies and percentages of participants correctly 

answered questions in relation to knowledge percentage. 

Knowledge percentage Frequency Percent 

Valid 

Good (≥80) 2 1.64 

Fair (50-79) 41 33.3 

Weak (30-50) 74 60.2 

Poor (<30) 6 4.9 

Total 123 100.0 

5.3.2 Knowledge and attitudes of pain management:  

Table 5.5 displays the data concerning the level of knowledge and attitudes 

about pain management which were tested through true and false questions 

and multiple choice questions. The 41 items comprising the questionnaire 

were ranked in line with the number of nurses indicating that each 

interfered with most frequently correct answer. The score ranged from 0 to 

41 and the total was calculated using the number of correct answers which 

were thenceforth converted to percentages. For the calculation of the mean 

score, a score of one was given to the correctly answered items, whereas 

erroneously answered items were counted as zeros. Eventually, to compare 

the result with the agreeable transient point of 80%, the calculation tally 

marks for every nurse was figured to 100 as summation score × 100 

divided by 41″.  

Table 5.5 indicates that a mean score of 80% or above was not exceeded by 

none of the nurses, while they scored between (50-79%) in 15 questions, 21 

questions (items) had accurate response rates fluctuated from (30-50%), 5 

questions had a correct response rate less than 30%. However, among the 

lowest (5) answered questions which were (<30%), two (2) were 
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concerning the case discussions interconnected to the pain intensity, other 

than a dissimilar mode of communication and facial embodiment (39A and, 

39B). Moreover, the other (3) fewest correctly replied questions (items ´23′ 

and ´28′) were related to the route of administration of opioid analgesics, 

while item ´36′ was related to physical dependence. 

Table 5.5: Knowledge and attitudes correctly true, false and multiple 

choice answered items (123). 

Item No Item Content Correct Responses 

Rank N (%)* 

22 Sedation assessment is recommended during 

opioid pain management because excessive 

sedation precedes opioid-induced respiratory 

depression. (T) 

1  90 0.732 

20 Narcotic/opioid addiction is defined as a chronic 

neurobiologic disease, characterized by behaviors 

that include one or more of the following: 

impaired control over drug use, compulsive use, 

continued use despite harm, and craving. (T) 

2  88 0.715 

21 The term ‗equianalgesia‘ means approximately 

equal analgesia and is used when referring to the 

doses of various analgesics that provide 

approximately the same amount of pain relief. (T) 

3  87 0.707 

14 After an initial dose of opioid analgesic is given, 

subsequent doses should be adjusted in 

accordance with the individual patient‘s response. 

(T) 

4  86 0.699 

25 Which of the following analgesic medications is 

considered the drug of choice for the treatment of 

prolonged moderate to severe pain for cancer 

patients? (Morphine) 

5  85 0.691 

24 The recommended route administration of opioid 

analgesics for patients with brief, severe pain of 

sudden onset such as trauma or postoperative pain 

is (Intravenous) 

6  76 0.618 

13 Patients‘ spiritual beliefs may lead them to think 

pain and suffering are necessary. (T) 

7  75 0.61 

26 A 30 mg dose of oral morphine is approximately 

equivalent to: (Morphine 10 mg IV) 

8  75 0.61 

6 Respiratory depression rarely occurs in patients 

who have been receiving stable doses of opioids 

over a period of months. (T) 

9  73 0.593 

31 The most accurate judge of the intensity of the 

patient‘s pain is (The patient) 

10  73 0.593 
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7 Combining analgesics that work by different 

mechanisms (e.g., combining an NSAID with an 

opioid) may result in better pain control with 

fewer side effects than using a single analgesic 

agent. (T) 

11  72 0.585 

37 Which statement is true regarding opioid induced 

respiratory depression? (Obstructive sleep apnea 

is an important risk factor.) 

12  71 0.577 

30 Which of the following is useful for treatment of 

cancer pain? (All of the above) 

13  67 0.545 

10 Elderly patients cannot tolerate opioids for pain 

relief. (F) 

14  66 0.537 

16 Vicodin (hydrocodone 5 mg + acetaminophen 300 

mg) PO is approximately equal to 5-10 mg of 

morphine PO. (T) 

15  65 0.528 

18 Anticonvulsant drugs such as gabapentin 

(Neurontin) produce optimal pain relief after a 

single dose. (F) 

16  61 0.496 

19 Benzodiazepines are not effective pain relievers 

and are rarely recommended as part of an 

analgesic regiment. (T) 

17  61 0.496 

8 The usual duration of analgesia of 1-2 mg 

morphine IV is 4-5 hours. (F) 

18  60 0.488 

34 The time to peak effect for morphine given IV is 

(15 min.) 

19  60 0.488 

15 Giving patients sterile water by injection 

(placebo) is a useful test to determine if the pain is 

real. (F) 

20  59 0.479 

32 Which of the following describes the best 

approach for cultural considerations in caring for 

patients in pain? (Patients should be individually 

assessed to determine cultural influences.) 

21  59 0.479 

33 How likely it is that patients who develop pain 

already have an alcohol and/or drug abuse 

problem? (5 – 15%) 

22  59 0.479 

2 Because their nervous system is underdeveloped, 

children under two years of age have decreased 

pain sensitivity and limited memory of painful 

experiences. (F) 

23  55 0.447 

12 Children less than 11 years old cannot reliably 

report pain so clinicians should rely solely on the 

parent‘s assessment of the child‘s pain intensity. 

(F) 

24  55 0.447 

1 Vital signs are always reliable indicators of the 

intensity of a patient‘s pain. (F) 

25  54 0.439 

3 Patients who can be distracted from pain usually 

do not have severe pain. (F)  

26  54 0.439 

4 Patients may sleep in spite of severe pain. (T) 27  54 0.439 

35 The time to peak effect for morphine given orally 

is (1 – 2 hours) 

28  54 0.439 

9 Opioids should not be used in patients with a 

history of substance abuse. (F) 
 

29  52 0.423 
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17 If the source of the patient‘s pain is unknown, 

opioids should not be used during the pain 

evaluation period, as this could mask the ability to 

correctly diagnose the cause of pain. (F) 

30  49 0.398 

11 Patients should be encouraged to endure as much 

pain as possible before using an opioid. (F) 

31  48 0.390 

27 Analgesics for post-operative pain should initially 

be given (Around the clock on a fixed schedule) 

32  48 0.390 

38B Your assessment, above, is made two hours after 

Ahmad 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 2/10 as an 

acceptable level of pain relief. His physician‘s 

order for analgesia is ―morphine IV 1-3 mg q1h 

PRN
2
 pain relief.‖  Check the action you will take 

at this time. (Administer morphine 3 mg IV now) 

33  44 0.358 

5 Aspirin and other nonsteroidal anti-inflammatory 

agents are NOT effective analgesics for painful 

bone metastases. (F) 

34  39 0.317 

38A On the patient‘s record, you must mark Ahmad‘s 

pain on the scale below. Circle the number that 

represents your assessment of Ahmad‘s pain. (8) 

35  38 0.309 

29  The most likely reason a patient with pain would 

request increased doses of pain medication is (The 

patient is experiencing increased pain) 

36  37 0.301 

39B Your assessment, above, is made two hours after 

Mohammad 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 2/10 as 

an acceptable level of pain relief. His physician‘s 

order for analgesia is ―morphine IV 1-3 mg q1h 

PRN pain relief.‖ Check the action you will take 

at this time. (Administer morphine 3 mg IV now) 

37  36 0.293 

23 The recommended route of administration of 

opioid analgesics for patients with persistent 

cancer-related pain is (Oral) 

38  33 0.268 

28 A patient with persistent cancer pain has been 

receiving daily opioid analgesics for 2 months.  

Yesterday the patient was receiving morphine 200 

mg/hour intravenously.  Today he has been 

receiving 250 mg/hour intravenously. The 

39  33 0.268 

                                                           
2
 PRN: Pro re nata is a Latin phrase meaning in the circumstances or as the circumstance 

arises (literally "for the thing born"). It is commonly used in medicine to mean as needed or as 

the situation arises. Generally abbreviated to P.R.N. or PRN, it refers to the administration 

of prescribed medication whose timing is left to the patient (in the case of patient-controlled 

analgesia), nurse, or caregiver, as opposed to medication that is taken according to a "scheduled 

dosage"). (Oxford Latin Dictionary, https://en.wikipedia.org).  
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likelihood of the patient developing clinically 

significant respiratory depression in the absence 

of new comorbidity is (Less than 1%) 

39A On the patient‘s record, you must mark 

Mohammad‘s pain on the scale below. Circle the 

number that represents your assessment of 

Mohammad‘s pain: (8) 

40  32 0.26 

36 Following abrupt discontinuation of an opioid, 

physical dependence is manifested by the 

following: (Sweating, yawning, diarrhea and 

agitation with patients when the opioid is abruptly 

discontinued). 

41  

29 0.236 

T= true, F= false, *= percentage (%), some percentages were rounded, correct answers are 

written in bold and italics. 

5.3.3 Knowledge scores  

Table 5.6 presents the mean scores of the overall knowledge score and 

percentages including the maximum and minimum scores. Using the test 

value = 0.80, the mean score was 11.87% from 41 with a standard 

deviation of 3.279, while the total mean score for the knowledge survey 

was 51.6 % from 100 where the minimum and maximum the scores 

oscillated from 5 (22%) to 20 (87%), and a standard deviation of 0.142. 

(Table 5.6). 

Table 5.6: Means and standard deviations of the computed variables 

for the nurses’ knowledge scores. 

 Knowledge score  N Minimum Maximum Mean SD* 

Score from 41 123 5.00 20.00 11.8699 3.27924 

Score from 100 123 0.22 0.87 0.5161 0.14258 

5.3.4 Knowledge of pain and effective pain management:  

Table 5.7 exhibits the data regarding the level of knowledge about pain 

management which were tested through true, false and multiple choice 

questions. Participants scored between (50-79%) in 11 items (questions), 9 



50 

items had accurate response rates fluctuated from (30-50%), whereas 2 

items had a response rate less than 30%. The results divulged that the 

highest percentages of correct answers and areas in which the nurses were 

most knowledgeable were for items 22, 20, 21, 25, 24 and 26, which are 

about sedation assessment, opioid addiction, various analgesics doses, and 

drug of choice (73.2%, 71.5%, 70.7%, 69.1%, 61.8% and 61.0%, 

respectively). 

However, the study revealed that nurses had poor knowledge about pain 

management. Many items denoted to low percentages of correct answers; 

11 items did not reach a 50% correct answer rate. Most of these areas in 

which the nurses were less knowledgeable that had incorrect answers were 

linked to knowledge of pain medication uses and side effects, 

misapprehension of physical dependence and its manifestations, fear of 

addiction, and morphine dosing calculations. For instance, only 33 

(26.8%), evenly with the oral indorsed path of opioid analgesics provision 

to patients through continual cancer-associated pain, correctly identified 

that the prospect that the patient advances realistically significant 

respiratory depression lacking fresh comorbidity is beneath 1% regarding a 

patient having a continuing cancer pain who has been taking day-to-day 

opioid analgesics for about 2 months, while only 39 (31.7%) out of 123 

participants correctly identified that aspirin and other nonsteroidal anti-

inflammatory agents are efficient analgesics for painful bone metastases. 

Furthermore, sixty-nine (56.1%) of the respondents failed to give correct 

pain assessment used for vital signs that are not permanently dependable 
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pointers of the patient‘s pain consistency, 63 (51.2%) gave incorrect ideal 

phase to culminate influence for morphine given IV. (Table 5.7).  

In general, it was found that nurses were feeble in the knowledge of 

pharmacological interventions relating to dosing, proper selection, and 

transformation between diverse sorts of opioids.  

Table 5.7: Knowledge correctly true, false and multiple choice 

answered items (123). 

Item 

No 

 

Item Content 

Correct Responses 

Rank N (%)* 

22 Sedation assessment is recommended during opioid pain 

management because excessive sedation precedes 

opioid-induced respiratory depression. (T) 

1  90 0.73

2 

20 Narcotic/opioid addiction is defined as a chronic 

neurobiologic disease, characterized by behaviors that 

include one or more of the following: impaired control 

over drug use, compulsive use, continued use despite 

harm, and craving. (T) 

2  88 0.71

5 

21 The term ‗equianalgesia‘ means approximately equal 

analgesia and is used when referring to the doses of 

various analgesics that provide approximately the same 

amount of pain relief. (T) 

3  87 0.70

7 

25 Which of the following analgesic medications is 

considered the drug of choice for the treatment of 

prolonged moderate to severe pain for cancer patients? 

(Morphine) 

4  85 0.69

1 

24 The recommended route administration of opioid 

analgesics for patients with brief, severe pain of sudden 

onset such as trauma or postoperative pain is 

(Intravenous) 

5  76 0.61

8 

26 A 30 mg dose of oral morphine is approximately 

equivalent to: (Morphine 10 mg IV) 

6  75 0.61 

6 Respiratory depression rarely occurs in patients who 

have been receiving stable doses of opioids over a 

period of months. (T) 

7  73 0.59

3 

7 Combining analgesics that work by different 

mechanisms (e.g., combining an NSAID with an opioid) 

may result in better pain control with fewer side effects 

than using a single analgesic agent. (T) 

8  72 0.58

5 

30 Which of the following is useful for treatment of cancer 

pain? (All of the above) 

9  67 0.54

5 

10 Elderly patients cannot tolerate opioids for pain relief. 

(F) 
 

10  66 0.53

7 
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16 Vicodin (hydrocodone 5 mg + acetaminophen 300 mg) 

PO is approximately equal to 5-10 mg of morphine PO. 

(T) 

11  65 0.52

8 

18 Anticonvulsant drugs such as gabapentin (Neurontin) 

produce optimal pain relief after a single dose. (F) 

12  61 0.49

6 

19 Benzodiazepines are not effective pain relievers and are 

rarely recommended as part of an analgesic regiment. 

(T) 

13  61 0.49

6 

34 The time to peak effect for morphine given IV is (15 

min.) 

14  60 0.48

8 

8 The usual duration of analgesia of 1-2 mg morphine IV 

is 4-5 hours. (F) 

42  60 0.48

8 

2 Because their nervous system is underdeveloped, 

children under two years of age have decreased pain 

sensitivity and limited memory of painful experiences. 

(F) 

15  55 0.44

7 

1 Vital signs are always reliable indicators of the intensity 

of a patient‘s pain. (F) 

16  54 0.43

9 

4 Patients may sleep in spite of severe pain. (T) 17  54 0.43

9 

35 The time to peak effect for morphine given orally is (1 – 

2 hours) 

18  54 0.43

9 

9 Opioids should not be used in patients with a history of 

substance abuse. (F) 

19  52 0.42

3 

5 Aspirin and other nonsteroidal anti-inflammatory agents 

are NOT effective analgesics for painful bone 

metastases. (F) 

20  39 0.31

7 

23 The recommended route of administration of opioid 

analgesics for patients with persistent cancer-related 

pain is (Oral) 

21  33 0.26

8 

28 A patient with persistent cancer pain has been receiving 

daily opioid analgesics for 2 months. Yesterday the 

patient was receiving morphine 200 mg/hour 

intravenously.  Today he has been receiving 250 

mg/hour intravenously. The likelihood of the patient 

developing clinically significant respiratory depression 

in the absence of new comorbidity is (Less than 1%) 

22  33 0.26

8 

T= true, F= false, *= percentage (%), some percentages were rounded, correct answers are 

written in bold and italics. 

5.3.5 Attitudes scores  

Although it is recommended that evading separating items as measuring 

either attitudes or knowledge, inasmuch the intersection in some items 

(Ferrell and McCaffery, 2008), McCaffery and Pasero (1999) indicated that 

a score of 80% is the minimal satisfactory score on the KASRP 
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questionnaire. A lot of items such as one measuring the incidence of 

addiction actually measures both knowledge and attitude about addiction. 

Therefore, they have found the most advantage to be earned from analyzing 

the data in terms of the percentage of complete scores, and in analyzing 

individual items. For instance, they have found it very useful to segregate 

those items with the slightest number of correct responses and those items 

with the best scores. Therefore, survey scores were reported as the 

percentage of correct responses. We wanted in this study to observe the 

demeanors and behaviors’ nurses in specific and to show the knowledge of 

pain management if it is associated with nurses‘ attitudes towards pain 

management. 

The mean scale of the overall attitudes‘ scores is shown in Table 5.8. Using 

the test value = 0.80, the mean score was 7.44% from 41 with a standard 

deviation of 3.049, while the total mean score for the attitudes survey was 

43% from 100, wherein the minimum and the maximum scores vacillated 

from 0 (0.00%) to 15 (83%), with a standard deviation of 0.142. (Table 

5.8). 

On the whole, the result revealed poor attitudes among ICU nurses 

concerning pain management when dealing with ICU patients. 
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Table 5.8: Means and standard deviations of the computed variables 

for the nurses’ attitudes’ scores. 

  Attitudes’ scores N Minimu

m 

Maximu

m 

Mean SD* 

Score from 41 123 0.00 15.00 7.4390 3.04918 

Score from 100 123 0.00 0.83 0.4300 .17681 

5.3.6 Attitudes towards pain and effective pain management   

This study assays the nurses’ judgments about evaluation and treatment of 

pain in patients’ conditions. Nurses may be more affected by the patient’s 

comportment than the patient’s self-report of pain, particularly with respect 

to decisions about opioid titration. Nurses may decrease a secure but 

ineffectual dose of opioid for a patient smiling than a patient who is 

grimacing. Study results unveil a propensity for nurses’ personal 

sentiments about the patients’ pain, rather than their noted evaluations, to 

impact choice of opioid dose and to subsidize to undertreatment of pain. 

Regarding nurses‘ attitudes about patient pain management in our study, 

the highest correct score 86 (69.9%) was for the item ―following giving a 

primary dosage of opioid analgesic, ensuing amounts have to be attuned in 

line with the patient‘s reaction‖, followed by the item ―patients‘ 

spiritualistic faiths could guide them to anguish contemplate pain and 

anguish are necessitous‖ 75 (61%). Surprisingly, one of the attitudes’ 

questions was answered correctly only by 29 (23%) nurses from all 

participants, this question tested the nurses‘ attitudes about the 

manifestation of physical dependence (lowest score). It was found that 

more than half of the sample 64 (52.0%) concurred that giving sterile water 
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to the patients by inoculation (placebo) is being considered beneficial to 

reveal if the pain is genuine. (Table 5.9).  

The poor nursing attitudes towards pain management were proved by 

answering questions evaluating attitudes with wrong answers by most of the 

respondents. Hence, the study disclosed poor attitudes among ICU nurses 

concerning pain management when handling with ICU patients.  

Table 5.9: Correctly attitudes true, false and multiple choice answered 

items, frequencies and percentages. 

Item 

No 

 

Item Content 

Correct Responses 

 Rank N (%)* 

14 After an initial dose of opioid analgesic is given, 

subsequent doses should be adjusted in accordance 

with the individual patient‘s response. (T). 

1  

86 0.699 

13 Patients‘ spiritual beliefs may lead them to think pain 

and suffering are necessary. (T). 

2  
75 0.61 

31 The most accurate judge of the intensity of the 

patient‘s pain is (The patient). 

3  
73 0.593 

37 Which statement is true regarding opioid induced 

respiratory depression? (Obstructive sleep apnea is 

an important risk factor). 

4  

71 0.577 

34 The time to peak effect for morphine given IV is (15 

min.) 

5  60 0.488 

15 Giving patients sterile water by injection (placebo) is 

a useful test to determine if the pain is real. (F). 

6  
59 0.488 

32 Which of the following describes the best approach 

for cultural considerations in caring for patients in 

pain: (Patients should be individually assessed to 

determine cultural influences). 

7  

59 0.48 

33 How likely is it that patients who develop pain 

already have an alcohol and/or drug abuse problem? 

(5 - 15%). 

8  

59 0.48 

12 Children less than 11 years old cannot reliably report 

pain so clinicians should rely solely on the parent‘s 

assessment of the child‘s pain intensity. (F). 

9  

55 0.447 

3 Patients who can be distracted from pain usually do 

not have severe pain. (F). 

10  
54 0.439 

17 If the source of the patient‘s pain is unknown, opioids 

should not be used during the pain evaluation period, 

as this could mask the ability to correctly diagnose 

the cause of pain. (F). 

 

11  

49 0.398 
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11 Patients should be encouraged to endure as much 

pain as possible before using an opioid. (F). 

12  
48 0.39 

27 Analgesics for post-operative pain should initially be 

given (Around the clock on a fixed schedule). 

13  
48 0.39 

38B Your assessment, is made two hours after Ahmad 

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 2/10 as an acceptable level of pain relief. 

His physician‘s order for analgesia is ―morphine IV 

1-3 mg q1h PRN pain relief.‖  Check the action you 

will take at this time. (Administer morphine 3 mg IV 

now). 

14  

44 0.358 

38A Ahmad 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 scale of 0 to 10 (0 = no pain/discomfort, 10 = 

worst pain/discomfort) he rates his pain as 8. (8). 

15  

38 0.309 

29 The most likely reason a patient with pain would 

request increased doses of pain medication is (The 

patient is experiencing increased pain). 

16  
37 0.301 

39B Your assessment, above, is made two hours after 

Mohammad 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 2/10 as an acceptable 

level of pain relief.  His physician‘s order for 

analgesia is ―morphine IV 1-3 mg q1h PRN pain 

relief.‖ Check the action you will take at this time: 

(Administer morphine 3 mg IV now). 

17  

36 0.293 

39A Mohammad 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; HR = 80; R = 18; on a scale of 0 to 10 (0 

= no pain/discomfort, 10 = worst pain/discomfort) he 

rates his pain as 8. (8). 

18  

32 0.26 

36 Following abrupt discontinuation of an opioid, 

physical dependence is manifested by the following: 

(Sweating, yawning, diarrhea and agitation with 

patients when the opioid is abruptly discontinued). 

19  

29 0.236 

T= true, F= false, *= percentage (%), correct answers are written in bold and italics. 

 



57 

Table 5.10: Frequencies and percentages of case study questions 

answered correctly on the KASRP. 

Test Questions Frequency % Correct 

38: Case study Patient A- Part A: 38 30.9 

39: Case study Patient A- Part B: 44 35.8 

40: Case study Patient B- Part A: 32 26.0 

41: Case study Patient B- Part B: 36 29.3 

5.4 Nurses’ Barriers to Effective Pain Management  

In our study, nurses‘ perceived barriers to management of pain were 

gauged in four different portions; patient-related barriers, nurse-related 

barriers, physician-related barriers, and system-related barriers. Table 5.11 

shows the total mean score of barriers that nurses professed to management 

of ICU pain (M=2.399; SD=0.526). To recapitulate, totaling the overall 

average results, the most frequently perceived barriers to management of 

pain were nurse-related barriers (M=2.459; SD=0.537). Secondly, there 

were healthcare system-related barriers, where the average result was 

M=2.452, followed by physician-related barriers M=2.372. Nonetheless, 

patient-related barriers were less perceived by nurses as obstacles 

(M=2.312, SD=0.488). However, the total barriers mean score was 2.399 

out of 3.00. (Table 5.11).  
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Table 5.11: Means and standard deviations of nurses’ perceived 

barriers to pain management. 

No: Barriers N Minimum Maximum Mean SD 

1  Patient 

related 

123 1.22 3.00 2.3126 0.48835 

2  Nurse 

related 

123 1.00 3.00 2.4599 0.53781 

3  Physician 

related 

123 1.00 3.00 2.3728 0.59061 

4  System 

related 

123 1.00 3.00 2.4523 0.48866 

5  Total 

barriers 

123 1.055 3 2.3994 0.526358 

5.4.1 Nurses-related barriers: 

Seven (7) questions in relation to nurse-perceived barriers to best pain 

management in ICU patients and related to the nursing staff were displayed 

in Table 5.12. In the nurses-related barriers, inadequate staff knowledge of 

pain management evenly with nurses’ indifference (73.2%) were the most 

commonly reported obstacles, while, definitely, the respondents less 

frequently bespoke their own inadequate assessment of pain (n=84) 

(68.3%). (Table 5.12).  
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Table 5.12: Nurses-related barriers.  

No: Statement Agree N 

(%) 

Disagree 

N (%) 

Do not 

know N 

(%) 

1.   

 

 

Nurses-

Related 

Barriers 

 

Inadequate time for health 

teaching with patients (eg, as 

needed drug order, alternatives, 

addiction, etc.) 

89 (72.4) 28 (22.8) 6 (4.9) 

2.  Inadequate time to deliver non-

pharmacologic pain relief 

measures 

85 (69.1) 31 (25.2) 7 (5.7) 

3.  Inadequate staff knowledge of 

pain management 

90 (73.2) 30 (24.4) 3 (2.4) 

4.  Nursing staff reluctance to 

administer opiates 

 

89 (72.4) 32 (26.0) 2 (1.6) 

5.  Fear of pain medications 

because of side effects 

85 (69.1) 34 (27.6) 4 (3.3) 

6.  Inadequate assessment of pain 84 (68.3) 34 (27.6) 5 (4.1) 

7.  Nurses’ indifference  90 (73.2) 27 (22.0) 6 (4.9) 

5.4.2 Healthcare system-related barriers  

Eleven (11) items pertaining to the healthcare system were represented in 

Table 5.13. Respondents reported the most rating obstacle which was not 

having a documented pain treatment plan for each patient, lack of 

guidelines for pain management, as well as difficulty contacting or 

communicating with physicians to discuss treatment of pain in patients as 

barriers to pain management (n=90) (73.2%). (n=89) (72.4%). (n=89) 

(72.4%) respectively. The least frequently reported problem was lack of 

medicine in markets (n=81) (65.9%). 
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Table 5.13: Healthcare system-related barriers. 

No: Statement Agree N 

(%) 

Disagree 

N (%) 

Do not 

know N 

(%) 

1.   

 

 

 

 

 

 

System-

Related 

Barriers 
 

Lack of psychosocial support 

services 

85 (69.1) 31 (25.2) 7 (5.7) 

2.  Patient-to-nurse ratio 86 (69.9) 32 (26.0) 5 (4.1) 

3.  Lack of social workers who 

are experienced in hospital 

settings 

85 (69.1) 31 (25.2) 7 (5.7) 

4.  Lack of guidelines for pain 

management 

89 (72.4) 25 (20.3) 9 (7.3) 

5.  Lack of access to professionals 

who practice specialized pain 

treatment methods 

87 (70.7) 30 (24.4) 6 (4.9) 

6.  Difficulty contacting or 

communicating with 

physicians to discuss treatment 

of pain in patients. 

89 (72.4) 28 (22.8) 6 (4.9) 

7.  Not having a documented pain 

treatment plan for each patient 

90 (73.2) 27 (22.0) 6 (4.9) 

8.  Lack of alternatives non-

pharmacologic therapy for 

pain Management (cold, hot, 

acupuncture) Narcotic 

prescription regulation 

84 (68.3) 32 (26.0) 7 (5.7) 

9.  Inconsistent practices around 

giving as needed medications 

for patient 

86 (69.9) 30 (24.4) 7 (5.7) 

10.  Lack of medicine in markets 81 (65.9) 38 (30.9) 4 (3.3) 

11.  Lack of equipment or skill in 

using equipment 

85 (69.1) 31 (25.2) 7 (5.7) 

5.4.3 Physician-related barriers: 

Seven (7) items about physician-related barriers were included in the 

survey. The results are described in Table 5.14. The most commonly rated 

physician-related barriers by nurses were the physicians‘ indifference and 

physicians‘ lack of trust in the nursing assessment of pain (n=85) (69.1%) 

(n=83) (67.5%) respectively. The subjects undeniably less repeatedly 

denoted to such problems as their reluctance to prescribe opiates because of 

the side effects as a barrier to pain management (n=76) (61.8%).  
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Table 5.14: Physician-related barriers.  

No: Statement Agree 

N (%) 

Disagree 

N (%) 

Do not 

know N 

(%) 

1.   

 

 

Physician-

related 

barriers 

Inadequate assessment of pain 

and pain relief 

81 

(65.9) 

34 (27.6) 8 (6.5) 

2.  Doctor‘s indifference 85 

(69.1) 

28 (22.8) 10 (8.1) 

3.  Physicians‘ reluctance to 

prescribe opiates because of 

the side effects 

76 

(61.8) 

40 (32.5)  7 (5.7) 

4.  Inadequate knowledge of pain 

management 

79 

(64.2) 

36 (29.3) 8 (6.5) 

5.  Physicians‘ fear of addiction 

of medicine 

78 

(63.4) 

37 (30.1) 8 (6.5) 

6.  Physicians‘ reluctance to 

prescribe adequate pain relief 

for fear of overmedicating  

81 

(65.9) 

34 (27.6) 8 (6.5) 

7.  Physicians‘ lack of trust in the 

nursing assessment of pain 

83 

(67.5) 

33 (26.8) 7 (5.7) 

5.4.4 Patient-related barriers  

The nine (9) questions with reference to patient-related barriers to optimal 

pain management observed by nurses were organized in Table 5.15. It was 

demonstrated that ICU patients‘ reluctance to take opioids was the most 

commonly perceived patient-related problem (35.8%). The respondents 

reported the least frequently obstacle patients‘ difficulty with completing 

pain scales (e.g, 0-10) (n=26) (21.1%). The patient-related barriers can be 

seen in Table 5.15.  
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Table 5.15: Patients-related barriers. 

No: Statement Agree 

N (%) 

Disagree 

N (%) 

Do not 

know N 

(%) 

1.   

 

 

 

 

Patients-

Related 

barriers  

Patients‘ difficulty with completing 

pain scales (eg, 0-10)  

26 

(21.1) 

5 (4.1) 92 (74.8) 

2.  Consumers not demanding results  40 

(32.5) 

11 (8.9)  72 (58.5) 

3.  Patients‘ reluctance to take pain 

medication for fear of addiction  

42 

(34.1) 

10 (8.1) 71 (57.7) 

4.  Caregiver‘s indifference  38 

(30.9) 

8 (6.5) 77 (62.6) 

5.  Patients‘ reluctance to take pain 

medications because of side effects 

(e.g. constipation, how it makes them 

feel, etc.) 

33 

(26.8) 

8 (6.5) 82 (66.7) 

6.  Patients reporting their pain to the 

doctor, but not to the nurse 

43 

(35.0) 

7 (5.7) 73 (59.3) 

7.  Patient‘s reluctance to take opioids 44 

(35.8) 

7 (5.7) 72 (58.5) 

8.  Patient‘s reluctance to report pain 38 

(30.9) 

6 (4.9) 79 (64.2) 

9.  Patients not wanting to bother the 

nurses  

43 

(35.0) 

5 (4.1) 75 (61.0) 

5.5 Results of Hypotheses of the Study 

Hypothesis (H01): There are no correlations at (α≤0.05) between 

knowledge and attitudes of pain management among nurses in ICUs. 

In order to investigate (H01) the association of knowledge with attitude of 

nurses, Pearson correlation was calculated (470
**

)
 
which was found to be 

significant with a (p=0.000) at the 0.01 level (2-tailed). Thus, this 

hypothesis was rejected since the p-value is less than (0.05). Knowledge of 

pain management was highly associated with nurses‘ attitudes towards pain 

management. This result proved a positive correlation between knowledge 

and attitudes in the direction of pain management, that is, as the knowledge 

score rises, the attitude towards pain management enhances. In this current 
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study, the lower the score of the knowledge designates, the occurrence of a 

more negative attitude toward pain management. (Table 5.16).  

Table 5.16: Association between knowledge and attitudes of nurses 

(H01). 

Correlations 

 Knowledge 

Percentage 

Attitudes 

Percentage 

Knowledge 

Percentage 

Pearson 

Correlation 

1 .470
**

 

Sig. (2-tailed)  .000 

N 123 123 

Attitudes Percentage 

Pearson 

Correlation 

.470
**

 1 

Sig. (2-tailed) .000  

N 123 123 

**. Correlation is significant at the 0.01 level (2-tailed). 

Hypothesis (H02): There are no statistically significant differences at 

(α≤0.05) in the nurses‘ knowledge and attitudes in ICUs according to 

gender, age, and marital status, as well as other factors such as qualification 

and years of practice. 

Using a sample T-test to examine variances in total knowledge and 

attitudes mean scores of nurses regarding gender, academic education, and 

pain education in the last 2 years. Though the mean scores of male nurses 

were higher than the mean scores of female ones, these differences were 

not statistically significant (p>0.05). Likewise, no significant differences 

were found in total mean scores between higher than bachelor degree 

holders and bachelor degree ones. Nonetheless, t-test showed significant 

differences in the total knowledge and attitudes mean scores with regard to 

previous pain education in the last 2 years. Nevertheless, those (M=0.5048) 
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who had previous education the last 2 years (n=37) (30.0%) proved higher 

knowledge and attitudes mean scores than who did not (M=0.4166). (Table 

5.17).  

Table 5.17: T-test outcomes investigating the difference in mean whole 

nurse knowledge and attitudes’ score based on gender, level of 

academic education, and previous pain management education (H02). 

Variable
£
 Mean (SD) T statistic 

(df) 

95% CI of 

Difference 

P-

value* 

Gender  

Male (n=72) 0.4854 (0.1368)  

0.696 (121) 

 

(-0.0318- 0.0663) 

 

0.488 Female (n=51) 0.4682 (0.1333) 

Level of academic education 

Bachelor degree (n=103) 0.4745 

(0.14043) 

 

-0.696 

(121) 

 

(-0.08851-

0.04248) 

 

0.488 

Higher than bachelor's 

degree (n=20) 

0.4976 

(0.10420) 

No (65) 0.4706 

(0.12987) 

Did you have previous pain education in the last 2 years? 

Yes (37) 0.5048 

(0.14064)   

-3.468 

(121) 

(-0. 13857-0. 

03785) 

0.001* 

No (86) 0.4166 

(0.09779) 

£
: At the time of recruitment. *: Statistically significant at 0.05. 

Knowledge and attitudes of pain management was not associated with the 

age of the respondents (p=0.069; p>0.05), similarly, there was no 

association between knowledge and attitudes‘ score of pain management 

and one‘s marital status in the nursing profession (p=0.344; p>0.05). 

Nonetheless, total knowledge and attitudes‘ score of pain management was 

associated with one‘s years of practice in intensive care units as well as 

place of work (hospital) (p=0.000; p≤0.05). (Table 5.18). 
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Table 5.18: F-test outcomes investigating the difference in mean 

overall nurse knowledge and attitudes’ score based on age, marital 

status, years of practice and place of work (hospital). (n=123). (H02). 

Variable 
£
 (n) Mean (SD) F statistic (df) P-value 

Age  

23 - < 28 years (46) 0.4846 (0.14810)  

 

2.426 (119) 

 

 

0.069 
28 - < 33 Years (50) 0.5020 (0.14214) 

33 - < 38 Years (19) 0.4069 (0.07498) 

≥ 38 Years (8) 0.4634 (0.05375) 

Marital status 

Single (44) 0.4590 (0.12780)  

1.076 (120) 

 

0.344 Married (76) 0.4917 (0.13980) 

Divorced (3) 0.4228 (0.09857) 

Years of practice in Intensive Care Units 

6 months – < 1 year (26) 0.4184 (0.08853)  

 

6.511 (119) 

 

 

0.000* 
1- < 5 Years (52) 0.5361 (0.15147) 

5- < 10 Years (31) 0.4469 (0.12427) 

≥ 10 Years (14) 0.4443 (0.08014) 

Place of work  (hospital) 

Martyr Dr. Khalil 

Suleiman/Jenin (16) 

0.4253 (0.09632) . 

 

 

 

 

5.560 (111) 

 

 

 

 

 

0.000* 

 

Turkish/Tubas (6) 0.4268 (0.4268) 

Martyr Thabit Thabit/Tolkarm 

(5) 

0.4878 (0.09907) 

Martyr Darwish Nazzal/Qalqilya 

(3) 

0.5447 (0.14082) 

Alwatani/Nablus (16) 0.4512 (0.08496) 

Rafidia Surgical/Nablus (15) 0.4276 (0.12534) 

Martyr Yaser Arafat/Salfit (6) 0.6382 (0.6382) 

Jericho (7) 0.4983 (0.12584) 

Palestine Medical 

Complex/Ramallah (16) 

0.4055 (0.06834) 

Alhusain/Biet Jala (11) 0.4324 (0.09067) 

Princess Alia/Hebron (18)   0.5718 (0.15064) 

Abu ALhasan Alqasem/Hebron 

(4) 

0.15064 

(0.08766) 

£
: At the time of recruitment. *: Statistically significant at 0.05. 

Moreover, to know the differences between years of experience categories, 

a Scheffe post hoc tests was done as well. 

There are differences between (6 months – < 1 year) and (1- < 5 years) in 

favor of nurses who have their experience between (1- < 5 years) with a 

mean 0.5361, as well as there are differences between (1- < 5 years) and  
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(5- < 10 years) in favor of nurses who have their experience between       

(1- < 5 years) with a mean 0.5361. (Table 5.19). Those who have (1- < 5 

years) experience are higher than those who have (6 months – < 1 year) and 

(5- < 10 years). 

Table 5.19: Scheffe post hoc test to categorize years of experience 

favors in relation to knowledge and attitudes’. 

Variable Mean  Difference  6 

months  

< 1 

year 

1- < 5 

Years 

5- < 10 

Years 

≥ 10 

Years 

 

Knowledge 

and 

attitudes’  

.4184 6 months  < 1 year --- -.11773
*
 -.02851 -.02586 

.5361 1- < 5 Years --- --- .08922
*
 .09187 

.4469 5- < 10 Years --- --- --- .00264 

 

.4443 
 

≥ 10 Years 

 

--- 

 

--- 

 

--- 

 

--- 

Hypothesis (H03): There are no correlations at (α≤0.05) between knowledge and attitudes of 

pain management among nurses, and barriers in ICUs. 

The outcomes of this study disclosed a noteworthy negative correlation 

concerning the average score of knowledge and attitudes regarding pain 

management and the discerned barriers. Therefore, this hypothesis was 

rejected since the p-value was less than (0.05). (Table 5.20). 

Table 5.20: Correlation between knowledge and attitude score, and 

perceived barriers as regards to pain management (H03). 

Correlations 

 Knowledge and Attitudes Survey 

Regarding Pain 

Barriers 

Knowledge 

and Attitudes 

Survey 

Regarding 

Pain 

Pearson 

Correlation 

1 -.460
**

 

Sig. (2-tailed)  .000 

N 
123 123 

Barriers 

Pearson 

Correlation 

-.460
**

 1 

Sig. (2-tailed) .000  

**. Correlation is significant at the 0.01 level (2-tailed). 
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Hypothesis (H04): There are no statistically significant differences at 

(α≤0.05) between barriers to effective pain management in ICUs and 

demographic factors. 

Barriers were correlated with nurses‘ socio-demographic features; gender, 

age, marital status, previous pain education in the last 2 years, years of 

practice in intensive care units, and educational level. No significant 

differences were identified among those characteristics and barriers, as 

shown in the results of the one way ANOVA, and t-tests where the p-value 

was >0.05.  (Table 5.21). As a result, this hypothesis was accepted since 

the p-value is more than (0.05). 
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Table 5.21: Selected nurses’ demographic and other specialized 

features in relation to perceived barriers to pain management (n=123) 

(H04). 

∞: 
Some percentages may be less or more than 100% due to rounding. *: Statistically significant 

at 0.05 

  

 

 

 

 

 

 

Variable Sub-Variable N (%)
 ∞

 Mean (SD) F or t p-value* 

 

 

Gender 

  

t = 1.514 

 

0.133 Male  72 (58.5) 2.4432 (0.34837) 

Female  51 (41.5) 2.3403 (0.40217) 

 

 

Age 

    

 

F = 3.503 

 

 

0.118 
23 - < 28 years 46 (37.4) 2.3593 (0.41742) 

28 - < 33 Years 50 (40.6) 2.5106 (0.29898) 

33 - < 38 Years 19 (15.5) 2.2090 (0.37753) 

≥ 38 Years 8 (6.5) 2.4044 (0.34898) 

 

 

Marital 

status 

  

F = 3.051 

 

 

 

0.051 

 
Single 44 (35.7) 2.3389 (0.40200) 

Married 76 (61.8) 2.4516 (0.34316) 

Divorced 3 (2.5) 2.0098 (0.45596) 

 

Years of 

practice in 

Intensive 

Care 

Units 

  

 

F = 4.184 

 

 

0.067 
6 months – < 1 year 26 (21.1) 2.2262 (0.37488) 

1- < 5 Years 52 (42.3) 2.5198 (0.33654) 

5- < 10 Years 31 (25.2) 2.3814 (0.37253) 

≥ 10 Years 14 (11.3) 2.3235 (0.37351) 

Level of 

academic 

education 

  

t = 0.829 

 

0.364 Bachelor degree 103 

(83.7) 

2.4140 (0.3663) 

Higher than bachelor's 

degree 

20 (16.3) 2.3309 (0.4113) 

Previous 

pain 

education 

in the last 

2 years 

  

t = -3.297 

 

0.061 yes 37 (30) 2.4706 (0.3453) 

No  86 (70) 2.2377 (0.3900) 
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Chapter Six 

Discussion 

6.1 Overview  

This chapter initiates outcome variables and patient data, more 

conspicuously, to interpolate the recommendations that are extracted from 

the generated conclusions. This, consecutively, will sanguinely head the 

course for the planners and decision makers to devote the recommendations 

for all nurses and general practitioners in the West Bank, bear fruiting 

improved health results and be more well-organized and valuable to their 

patients and organizations.   

6.2 Nurses’ Knowledge and Attitudes toward Pain and Effective Pain 

Management 

Pain is a main tremendous burden or tension facing hospitalized patients 

(Ramira et al., 2016). Jointly with the progression of pharmacological 

management of pain, there is a rising awareness on the etiology of pain. 

And despite this awareness and pharmacological advancement, patients still 

face unbearable pain which impedes the emotional, physical, and spiritual 

magnitude of the health [Eaton et al., 2015; Pereira et al., 2016]. 

Controlling pain is essential in patients’ management because continuing 

pain may lead to substantial adverse effects on health and quality of life 

(Bartoszczyk and Gilbertson, 2015). Nurses spend a significant portion of 

their time with patients. Thus, they have a vital role in the decision-making 

process in relation to pain management. They have to be well primed and 
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knowledgeable on pain management skills and should not embrace 

incorrect dogmas about pain management, which may escort to 

incongruous and insufficient pain management praxes [Kwon, 2014; 

Alqahtani and Jones, 2015]. Frequently, they function as go-between 

patient and doctor, and fulfill as the chief spectator of pain and uneasiness 

of the status of patient. Hence, to verify the nurses’ knowledge of pain 

management is extremely imperative. 

This is the first study which was carried out in Palestine investigating the 

knowledge, attitudes, as well as barriers of ICU nurses headed for pain 

management. The study disclosed that the Palestinian nurses were deficient 

to the needed knowledge and experience fallacies pain alleviation 

interventions. A questionnaire was allocated with a respectable response 

rate (75%), and that can be due to some reasons counting the fairly short 

duration required to finish the questionnaire and the cooperation of 

workmates to complete the survey.  

The minimum using test value (80%) score posted by Ferrell and 

McCaffery of the KASRP was not fulfilled. The average KAS score in our 

present study was (0.478±13.5) which was considered weak related to other 

studies. The result of this current study verified that the piloted out nurses 

had poor knowledge of pain management, and was attendant with poor 

attitude toward pain management, verifying findings from preceding 

studies and reiterating the worldwide apprehension about this topic among 

nurses who care for patients suffering pain. Individually, the total mean 
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score for the knowledge survey was (51.6%), while the total mean score for 

the attitudes survey was (43.0%). A correlation was conducted between 

knowledge and attitudes and was found to be significant (p=0.000), which 

means when the knowledge score is high, the nurses’ attitudes increase and 

they behave in good manner. Moreover, another correlation was made 

between knowledge and attitudes of pain management and barriers, and 

was found to be negatively significant. In this current study, the results 

specified that the nurses alleged negative attitudes concerning pain in the 

ICUs. This indicates that as the knowledge decreases, the more barriers the 

nurses have. However, the high scores effects subscales designate that the 

participants needed adequate knowledge to empower them to manage pain 

satisfactorily. 

The widespread nature of the problem is imitated explicitly in the current 

study by the mean score accomplished by Palestinian nurses, which is near 

to that conveyed for nurses (45.6%) in Palestine by Ghrayeb and Nimer, 

(2017). Other studies were consistent with the findings of ours. They 

reported generally poor nurses‘ knowledge of pain management, where the 

mean scores ranged differently and closely. The findings of the overall 

score of those obtained by Lui et al. and Tsai et al. were 47.72%, and 

49.2% respectively [Lui et al., 2008; Tsai et al., 2007]. Additionally, the 

results of this study were lower related to results of Al Qadire and Al 

Khalaileh, (2014) and Burns et al., (2010), e.g., Al Qadire and Al Khalaileh 

(2014) also reported a low knowledge score in Jordanian hospitals 

(Mean=19.3), Samarkandi, (2018), reported a mean of = 18.5 in Saudi 
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Arabia, Al-Khawaldeh et al., M=34.1%. A Turkish study showed a correct 

rate of 35.4%, which was lesser than our current study score (Yildirim et 

al., 2008). These low mean scores indicate that when nurses record a score 

less than 80% threshold, the aptitude to take care of patients facing pain 

might be noticeably conceded [Vickers et al., 2014; McCaffery and 

Robinson, 2002] which is liable to cause hostile or negative patient 

practices of pain management, instigating care low gratification [Shoqirat, 

2014; Glowacki, 2015; Karabulut et al., 2015].   

Quite the reverse, current research informed a poorer percentage of correct 

answers in contrast to Eaton et al. (2015) who registered a greater 

percentage of correct answer (73.8%). Consequently, an ostensible reported 

shortfall in nursing knowledge of pain management is being incessantly 

noted among nurses from diverse countries around the world, which is 

disquieting.  

In general, it was realized that nurses were feeble in the pharmacological 

involvements relating to dosing, proper selection, physical dependence, and 

transformation between diverse sorts of opioids. Our study affirmed former 

hypotheses that nurses have poor knowledge of pain management in the 

other literature. The majority of the NKASRP items is pharmacology-setup 

questions that are vital in pain management. Regrettably, the results of the 

questionnaire designated that the nurses‘ knowledge of pain management 

was badly off, particularly in the pharmacology topic.  
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6.2.1 Knowledge of pain and effective pain management 

Nurses scored correctly between (50-79%) in 11 items, 9 items had 

accurate response rates vacillated from (30-50%), whereas 2 items had a 

response rate less than 30%. 

However, the results divulged that the highest percentages of correct 

answers and fields wherein the nurses were highly knowledgeable and 

conversant were for items 22, 20, 21, 25, 24 and 26, which are about 

sedation assessment, opioid addiction, various analgesics doses, and drug 

of choice (73.2%, 71.5%, 70.7%, 69.1%, 61.8% and 61.0%, respectively). 

Nevertheless, the study exposed that nurses had humble knowledge about 

pain management. Many items denoted to low percentages of correct 

answers; 11 items did not reach a 50% correct answer rate. Most of these 

areas where the nurses were less erudite that had incorrect answers were 

linked to knowledge of pain medication uses and side effects, 

misapprehension of physical dependence and its manifestations. For 

instance, only (n=33) (26.8%), evenly with the oral suggested method of 

administration of opioid analgesics for patients with tenacious cancer-

related pain, correctly identified that the probability of the patient emerging 

apparent significant respiratory depression lacking new comorbidity is <1% 

regarding a patient with continuing cancer pain has been having per diem 

opioid analgesics for a couple of months, while only (n=39) (31.7%) out of 

123 participants correctly identified that aspirin and other nonsteroidal anti-
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inflammatory agents are effectual analgesics for agonizing bone 

metastases. 

Furthermore, sixty-nine (56.1%) of the respondents did not succeed to give 

correct pain assessment used for vital signs that are not always trustworthy 

indicators of the strength of a patient‘s pain, because the vital signs were 

normal and that patients display relaxed facial expressions. 

Misunderstandings contain the idea that patients incline to pursue interest 

rather inform actual soreness, that the dispensation of opioids causes rapid 

intemperance, and that vital signs are the single technique to imitate the 

pain existence. Hence, it is considered a serious mistake to depend on the 

vital signs of the patients to judge the severity of pain level, such a decisive 

error does not seem to be far away from befalling as 43.9% of the ICU staff 

nurses thought that steady vitals are an encouraging and positive indicator 

of absence of pain. 

Some cancer patients are having a daily fixed dose of morphine to relief 

pain, however, every now and then, they could be worse with severe pain, 

and would not be released from pain with the same consistent dose, the 

nurses did not discern that augmenting Morphine dose from 200 mg to 250 

mg will increase the option of respiratory depression by <1% merely. The 

absence of knowledge could avert some cancer patients from sacking their 

pain because of impractical fear of instigating respiratory depression. 
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This current study has discovered that 73% of ICU nurses considered that 

the possibility of the patient evolving clinically significant respiratory 

depression failing new comorbidity is >1%, which is an earnest conclusion 

for the clinical and pharmacological standpoints because respiratory 

depression infrequently arises in patients who have been receiving steady 

doses of opioids for a couple of months. Patients may need sizably greater 

doses for adequate respite of pain, while, generally, the least effectual dose 

should be conducted. 

Again, (n=90) (73%) did not answer correctly that the recommended 

method of administration is oral for opioid analgesics to patients with 

insistent cancer-related pain. The researcher attributes this finding to 

violation of the general duties of caution and vigilance that the nurse must 

adhere to within the scope of his profession, as he is committed to these 

general duties before he sticks to the scientific or technical medical rules. 

Another reason could be the lack of interest and indifference to matters, 

lack of appropriate interaction with the existing situation, ease of matters, 

and non-compliance with the rules, regulations and provisions of the 

profession. Another cause could be an inadequate of education or training. 

Patients should be educated about probable onset of pain at any time of the 

disease, both during/after diagnostic interventions and as a result of 

treatments of cancer. They (patients) should be enabled and refreshed to 

communicate with the physician and/or the nurse about their efficiency of 

therapy, side effects, and pain. Patient instruction has to comprise 
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information on the fitting use of opioids; this should be set in accordance 

with other analgesic and non-pharmacological methods (Reid et al., 2008). 

Bennett and colleagues (2009) and Sheinfeld and colleagues (2012) argued 

that patient engrossment in pain management betters pain relief and 

communication, through improving both patient understanding and 

physician evaluation and counselling. Moreover, it is imperative to 

recommend a therapy that can be achieved plainly by patients and families 

themselves. The oral route, if well tolerated, should be considered as the 

preferred route of administration [WHO, 1996; Hanks et al., 1996].  

Nonetheless, patients have to be cognizant about pain and pain 

management, as well as to be heartened to play an energetic part in their 

pain management. Hence, the oral route of administration of analgesic 

drugs should be recommended and promoted as the penchant. However, the 

oral path is favored aside from when oral entrants is unfeasible as a result 

of rigorous vomiting, bowel obstruction, severe dysphagia or confusion, 

and in the case of poor pain domination which entails quick dose escalation 

and/or with oral opioid-associated adverse effects. 

Interestingly, only (n=39) (31.7%) out of 123 participants concurred 

correctly, that aspirin and other nonsteroidal anti-inflammatory agents are 

operational analgesics for anguished bone metastases. This finding is 

shocking and needs to the urgent necessity to hold education and training 

courses. The nurse may perform the medical procedures without proper 

training, or the rush to judge things.  
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About 53.7% concurred correctly to the item of elderly patients can tolerate 

opioids for pain relief. This finding could be due to that staff thinks that 

cognitive impairment diminishes the perception of pain in the elderly. 

There was a strong shortage of agreement among the nurses about levels of 

pain practiced and the volume of needs for pain relief by the elderly related 

to young adults, so, nurses had deficiency in knowledge and understanding 

regarding the usage, assets, and effects of opioid medications for pain 

relief. Another attributable reason for this finding is that nurses tend to 

believe that geriatric patient’s pain level is truly lower than the patient tells, 

except when the patient informs low pain (Herr and Garand, 2001). 

At present, the majority of patients being admitted to hospitals are aged 65 

years and above. The elderly are hospitalized more frequently and for 

elongated periods of time than younger people, and pain is one of the most 

common symptoms experienced by these patients. (Closs, 1994).  

Henceforward, nurses especially those working in aged care facilities, need 

a comprehensive knowledge of pain management of the elderly to enable 

sympathetic and effective nursing care. 

Pain in the elderly is definitely different from pain experienced by younger 

individuals (Davis and Srivastava, 2003). Younger patients feel more pain 

before and after the procedure than older ones. Moreover, older people are 

capable to describe their pain properly barring those who are disabled or 

very sick (Stott et al., 2006). 
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Moreover, geriatric patients are repeatedly receive inadequate pain 

management. There is a misapprehension among some nurses that 

perceptive deficiency makes notches in the perception of pain that if the 

nurse give pain management to elderly patients they will undergo delirium 

or muddle. Even though the elderly may be more sensitive to the effects of 

opioids, there is no need to ban analgesia or to under-treat pain. As an 

alternative, one should evaluate the individual, and institute low doses of 

analgesia. Phobia of instigating delirium or slipup is a barrier to pain 

management for the elderly. This is inconsistent with the findings of Allen 

et al. (2003), that fewer than 25% of elderly patients obtained their mean 

level of prearranged opioid analgesia. 

―Benzodiazepines are not effective pain relievers unless the pain is due to 

muscle spasm‖ was answered correctly by less than half of the respondents. 

Benzodiazepines are usually used for sedation especially in ICUs, so this 

result may be a warning of nurse observations regarding benzodiazepines. 

This item was displayed only in Duke et al.‘s study (2013), as the item 

which was ranked one of the minimal correct answers (Duke et al. 2013). 

In that study, their sample entailed student nurses. Consequently, student 

nurses probably did not have the chance to detect the impacts of 

benzodiazepines in inpatient settings. Aggregate results propose that long-

term use of nonsteroidal anti-inflammatory drugs, chiefly aspirin, may 

lessen cancer occurrence [Lee et al., 2014; Walker et al., 2012; Rothwell et 

al., 2011; Thun et al., 2002]. 
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Fifty-two (42.3%) agreed that opioids should be used in patients with a 

history of substance abuse. It is common to take substance abuse patients in 

the ICU; this study has found that 58% of ICU nurses supposed that these 

patients should not take opioid treatment even if they have pain, which is a 

critical finding from both clinical and ethical viewpoints. ICU patients 

should receive appropriate treatment to relief pain irrespective of their 

history of substance abuse, this inaccurate insight among ICU nurses could 

avert some patients from their right of being pain-free. 

Furthermore, it is imperative for ICU nurses to distinguish the equivalent 

doses between IV and oral Morphine, as shifting the administration route 

from IV to oral is a step of Morphine dissuading process, also oral 

Morphine is well thought-out to be less harmful when compared to IV 

doses. Most of ICU nurses did not know the recommended administration 

route between the two itineraries (IV and oral). Hence, the results exhibited 

shortage of knowledge for ICU nurses associated with effectiveness, 

consistency, and mechanism of action to the commonly used medications 

for pain relief and management. A chief piece of knowledge to be agreed 

upon by nurses when transacting with painkillers is to understand the time 

needed for the medication to reach its peak. For instance, 69 (56.1%) gave 

incorrect ideal time to peak effect for morphine given orally that needs 1 to 

2 hours to reach the peak effect after administration. This is imperative 

because if a nurse considers that oral Morphine reaches the peak effect 

after 5 min or 40 min theoretically, this can steer to medication abuse by 

supplying further doses. Accordingly, 63 (51.2%) of the nurses gave 
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incorrect ideal time to peak effect for morphine given IV (15 min), which is 

frequently used for ICU patients. 

6.2.2 Attitudes towards pain and effective pain management: 

This study assays the nurses’ judgments about evaluation and treatment of 

pain in patients’ conditions. Nurses may be more affected by the patient’s 

comportment than the patient’s self-report of pain, particularly with respect 

to decisions about opioid titration. Nurses may decrease a secure but 

ineffectual dose of opioid for a patient smiling than a patient who is 

grimacing. Study results unveil a propensity for nurses’ personal 

sentiments about the patients’ pain, rather than their noted evaluations, to 

impact choice of opioid dose and to subsidize to undertreatment of pain. 

The mean scores for the total positive attitudes‘ scores and percentages 

(n=53) (43.1%) with a standard deviation of 0.142, while the majority of 

the respondents (n=70) (57.0%) had negative attitudes, signifying that it is 

poor and below what was found in other literature (Issa et al., 2017; attitude 

score = 35.0) (Liyew et al., 2020, attitude score = 51.68) (Adams et al., 

2020; attitude score = 10.4).  

Regarding nurses‘ attitudes about patient pain management in our study, 

the highest correct score (n=86) (69.9%) was for the item ―after an initial 

dose of opioid analgesic is given, subsequent doses should be adjusted in 

accordance with the individual patient‘s response‖, followed by the item 
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―patients‘ spiritual beliefs may lead them to think pain and suffering are 

necessary‖ (n=75) (61.0%). 

Surprisingly, one of the attitudes’ questions was answered correctly barely 

by (n=29) (23.6%) nurses from all participants, this question tested the 

nurses‘ attitudes about the manifestation of physical dependence (lowest 

score). 

It was found that more than half of the sample (n=64) (52.0%) concurred 

falsely that giving the patients sterile water by injection (placebo) is a 

useful test to determine if the pain is real, which is unprincipled practice to 

the patients who are suffering from pain. 

65.3% answered falsely that children less than 11 years old cannot reliably 

report pain so clinicians should rely solely on the parent‘s assessment of 

the child‘s pain intensity. Lack of knowledge affects pain management in 

infants and children. There is a misconception among some health care 

professionals that infants do not feel pain and consequently cannot report 

assessment. Indeed, the nervous system in children and infants is more 

sensitive than in adults [Howard, 2003; Heather, 2005; Batiha and 

Bashtawy, 2013]. This is clinically momentous, as lower thresholds of 

mechanical and thermal stimuli could bring about a greater perception of 

painful stimulus in children than would ensue in adults (Howard, 2003). 

There persists a deficiency of confidence in counselling and managing pain 

medication to pediatric patients (Norton et al., 2002). 
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Intriguingly, only 37 nurses (30.1%) assented that when patients entreat 

increasing amounts of analgesics to control pain, this designates that the 

patient is psychologically dependent. An extra endorsement was found on 

the item asserting that enlarging analgesic necessities is an insignia 

displaying that the patient is becoming addicted to the narcotic. Other 

participants believed that it is better for patients to bear the pain than to 

treat it with morphine. 

Both case studies were handled and employed to investigate indirect 

knowledge for making decisions considering assessment data and 

interventions. The case detailed descriptives present two patients, both on 

their first hospitalized day following abdominal surgery and both 25 years 

old. Patient (A)-Ahmad and Patient (B)-Mohammad both have vital signs 

that are within standard considerations and they both verbally inform their 

pain intensity as 8 out of 10 when were evaluated by the nurse. Both 

interrogations verified for the nurses‘ attitudes when the objective 

evaluation of pain controverts the subjective pain evaluation. Furthermore, 

both patients are equivalent and the only prominent variance between them 

is their expressed behavior. Ahmad (A), appeared, grinning cheerfully and 

jokes with his visitors when the nurse arrives his room to evaluate his pain, 

whereas, (B) Mohammad, is resting unobtrusively and with a twisted 

expression on his face, typically expressing disgust, pain, or wry 

amusement as turns in his bed when the nurse goes into his room. In the 

first case study, (n=38) (30.9%) of the participants recorded the patient‘s 

stated rating correctly as 8 on a scale from 0 to 10. In the second case, 
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(n=32) (26.0%) of nurses evaluated the patient‘s stated rating correctly as 8 

on the scale. The poor attitudes were marked evidently by the propensity to 

disregard the patient‘s complain on the side of the clinical assessment. 

Only 44 (35.8%) and 36 (29.3%) indicated that they would ‗administer 

morphine 3 mg IV now‘ on the basis of evaluation data in the first and 

second case respectively (Table 5.12). Anxiety to cause respiratory 

depression is a chief source of under treatment of pain (McCaffery and 

Robinson, 2002). Precisely, pain is subjective, so the correct attitude for the 

ICU nurses is not to ignore the patient‘s complaining even if the patient is 

grimacing, smiling, or joking. This finding specified apathy between 

evaluation and involvement. In most cases, the patient took less than the 

recommended analgesic dose. However, when used appropriately, opioids 

are safe, and in most instances, greatly efficient. A misconception 

regarding their use, lamentably, helms to substantial stigmatization and 

subsequent under-treatment (Hanks-Bell et al., 2004). Post a quarter of a 

century of WHO promulgation of its guidelines on cancer pain, about one 

of two cancer pain patients stays undertreated. Under-treatment is 

frequently recognized by an insufficient use of opioids for causes 

abstracted as hurdles in the delivery of health services, among health care 

providers to the patients (Colleau, 2009). 

Only (n=48) (39.0%) of the nurses testified that opioids should be given 

around the clock on fixed schedules as prescribed. The other 61% of nurses 

whoever did not know how opioids often should be given, or they itemized 

wrong answers which comprised the administration of opioids when patient 
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is in pain. A study done in Central Africa supported this issue in which 

66% of the nurses confessed they had some fears about giving morphine to 

patients. They would not give the opioids as prescribed, because of being 

afraid of promoting patients‘ addiction to opioids, respiratory distress and 

camouflaging the patient‘s symptoms [Omran et al., 2014; Alexandrina de 

Jesus and Jacinta, 2013; Bernhofer, 2011; Jho et al., 2014; Kassa and 

Kassa, 2014]. Moreover, in the study of Cocker et al. (2010), discovered 

that the Perceived Stage of Adoption Tool exposed that 79% of the nurses 

supposed that around-the-clock rather than prn administration of pain relief 

is the favorite method, notwithstanding the fact that only 15% of the nurses 

specified that they continually afford analgesia around the clock. This is 

congruent with the findings by Titler et al. (2003) in their study about 

patients with acute pain. 

A frightening finding is that (n=74) (60.0%) of the nurses testified 

accepting to keep the patient in pain if the source of pain is not obvious. It 

is an immoral practice; it is vital for the ICU nurses to know it is not 

beneficial retaining patient suffer, taking this by an argument in respect of 

checking the source of patient‘s pain as this could disguise the ability to 

correctly diagnose the cause of pain. 

Of the respondents, (n=48) (39.0%) misleadingly answered the item 

―Patients‘ spiritual beliefs may lead them to think pain and suffering are 

necessary‖. The percentage of nurses answering this question correctly in a 

rate of 61%, which was consistent with that study conducted on Italian 
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nurses (Bernardi et al. 2007), and the study on oncology nurses carried by 

Yildirim et al. (2008) which was around 60.3%. 

The question about the cultural approaches had the sixth highest correct 

answer rate (n=59) (48.0%). Culture, values and spiritual beliefs are known 

to influence people‘s responses to pain and disease, the patient-nurse 

relationship and the attitudes and behavior of the nurses regarding pain and 

the patient in pain (Wang and Tsai, 2010). People from different cultures 

may perceive pain differently (Al-Atiyyat and Mohammed, 2009). 

Therefore, the views of Palestinian nurses may possibly differ from those 

of Western nurses. Considering that the barriers questionnaire was 

developed and tested in Western countries, there is a need for qualitative 

studies that would allow Palestinian nurses to convey any barriers that are 

not included in the barriers questionnaire. Nurses are individuals of the 

communities they live in, while the cultural attitude affects handling with 

pain and the tactic (Eti Aslan, 2010). It is essential for the nurses to know 

the cultural and spiritual merits of the community to strengthen the quality 

of nursing care. Cultural beliefs and values affect individual‘s pain 

responses when they are in pain, whilst the pain itself may differ from 

culture to another. However, in some cultures, pain expression is 

considered shameful and cowardly. Some groups see pain as punishment 

for doing wrong, while others see it as a test of faith and challenge to be 

overcome (Suza et al., 2007). Some people express pain verbally and 

physically, while others are stoic and refrain from expressing physical pain 

verbally, others use emotional pain expressions are common in some and 
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less in others (Lovering, 2004). Differences in cultures must be noted in 

nursing practice relate to pain management. 

The item ―The most accurate judge of the intensity of the patient‘s pain is 

the patient‖ was countered appropriately by an enormous percentage of the 

nurses in our study (n=73) (59.3%), as denoted well by other studies 

[Bernardi et al., 2007; Lui et al., 2008; Tsai et al., 2007; Wang and Tsai, 

2010]. Though the nurses supposed that the best pundit in appraising pain 

was the patient, their attitude contradicts with their answers to the case 

studies in the scale in this current study (Table 5.12). The pain rigor 

conveyed by the patients was the same, but the patients‘ pain attitudes were 

dissimilar in these two cases. This indicates that the nurses were more 

influenced by the patient's behavior and the way of expressing the pain then 

the expressed amount of pain. Correspondingly, other studies informed that 

the majority of nurses focused on the patient’s behavior when assessing 

pain and not his/her statements [Bernardi et al., 2007; Yildirim et al., 

2008]. This may head to the patient getting less medication than needed 

and capricious methods being used to patients feeling the same quantity of 

pain (e.g, estimating the patient’s pain less often, not seeing any necessity 

for nonpharmacological techniques), causing inadequate treatment of pain 

(Aslan and Badir, 2005). The patients’ own avowals are consented as the 

solitary most dependable gauge of the incidence and consistency of pain 

(McCafery and Beebe, 1990). Consequently, it must be accentuated that the 

patient’s proclamations (but not the behavior) have to be considered at the 

time of pain evaluation. 
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On the whole, the result revealed poor attitudes among ICU nurses 

concerning pain management when dealing with ICU patients.  

6.3 Nurses’ Barriers to Effective Pain Management 

Notwithstanding the verity that nurses are the cornerstone healthcare 

providers to patients, except that there are paucity of data about the nurses‘ 

apprehended impediments to effective and ideal pain management in the 

Palestinian hospitals. However, this study targeted defining the nurses‘ 

alleged barriers to pain management in the ICU governmental hospitals, 

while the results signalize that nurses identify a diversity of barriers when 

endeavoring to offer best pain management in the ICU governmental 

hospitals. Hurdles may be overwhelmed through cautious planning, using a 

methodical change method such as a research utilization approach (Idell et 

al., 2007). A number of studies have illustrated the barriers to provision of 

an effective pain management [Bartoszczyk and Gilbertson-White, 2015; 

Kwon, 2014]. Poor pain management can be accredited to barriers 

correlated to health care professionals (nurses and physicians), patients, and 

the health care system.  

6.3.1 Nurses-related barriers 

Nurses may hold a negative discernments, viewpoints, and 

misapprehensions concerning pain management. More than a few 

interferences have been endeavored to deal with these provider-related 

barriers. Taking up these hindrances directed to a noteworthy enhancement 
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in the healthcare team assertiveness and practice regarding pain 

management (Kwon, 2014). However, inadequate staff knowledge of pain 

management evenly with nurses’ indifference (73.2%) were the most 

commonly reported obstacles in the application of an effectual pain 

management, while, definitely, the respondents less frequently bespoke 

their own inadequate assessment of pain (n=84) (68.3%).  

Inadequate nursing personnel knowledge of pain management, shortage of 

knowledge and inadequacy of time for educating and teaching, as well as 

indifference are the barriers to operational pain management most 

repeatedly declared by nurses. Insufficient evaluation of suffering is the 

obstacle that has been most frequently mentioned by physicians (Breuer et 

al., 2011). Nurses do not have the time to teach patients about their pain, 

nor do they use non-pharmacological approaches of pain management. 

Non-pharmacological means of pain management continue to be 

a mistreated therapeutic decision (Elcigil et al., 2011). A study done by 

Duignan and Dunn, (2008) discovered that pain management and their use 

of analgesia are affected by nurses‘ opinions influence. Coker coworkers 

(2010) discovered that nurses pointedly underrate the assessment of pain 

strength and its penalties, the degree of pain at relaxation and in mobility 

along with complete pain intensity. In the same study, Coker and 

coworkers (2010), denoted that only 15% of nurses stated that they 

administered pain management for 24 h a day, albeit 79% of nurses 

supposed that round-the-clock medications administration was the 

acclaimed method opposite to on-demand analgesic administration. About 
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only 19% of the nurses conveyed that focusing on administering habitually 

scheduled medications and not testing for and offering prn relief if not the 

patient demands it was a frequent barrier. Actually, half of the patients 

informing pain did not receive their prn medication (Coker et al., 2008). 

However, some nurses specified that they give out the medications as 

requested and that around-the-clock may not essentially be the way they are 

instructed. Even though prn advising should permit for suppleness, it may 

direct to undertreatment (Titler et al., 2003). 

Workload is the crucial drawback in pain management overseen by nurses. 

Coulling, (2005), concluded that there is a confirmation that as a result of 

staff shortage and escalating workload, nurses put nursing procedures first 

in patient care, whereas assigning less value to such aspects of care as pain 

management. As stated by the recommendations of pain management 

societies, the most fitting ways of analgesic administration are intravenous 

and oral, though studies and the other experiences show that analgesics are 

more frequently administered by the intramuscular route, which very often 

applies to opioids (Medrzycka-Dabrowka et al., 2017). 

6.3.2 Healthcare system-related barriers  

Coulling, (2005) and Duignan and Dunn, (2008) concluded that the most 

frequently perceived barriers to pain management were healthcare system-

related barriers. System-related barriers contain a deficiency of plainly 

demarcated standards and pain management modus operandi, and restricted 

admission to pain professionals and analgesics [Mędrzycka-Dąbrowska et 
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al., 2015; Glajchen, 2001; Zuccaro et al., 2012]. The most imposing 

barriers to transform may be the imperceptible administrative barriers that 

can be deep-seated inside hospital policies and nursing services, but not 

like the ones created by poor knowledge, myth and misconception (Mann 

and Redwood, 2000). Enhancement in pain management has to be a 

significant quality improvement target for the health system (Al-Mahrezi, 

2017). There are no evident policies, rules and guidelines to treat with 

patients‘ pain in our hospitals. In our study, the absence of consistent 

guiding principles for pain handling was specified as a hindrance by more 

than 72% of the respondents. Numerous researchers denoted that strategies 

of pain management promote their pain knowledge and behaviors 

[Oldenmengeret al., 2009; Pargeon and Hailey, 1999]. High operative pain 

management run-through may be attained if objective practice courses of 

actions are made-to-order to the detailed form of the ICUs, and the existing 

properties within hospitals, thus, aching supervision guiding principles 

have to be tailored for the irrefutable practice of health care professionals, 

as well as abiding by current updated guidelines (e.g., WHO guidelines). 

Besides, absence of psychosocial backing facilities was among the 

frequently perceived obstacles. The findings of this study are comparable to 

other findings of literatures which outlined the absence of backing 

organizations as a barrier meddling through ideal pain management 

[Furstenberg et al., 1998; Sun et al., 2007]. Tawalbeh et al. (2013), also 

described the absence of psychosocial upkeep services that was the most 

ordinarily perceived barrier related to hospital guidelines. In our 
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governmental hospitals, psychosocial facilities are not part of monotonous 

patient care. Psychological distress has been publicized to be considerably 

related with the observation of pain. Greater pain strength was linked with 

a greater level of psychological distress, containing downheartedness, 

nervousness, aggression, temper turbulences, and annoyance (Zaza and 

Baine, 2002). 

Absence of substitutes for nonpharmacologic pain management (cold, hot, 

acupuncture) was unanimous by more than 68% of the nursing. 

Nonetheless, patterns of nonpharmacologic pain management continue to 

be an ignored action route in our governmental hospitals as a result of time 

restrictions as well as shortage of qualified personnel. 

Even though psychological backing could be delivered to some patients 

having cancer upon request of the medical doctor, except that there is no 

societal work for patients. Organizational efforts are required to launch 

psychosocial upholding services to every patient. The result of patient-to-

nurse ratio was also reliable with some previous studies [Van Niekerk and 

Martin, 2003; Ware et al., 2010]. The suitable evaluation and management 

of pain is extremely reliant on communication amongst nurses and 

physicians. Passable privation and precise communication concerning 

nurses and physicians were described as an imperative impediment to ideal 

pain management. Johnson et al. (2005), and Van Niekerk and Martin 

(2003) displayed that nurses who did not sense sufficiently referred by 

physicians were meaningfully more prospective to combat hurdles such as 
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inadequate collaboration by patient‘s physicians and insufficient 

prescription of analgesic medications. Nurses specified that they had 

awkwardness in getting in touch or interconnecting with physicians to 

deliberate treatment of pain. Van Niekerk and Martin (2003), and Van 

Niekerk and Martin (2002) reported that the relationship with physicians 

prompted barriers to effective pain management. Cooperation in hospitals 

is crucial for offering worthy superiority pain management. Additionally, to 

launch a sympathetic group essence among nurses and doctors is essential. 

As a consequence, gatherings have to be convened amongst the two health 

parts to ease dialogue of pain management difficulties in addition to 

reconsider endorsements for settlements. A lot of reviews had been 

conducted screening that education is efficient in eradicating the barriers 

hindering the appraisal of pain management. So, there have to be unvarying 

and unremitting teaching and training agendas for the entire healthcare staff 

who are concerned in management of pain. We have to savvy the nurses’ 

knowledge and attitudes and physicians in hospitals with the purpose to 

inaugurate continuous education programs on pain management. 

Furthermore, proofed pain management guiding principles must be 

tailored. 

Once the patient-to-nurse ratio is above level, nurses suffer time constraint 

which inhibits the excellence of care. Johnson et al. (2005) stated that 13% 

of nurses classified time as a pain management hurdle. Nevertheless, the 

employment of too few members of staff continues to be an obstacle to 

ideal patient patronage in the governmental hospitals. Every nurse should 
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look out a few of patients (more than 3) in the hospital. Nurses are in 

charge for the entire nursing settings, thus, nurses are challenging 

restriction of time for assessment of symptoms and management. The 

results indicated that more than two-thirds of the participants specified that 

the absence of contact to experts who engage specified pain treatment 

approaches, in addition to the complicatedness in getting in touch or 

corresponding with doctors to confer remedy of suffering were essential 

obstacles to pain management.  

The least barrier detected by nurses was the lack of pain medicine in the 

market, even though we face hitches about the obtainability of some sturdy 

opioids. On the other hand, an instantaneous relief oral morphine in the 

Palestinian market does not exist. An explanation could be due to the 

absence of knowledge about pain management, as oral opioids are the drug 

of best for temperate-to-strong cancer pain, or could be associated with the 

present pain management pursuit that comprises intravenous opioids usage, 

chiefly for cancerous patients, while have taken up residence in hospitals.  

6.3.3 Physician-related barriers 

Vincent (2005) discovered that physicians‘ scanty directing of pain 

medication was the utmost barrier for finest pain management in nurses‘ 

clinical practice. Deficiency of knowledge and incorrect worries about 

addiction and overdosing are examples of physician-related barriers 

(Mędrzycka-Dąbrowska et al., 2015; Glajchen, 2001; Zuccaro et al., 2012). 

Another perceived barrier was the physicians’ lack of trust in the nursing 
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assessment of pain in critically ill patients.  This indicates the negative 

effect of lack of communication between the nurses and doctors. Nurses 

specified that they had trouble contacting or communicating with 

physicians to deliberate treatment of pain. It has been  described  that  the  

barriers  to  effective  pain  management met by  nurses  were  influenced  

by  their relationship with physicians [Van Niekerk and Martin, 2003; Van 

Niekerk and Martin, 2002]. With the principal problem being the absence 

of appropriate communication with other caregivers to consider the pain 

therapy to be administered to a patient. It has to be put in mind that nurses 

behave as intermediaries between physicians and patients, and play the 

main role in the observing of patients‘ pain, therefore, the provision of 

effective pain management may be deferred or even deserted [Kaye et al., 

2010; Horbury et al., 2005]. Communication about pain is essential to 

patient luxury, henceforth clear, brief and well-timed communication 

between nurses and physicians is obligatory for pain management. It looks 

very imperative that the healthcare administrators should try and accentuate 

the significance of cooperative and reassuring relationships between team 

members (Egan and Cornally, 2013). A fear of addiction is one barrier that 

explicates why physicians are reluctant to prescribe opioids. It has been 

publicized that 25%-40% of physicians are anxious of addiction, and this 

proportion was higher for patients with a family history of addiction [Larue 

1995; Weinstein et al., 2000]. Pain management should be presented as a 

chief theme of the curriculum of any medical school, and in entirely 

residency-training agendas, with the purpose of future physicians never 
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disremember to adopt pain management in any patient defiance (Al-

Mahrezi, 2017). 

6.3.4 Patient-related barriers 

The patient case and therapy or behavioral expressions may prompt nurses 

to inject an analgesic quickly. The patient diagnosis or the length of stay 

may affect nurses; which may become signs of pain intensity and require 

analgesic introduction. Hesitancy to take analgesics, afraid of side effects, 

and worry of addiction are examples of patient-related barriers 

[Mędrzycka-Dąbrowska et al., 2015; Glajchen, 2001; Zuccaro et al., 2012]. 

More than three quarters of the nurses did not know about the patients‘ 

difficulty with completing pain scales (e.g., 0-10), and clients not requiring 

results (58.5%). Attributable finding is the pain evaluation scales which 

were proceeding in an actual demanding nursing diagram, demonstrating 

an obstacle to deliberate on the scales. So, a scale of suffering evaluation 

should be created and allocated to all nursing in hospitals. The scope of 

endorsement of this practice was consistent with the findings of Herr et al. 

(2004). Yet, in only 5% of the cases had the numeric rating scale, noticed 

on the patient surveillance record, been completed in the study of Coker et 

al. (2008). This also contrasts with the 72% of the nurses who said that they 

believed that a pain rating scale is the favorite scheme of assessment 

[Goodacre and Roden, 2001; Motov and Khan, 2009]. Managing a standard 

pain rating scale simplifies steadiness in pain assessments, and thoughtful 

efforts should be spent in nursing colleges and hospitals to prepare and 
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provide nurses with wide-ranging tools to assess and manage pain 

correctly. In this study, nurses disaccorded with difficulties concerning 

patients‘ informing their pain. Several literature described hindrances, for 

example, the disinclination to tell pain, lack of commitment to remedy 

schedules, which was in accordance with the study of Gunnarsdottir et al. 

(2002). Moreover, nurses did not concur with the barrier pertaining to 

patients‘ dodging to pain for not inconveniencing the nurses that was 

recounted as a patient-related barrier [Coker et al., 2010; Furstenberg et al., 

1998]. Fear of addiction is the fear of captivating analgesics for the respite 

of pain will result in addition to the medication. A fright of addiction is one 

obstacle that clarifies why physicians are unenthusiastic to advise opioids. 

It has been exposed that 25% to 40% of physicians concern on the subject 

of addiction, and this rate was greater for patients with a family history of 

addiction (Johnson et al., 2004). This analysis of nurse-related barriers 

discloses that with patient‘s reluctance to report pain, the assessment 

becomes more difficult. The patient is supposed to comprehend that it is 

essential to inform pain in a timely manner, once it appears. Operative pain 

restriction can only come about if the patient effectually communicates the 

pain altitude and features to the nurse (Sadeghi-Bazargani et al., 2014). 

There is another barrier of fear of becoming indulgent to the influences of 

medication. Patients are fretful that if they begin taking the medication 

soon in the disease course the analgesics will not dismiss their pain late if it 

gets badly behaved (Levin et al., 1985). Nonetheless, some patients may 

over-report their pain suffering if they are fearful that they will be under-
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medicated or that their indications will not be taken truly, while, 

paradoxically, others may underreport their pain sufferance if they are 

terrified they will be arranged medications which will initiate them to 

recrudesce (Center for Substance Abuse Treatment, 2012). Moreover, 

patients are disturbed with the side effects of analgesics. Patients frequently 

do not know that lenience to the side effects of the medication advances 

faster than forbearance to its analgesic effects (except for constipation). For 

that reason, they might decide on to tolerate the pain rather than to suffer 

mental bewilderment, constipation, and lethargy [Sherwood et al., 2000; 

Riddell and Fitch, 1997].  

Furthermore, it is vital for nurses to possess knowledge and adeptness to 

offer even painless imperious care, and this can be achieved across steady 

continuing education in pain evaluation and management.  

6.4 Discussing Hypotheses of the Study 

Hypothesis (H01): Knowledge of pain management was significantly 

associated with nurses’ attitudes towards pain management with a 

significant p-value (p=0.000; p≤0.05). This study result showed a positive 

correlation between knowledge and attitudes towards pain management, 

i.e., as the knowledge scores increases the attitudes towards pain 

management improves. This result contradicts the finding in a study 

executed in Malaysia revealed that attitude towards pain management was 

not significant (p>0.05) [Ho et al., 2013; Rampanjato et al., 2007]. Miller 
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found that nurses may have very positive attitudes towards pain 

management without sufficient knowledge to effectively manage pain.  

Moreover, our results are consistent with the study of Karamjeet, (2017) in 

India, where the majority of respondents i.e. 37 (74%) was having a 

negative attitude towards pain management, only 13 (26%) was having a 

positive attitude towards pain management. The knowledge of staff nurses 

was found to be associated with their attitude towards pain management. 

This result proves a positive correlation between knowledge and attitudes 

in the direction of pain management, that is, as the knowledge scores rises 

the attitude towards pain management enhances, and, the lower the score 

designates, the occurrence of a more negative attitude toward pain 

management. Ekim and Ocakcı, (2013) and Voshall et al. (2013) argued 

that there is inconsistency between knowledge and attitude, which proposes 

that nurses may have positive attitude to pain management but does not 

have satisfactory knowledge to accomplish pain properly and entirely.  

Hypothesis (H02): Independent sample T-tests and F-tests were used to 

test for differences in total knowledge and attitudes mean scores of nurses 

regarding age, gender, academic education, and pain education in the last 2 

years. Knowledge and attitudes of pain management was not associated 

with the age of the respondents (p=0.069; p>0.05). However, other 

researchers found contradicting results which showed a negative 

correlation between knowledge score and demographic variables such as 

age (Ekim and Ocakc, 2013). This means as nurses grow older, their 
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knowledge on pain management decreases, which consecutively is not 

consistent to the study of Manwere and colleagues. (2015) who argued that 

older respondents of 40 years and above scored high marks on the 

knowledge score scale indicating a positive association (p=0.003; p≤0.005), 

neither with the study done in Malaysia conducted by Ho et al., 2013, that 

also showed that age groups of more than 40 years had better knowledge on 

pain management (p=0.046). Similarly, there was no association between 

knowledge and attitudes‘ score of pain management and one‘s marital 

status in the nursing profession (p=0.344; p>0.05). Nonetheless, total 

knowledge and attitudes‘ score of pain management was associated with 

one‘s years of practice in intensive care units as well as place of work 

(hospital) (p=0.000; p≤0.05). Females had a higher mean score (M=18.7, 

SD=5.4) than males (M=15.8, SD=4.4). Nonetheless, our results were 

consistent with that of Samarkandi (2018), where there were no significant 

differences found in total mean scores between the educational level 

(higher than bachelor degree holders and bachelor degree ones). 

Nonetheless, there were statistically significant differences between nurses 

who had previously exposure to education in the last 2 years and 

knowledge and attitudes mean score in favor those who had pain education 

(0.5048 vs. 0.4166) (p=0.001). This result was compatible with 

Samarkandi (2018) results. Furthermore, it was accordant with the results 

of Kassa et al. (2014) which, denoted that nurses who had training had 

approximately three times greater knowledge [AOR = 2.551; CI 1.479-

4.399; P=0.001] than those who had no such training, as well as Al Qadire 
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(2014) who had found significant improvement of nurses‘ knowledge and 

attitude following six hours of educational course on pain assessment and 

management as well. Tsai et al. (2007) have publicized a noteworthy 

increase in the nurses’ knowledge scores joined pain management courses. 

A Turkish PhD thesis has revealed that theoretical and practical in-service 

training on pain significantly had augmented the pain-related information 

of nurses and also raised the nurses’ putting into practice rates of 

nonpharmacological methods to a statistically significant level (Yildirim et 

al., 2008). On the contrary, the study of Ghrayeb and Nimer (2017) 

indicated that education did not make any difference to knowledge and 

attitudes in regarding pain management. This could be attributed to 

inadequate preparation in the nursing curriculum and in continuing 

education while the lack of such program could promote to poor knowledge 

about pain management. It has been well acknowledged in the literature 

that educational programs mend nurses‘ knowledge and skills for pain 

management. 

In consequence, it is recommended that the prevailing syllabus in the 

nursing curriculum should be revised and a rigorous and inclusive program 

on pain management be set as a compulsory prerequisite so that student 

nurses may be primed well before graduation. Additional in-service 

training should be planned to help nurses‘ competence in pain assessment 

and pain management, eradicate knowledge deficits and modify attitudes 

towards effective pain management. 
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Some of our results were harmonized to other studies’ results (Liyew et al., 

2020). Neither there were substantial variances regarding gender for males 

and females (M7.16) vs. (M = 7.11) respectively, correlating to the mean 

score knowledge and attitudes with p-value = 0.765, nor for marital status 

(p=0.868), (Liyew et al., 2020).  

Moreover, a lot of participants (70%) did not attend pain management 

courses at their workplace or other places. This elucidates the lack of the 

continuing medical education programmes on themes such as pain 

management skills and updates. Other studies revealed that there were no 

significant differences in nurses‘ pain knowledge and attitudes among 

subgroups for some variables such as nurses‘ age groups, nursing 

experience years and ranks (Alexandrina de Jesus and Jacinta, 2013).  

Overall, the results of this study accentuate the necessity for additional 

training and education on pain management. 

Hypothesis (H03): Findings of this study bared a noteworthy negative 

correlation with the knowledge and attitudes, and the seeming barriers 

concerning management of pain. However, it was in line with the study 

findings of Wang and Tsai (2010), who argued that knowledge of pain 

management was significantly and negatively related to perceived barriers 

to pain management, while it was not compliant to Craig’s study (2014). 

The result showed that nurses with low knowledge level were having more 

barriers than those who scored lower knowledge level. This was consistent 

with the study of Al Khalaileh and Al Qadire (2012), argued that there was 
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a high level of barriers among the nurses in these oncology units, with a 

mean total barriers score of 2.5. Alike scores have been conveyed formerly 

(Oldenmenger et al, 2009). The results designate that the nurses in the units 

held negative attitudes toward cancer pain. The high scores on the hurtful 

and physiological effects subscales specify that the participants needed 

satisfactory knowledge to empower them to dominate cancer pain 

appropriately. Other results are reviewed in the literature [Beck, 2000; Ger 

et al., 2000; Morley-Forster et al., 2003; Randall-David et al., 2003; 

Johnson et al., 2005; Finley et al., 2008]. The nurses‘ negative attitudes 

about barriers toward cancer pain management could be a result of an 

absence of education on this theme. The nurses‘ scores point out that 

management of pain for cancerous people is unavailing. Thus, they may 

incline to diminish patients‘ pain reports, which is reliable with what has 

previously been reported [Beck, 2000; Randall-David et al., 2003; Finley et 

al., 2008]. Consequently, this may depressingly influence the total pain 

management practice. These results are also unswerving with results from 

studies that investigated barriers to cancer pain management among other 

healthcare suppliers [Morley-Forster et al., 2003; Devi et al., 2006]. For 

example, Devi et al. (2006), plotted 253 physicians operating with 

cancerous patients, and discovered that the foremost physician barriers to 

effective cancer pain management were possessing negative attitudes 

toward it, phobia of addiction, and a lack of knowledge of pain 

management. 
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Hypothesis (H04): Outcomes of the study disclosed a high score of 

perceived barriers amongst nurses in the ICU departments, with a mean 

total barriers’ questionnaire score of 2.399 of 3.00. Comparable scores and 

qualitative topics have been cited previously in the literature [Shoqirat, 

2014; D‘emeh et al., 2016; Manwere et al., 2015]. The score of the barriers 

was compared regarding nurses‘ demographic factors; gender, marital 

status, previous pain education in the last 2 years, age, years of practice in 

intensive care units, and educational level. No significant differences were 

recognized among those characteristics and the barriers’ score, as shown in 

the results of the one way ANOVA, and t-test, where the p-value was 

>0.05. This current finding is congruent with the findings of the studies of 

Shoqirat and colleagues. (2019), and Kahsay and Pitkäjärvi. (2019) and 

elçigil et al. (2011), where it was found that there were no significant 

differences identified among the demographic variables and the barriers’ 

score. Nonetheless, conversely to the study of Mędrzycka-Dąbrowska et al. 

(2017), barriers to evidence-based practice were reported significantly 

more often by women than men. These barriers increased with the 

respondents‘ age, and work seniority, but decreased as the level of 

education increased.   
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6.5 Conclusions  

 The findings of this current study verified that the surveyed nurses had 

poor knowledge of pain management, and it was associated with poor 

attitudes toward pain management, particularly in the issues related to 

pain medication. 

 This study has revealed a high barrier score which means a severe gap 

among ICU nurses toward an effective pain management. 

 Nurses who had erstwhile training concerning management of pain in the 

last 2 years were significantly higher knowledgeable than those who 

hadn’t, as well as years of practice in intensive care units. 

 A significant positive correlation was found between knowledge and 

attitudes. 

 Moreover, another correlation was made between knowledge and 

attitude score of pain management and barriers, and was found to be 

negatively significant. 

 There was no significant relationship between nurses‘ perceived barriers 

and other characteristics. 
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6.6 Recommendations  

 Nurses have to be well-prepared and knowledgeable on pain 

management modus operandi and should not hold fabricated beliefs 

about pain management, which can steer to incongruous and insufficient 

pain management practices. 

 Fitting and convenient strategies to minimize potential barriers can be 

renovated to better empower nurses to employ practice guidelines to 

produce effective pain management in ICU patients. 

 There is an imperious need to modernize the current curriculum of 

nursing and medical programs to embrace rationalized strategies for 

pain relief in ICU patients.  

 It is recommended that ICU nurses should be provided with in-service 

training, and ongoing pain management courses. This education should 

comprise themes such as pain assessment and symptoms, effects and 

side-effects of pain medications and nonpharmacological pain 

management, and mechanisms and evaluation of analgesia. 

 It is strongly recommended that strategies such as administering the right 

drugs, in the right dose, to the right patient, at the right time, for the 

right reasons should be demarcated to launch a practice protocol. 

 Nurses‘  knowledge  and  pain  management  ability should  be  

enhanced  by  using  case  studies,  and  related  courses should be 
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regularly updated, didactic lectures and rotations on pain management 

for nurses. 

 It is recommended to consider pain management in continuous education 

and nursing undergraduate curricula and restructuring graduate and 

postgraduate courses correspondingly and formulating current pain 

management guidelines that increase the effectiveness of nurses in 

clinical applications. 

 Moreover, further studies are needed to identify and conquer barriers of 

pain management among Palestinian nurses, and to evaluate the 

effectiveness of conducted pain management courses and appropriate 

strategies to minimize potential barriers to better enable nurses to 

implement guidelines to generate effective pain management in ICUs. 

 Team up with other specialties, especially physicians, for a 

multidisciplinary approach education of patients and family members.  

 Expectantly, this study is to be espoused and aptly integrated by MoH in 

Palestine. 
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Annexes 

Annex (A): Questionnaire 

 

An-Najah National University 

Faculty of Graduate Studies 
 

Consent form for subjects participating in research study    

Consent Form  

Version date: August 2020 

Title of Research: ―Nurses’ knowledge, Attitudes and Barriers to Effective Pain 

Management in Intensive Care Units Governmental Hospitals in West Bank, 

Palestine.‖ 

Principle Investigator: 

Mr. Bassam Naif Hariri, Faculty of Medicine and Health Sciences- Dean of Nursing College 

Master Student, 2020 at An-Najah National University/Department of Nursing and Midwifery, 

Telephone: (+970) 0599103966: b.hariri2071@gmail.com 

Direct Supervisor: Dr. Eman Alshawish; PhD Assistant Professor in Maternal and Child Health; 

Department of Nursing and Midwifery; An-Najah National University P.O.Box 7. Telefax: 

+970 ‎ (0)92345982 Mobile: 00970595778058 E-Mail: alshawish@najah.edu 

Purpose of Research: 

We wish to assess nurses‘ knowledge and attitudes toward pain management of ICU patients, 

and to identify barriers that affect the optimal management of pain among ICU nurses in the 

Governmental hospitals in the West Bank, Palestine, during the year 2020. This may be 

encompassing significant information to our research and the recommended results will be 

valuable for planning and improving the pain management levels. 

We are highly appreciated with your cooperation if you could take the time to go through this 

questionnaire and answer the relevant questions. Hopefully, it will not take you longer than 10-

15 minutes to fill in this questionnaire. 

We appreciate your participation in this study and in providing the information needed for 

filling in the questionnaire. We will keep your information as confidential, maintain your 

privacy; and you have the right to participate and to leave the study at any time you decide with 

no any obligation, noting that the introduced information will not be used but for scientific 

research only. The researcher will offer you the results if you would like to. If you have any 

other queries, please do not hesitate to contact me.  

Thank you for your time and kind consideration.                                   

                                                                                              Mobile: 0599103966 

Mail: b.hariri2071@gmail.com 
Date of Approval: _____/______ /________                                                         
 
Participant signature: ------------------ 
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Questionnaire  

Bart I: Socio-demographic Factors 

Please answer the following questions and circle to the most closely answer that matches your opinion. 

1. Gender 

(a) Male 

(b) Female 

 

2. Marital status 

(a) Single  

(b) Married  

(c) Divorced  

(d) Widow/er/ed 

 

3. Years of practice in Intensive Care Units 

(a) 6 months – < 1 year 

(b) 1- < 5 Years 

(c) 5- < 10 Years 

(d) ≥ 10 Years 

4. Age  

(a) 23 - < 28 years 

(b) 28 - < 33 Years 

(c) 33 - < 38 Years 

(d)  ≥ 38 Years 

 

5. Please, state your level of academic education 

(a) Bachelor degree 

(b) Higher than bachelor's degree 

 

6. Where do you work? (Hospital) 

                ------------------------------------ 

 

7. Did you have previous pain education in the last 2 years? 

(a)  Yes 

(b)  No 
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Bart II: Knowledge and Attitudes Survey Regarding Pain 

True/False – Circle the correct answer, please. (Correct answers are in bold and italics). 
  

T F 1.  Vital signs are always reliable indicators of the intensity of a patient‘s pain.  

T F 2.  Because their nervous system is underdeveloped, children under two years of age 

have decreased pain sensitivity and limited memory of painful experiences. 

T F 3.  Patients who can be distracted from pain usually do not have severe pain. 

T F 4.  Patients may sleep in spite of severe pain. 

T F 5.  Aspirin and other nonsteroidal anti-inflammatory agents are NOT effective 

analgesics for painful bone metastases. 

T F 6.  Respiratory depression rarely occurs in patients who have been receiving stable 

doses of opioids over a period of months. 

T F 7.  Combining analgesics that work by different mechanisms (e.g., combining an 

NSAID with an opioid) may result in better pain control with fewer side effects than 

using a single analgesic agent. 

T F 8.  The usual duration of analgesia of 1-2 mg morphine IV is 4-5 hours 

T F 9.  Opioids should not be used in patients with a history of substance abuse. 

T F 10.  Elderly patients cannot tolerate opioids for pain relief. 

T F 11.  Patients should be encouraged to endure as much pain as possible before using an 

opioid. 

T F 12.  Children less than 11 years old cannot reliably report pain so clinicians should rely 

solely on the parent‘s assessment of the child‘s pain intensity. 

T F 13.  Patients‘ spiritual beliefs may lead them to think pain and suffering are necessary. 

T F 14.  After an initial dose of opioid analgesic is given, subsequent doses should be 

adjusted in accordance with the individual patient‘s response. 

T F 15.  Giving patients sterile water by injection (placebo) is a useful test to determine if 

the pain is real. 

T F 16.  Vicodin (hydrocodone 5 mg + acetaminophen 300 mg) PO is approximately equal 

to 5-10 mg of morphine PO. 

T F 17.  If the source of the patient‘s pain is unknown, opioids should not be used during the 

pain evaluation period, as this could mask the ability to correctly diagnose the cause 

of pain. 

T F 18.  Anticonvulsant drugs such as gabapentin (Neurontin) produce optimal pain relief 

after a single dose. 

T F 19.  Benzodiazepines are not effective pain relievers and are rarely recommended as part 

of an analgesic regiment.    

T F 20.  Narcotic/opioid addiction is defined as a chronic neurobiologic disease, 

characterized by behaviors that include one or more of the following: impaired 

control over drug use, compulsive use, continued use despite harm, and craving. 

T F 21.  The term ‗equianalgesia‘ means approximately equal analgesia and is used when 

referring to the doses of various analgesics that provide approximately the same 

amount of pain relief. 

T F 22.  Sedation assessment is recommended during opioid pain management because 

excessive sedation precedes opioid-induced respiratory depression. 
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Multiple Choice – Place a check by the correct answer (Correct answers are in bold and italics). 
 

23. The recommended route of administration of opioid analgesics for patients with persistent cancer-

related pain is 

           a. Intravenous  

           b. Intramuscular 

           c. Subcutaneous 

           d. Oral 

           e. Rectal        

                 

24. The recommended route administration of opioid analgesics for patients with brief, severe pain of 

sudden onset such as trauma or postoperative pain is   

           a. Intravenous 

           b. Intramuscular 

           c. Subcutaneous 

           d. Oral 

           e. Rectal  

           

25. Which of the following analgesic medications is considered the drug of choice for the treatment of 

prolonged moderate to severe pain for cancer patients?  

           a. Codeine 

           b. Morphine 

           c. Meperidine  

           d. Tramadol 

            

26. A 30 mg dose of oral morphine is approximately equivalent to: 

           a. Morphine 5 mg IV  

           b. Morphine 10 mg IV 

           c. Morphine 30 mg IV 

           d. Morphine 60 mg IV  

  

27. Analgesics for post-operative pain should initially be given 

           a. Around the clock on a fixed schedule  

           b. Only when the patient asks for the medication 

           c. Only when the nurse determines that the patient has moderate or greater discomfort  

  

28. A patient with persistent cancer pain has been receiving daily opioid analgesics for 2 months.  

Yesterday the patient was receiving morphine 200 mg/hour intravenously.  Today he has been receiving 

250 mg/hour intravenously. The likelihood of the patient developing clinically significant respiratory 

depression in the absence of new comorbidity is   

           a. Less than 1% 

           b. 1-10% 

           c. 11-20% 

           d. 21-40% 

           e. > 41%  

  

29. The most likely reason a patient with pain would request increased doses of pain medication is 

           a. The patient is experiencing increased pain.  

           b. The patient is experiencing increased anxiety or depression. 

           c. The patient is requesting more staff attention. 

           d. The patient‘s requests are related to addiction.  

  

30. Which of the following is useful for treatment of cancer pain? 

           a. Ibuprofen (Motrin)  

           b. Hydromorphone (Dilaudid) 

           c. Gabapentin (Neurontin) 

           d. All of the above  
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31.  The most accurate judge of the intensity of the patient‘s pain is 

           a. The treating physician  

           b. The patient‘s primary nurse 

           c. The patient 

           d. The pharmacist 

           e. The patient‘s spouse or family  

 

 

 

 

32. Which of the following describes the best approach for cultural considerations in caring for patients in 

pain: 

           a. There are no longer cultural influences in Palestine due to the diversity of the population.  

           b Patients should be individually assessed to determine cultural influences. 

           c. Cultural influences can be determined by an individual‘s socioeconomic status (e.g., blue-

collar workers report more pain than white-collar workers do). 

 

33. How likely is it that patients who develop pain already have an alcohol and/or drug abuse problem?  

  

              < 1%                        5 – 15%                  25 - 50%                         75 - 100% 

  

34. The time to peak effect for morphine given IV is  

              a. 15 min.  

              b. 45 min. 

              c. 1 hour 

              d. 2 hours 

  

35. The time to peak effect for morphine given orally is  

              a. 5 min.  

              b. 30 min. 

              c. 1 – 2 hours 

              d. 3 hours 

  

36. Following abrupt discontinuation of an opioid, physical dependence is manifested by the following: 

              a. Sweating, yawning, diarrhea and agitation with patients when the opioid is abruptly 

discontinued.  

              b. Impaired control over drug use, compulsive use, and craving. 

              c. The need for higher doses to achieve the same effect. 

              d. a and b  

  

37. Which statement is true regarding opioid induced respiratory depression? 

              a. More common several nights after surgery due to accumulation of opioid.  

              b. Obstructive sleep apnea is an important risk factor. 

              c. Occurs more frequently in those already on higher doses of opioids before surgery. 

              d. Can be easily assessed using intermittent pulse oximetry. 

Case Studies  
Two patient case studies (A and B) are presented. For each patient you are asked to make decisions about 

pain and medication. 

  

Directions:  Please select one answer for each question. 

  

Patient A: Ahmad 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 scale of 0 to 10 (0 = no pain/discomfort, 10 = 

worst pain/discomfort) he rates his pain as 8. 
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38. A. On the patient‘s record, you must mark his pain on the scale below. Circle the number that 

represents your assessment of Ahmad‘s pain. 

 

0          1          2          3          4          5          6          7          8          9          10 

---------------------------------------------------------------------------------------------  

No pain/discomfort                                                                                     Worst Pain/discomfort 

 

 

38. B.  Your assessment, above, is made two hours after Ahmad 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 2/10 as an acceptable level of pain 

relief. His physician‘s order for analgesia is ―morphine IV 1-3 mg q1h PRN pain relief.‖  Check the 

action you will take at this time.  

           1. Administer no morphine at this time. 

           2. Administer morphine 1 mg IV now. 

           3. Administer morphine 2 mg IV now. 

           4. Administer morphine 3 mg IV now. 

  

Patient B: Mohammad 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; HR = 80; R = 18; on a scale of 0 to 10 (0 = no pain/discomfort, 10 = worst pain/discomfort) 

he rates his pain as 8. 

  

39. 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 

  

39. B. Your assessment, above, is made two hours after Mohammad 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 2/10 as an acceptable 

level of pain relief.  His physician‘s order for analgesia is ―morphine IV 1-3 mg q1h PRN pain relief.‖ 

Check the action you will take at this time:  

           1. Administer no morphine at this time. 

           2. Administer morphine 1 mg IV now. 

           3. Administer morphine 2 mg IV now. 

           4. Administer morphine 3 mg IV now. 

 

40. From your perception, how can you improve pain management in ICUs?  

…………………………………………………………………………………………………. 

…………………………………………………………………………………………………. 
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Bart IV: Mean of Nurses’ Perceived Barriers to Assessment and Management of Pain Barriers  

No: Statement Agree Disagree Do not know 

1.   

 

 

Patients-

Related 

barriers 

Patients‘ difficulty with completing pain scales (eg, 0-

10)  

   

2.  Consumers not demanding results     

3.  Patients‘ reluctance to take pain medication for fear of 

addiction  

   

4.  Caregiver‘s indifference     

5.  Patients‘ reluctance to take pain medications because 

of side effects (e.g. constipation, how it makes them 

feel, etc.) 

   

6.  Patients reporting their pain to the doctor, but not to 

the nurse 

   

7.  Patient‘s reluctance to take opioids    

8.  Patient‘s reluctance to report pain    

9.  Patients not wanting to bother the nurses     

10.   

 

 

Nurses-

Related 

Barriers 

 

Inadequate time for health teaching with patients (eg, 

as needed drug order, alternatives, addiction, etc.) 

   

11.  Inadequate time to deliver non-pharmacologic pain 

relief measures 

   

12.  Inadequate staff knowledge of pain management    

13.  Nursing staff reluctance to administer opiates    

14.  Fear of pain medications because of side effects    

15.  Inadequate assessment of pain    

16.  Nurses indifference     

17.   

 

 

Physician-

related 

barriers 

Inadequate assessment of pain and pain relief    

18.  Doctor‘s indifference    

19.  Physicians‘ reluctance to prescribe opiates because of 

the side effects 

   

20.  Inadequate knowledge of pain management    

21.  Physicians‘ fear of addiction of medicine    

22.  Physicians‘ reluctance to prescribe adequate pain 

relief for fear of overmedicating  

   

23.  Physicians‘ lack of trust in the nursing assessment of 

pain 

   

24.   

 

 

 

 

System-

Related 

Barriers 
 

Lack of psychosocial support services    

25.  Patient-to-nurse ratio    

26.  Lack of social workers who are experienced in 

hospital settings 

   

27.  Lack of guidelines for pain management    

28.  Lack of access to professionals who practice 

specialized pain treatment methods 

   

29.  Difficulty contacting or communicating with 

physicians to discuss treatment of pain in patients 

   

30.  Not having a documented pain treatment plan for each 

patient 

   

31.  Lack of alternatives non-pharmacologic therapy for 

pain Management (cold, hot, acupuncture) Narcotic 

prescription regulation 

   

32.  Inconsistent practices around giving as needed 

medications for patient 

   

33.  Lack of medicine in markets    

34.  Lack of equipment or skill in using equipment    
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Annex (C) 

IRB Approval.  

AN-NAJAH UNIVERS 

PROTOCOL FOR HUMAN SUBJECTS RESEARCH 

NEW PROJECTS ONLY 

Investigator’s Assurance 

By submitting this protocol, I attest that I am aware of the applicable principles, 

policies, regulations, and laws governing the protection of human subjects in research 

and that I will be guided by them in the conduct of this research. 

______________________________________________________________________

_____________ 

To apply for human subjects IRB review: 

Download this New Projects IRB Protocol and save it on a floppy disk or on your 

hard drive. You may then open it, type in all requested information, save the file 

(please use your last name and New Project Protocol as the title: e.g., Musmar New 

Project Protocol), and send the file as an e-mail attachment, along with your 

informed consent letter(s), to the Institutional Review Board at 

― irb@najah.edu‖.    

It is essential that you answer all questions on this form since this is the primary source 

of information used by Board members to make their decisions. Also, only include 

information necessary to answer the questions. Please keep your responses as free of 

jargon as possible.  

Please also send, by campus mail, all supporting materials that cannot be e-mailed (e.g., 

measures, permission letters from off-campus sites) to the IRB at An-Najah University, 

Nablus, Palestine.  If your research requires review by the full Board, you will be so 

notified and asked to provide an additional 12 copies of the supporting materials. 

PLEASE DO NOT INCLUDE THIS PAGE WITH YOUR SUBMISSION  

 

    REV 9/08  

Office of the Institutional Review Board 
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PLEASE BE SURE TO COMPLETE ALL SECTIONS 

Current Date of Submission: 20/7/2020 

IRB office use only: Date received in IRB office (stamp)___________________ 

If this is a revision in response to an IRB Report of Action (ROA)-approval 

pending, indicate the date of the ROA: _______________________ 

Title of Research: ―Nurses’ knowledge, Attitudes and Barriers to Effective Pain 

Management in Intensive Care Units Governmental Hospitals in the West Bank, 

Palestine.‖ 

Principal Investigator: Bassam Naif Hariri  

Department/School: Master of Nursing 

Room # where mail can be sent ______________  

Phone: 0599103966        E-mail:  b.hariri2071@gmail.com 

Other Investigator:  

Department/School: Faculty of Medicine and Health Sciences- Dean of Nursing 

College 

Room # where mail can be sent:   

Phone: 0595778058            E-mail: alshawish@najah.edu 

**Faculty Sponsor (for Student Research):   Dr. Eman Alshawish   

Department/School: Faculty of Medicine and Health Sciences- Nursing and 

midwifery 

Room # where mail can be sent:  

Phone 0595778058    E-mail: alshawish@najah.edu 

Student Street Address Jenin/ Al-Almaneyyah Avenue  

City Jenin            State Jenin        Zip _______________ 

Type of Research (please check):  

Dissertation ______     (PLEASE NOTE:  IRB review of dissertation research 

                                            requires prior successful proposal defense.) 



155 

PhD Defense Date: ______________________ 

Master‘s Thesis  

Class project _____ 

All other projects_____ 

** If the primary investigator is a student, check here to indicate that your faculty 

sponsor has read the entire application, including cover letters, informed consents, and 

data collection instruments, and asserts that this application is accurate and complete. 

Dates Human Subjects Portion of Research Scheduled:  from: (01/08/2020) to 

(01/12/2020). 

Site(s) of Human Subject Data Collection: Intensive Care Units Governmental 

Hospitals in West Bank, Palestine.  

(NOTE: If sites are administratively separate from the University, please submit 

approval letters, or indicate when they will be forthcoming.) 

Funding Agency (if applicable): Self-funded 

I. NATURE OF THE RESEARCH 

In the judgment of the Principal Investigator, this research qualifies for which of the 

following types of review: 

Review Type:         exempt (category)                  expedited (category)               full 

Board
3
 

II. PURPOSE OF RESEARCH 

Briefly describe the objective(s) of the research (please keep description jargon free and 

use 100 words or less; the IRB will file this information in our descriptions of approved 

projects). 

The aims of this study are to assess nurses‘ knowledge and attitudes toward pain 

management of ICU patients, and to identify barriers that affect the optimal 

management of pain among ICU nurses of the Governmental hospitals in the Wet Bank 

in Palestine. Specific Objectives: To detect the relationship between the levels of 

knowledge/attitude score and any other factors affecting nurses in ICUs. Moreover, to 

find out the barrier that mostly affects pain management in ICUs. 

III. METHODS 

                                                           
3
 All research that is either externally funded or greater than minimal risk must be reviewed by the full 

Board 
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Approximate number of subjects: 164 ICU Nurses       

Subjects will be (check only if applicable):     

Minors (under 18) 

Involuntarily institutionalized 

Mentally handicapped 

Describe in detail how the subjects will be selected and recruited: 

The study will be conducted in fourteen (14) governmental hospitals that represent the 

hospitals in the West Bank in Palestine. Nurses who work in the Intensive Care Units 

(ICUs) in each hospital will be invited to participate in this study. The researcher will 

recruit about 160 convenient nurses from the settings. Nurses who have been working in 

hospitals for at least 6 months will be included in this study. 

Describe exactly what will be done to subjects once they have agreed to participate 

in the project: 

Once the subjects (ICU nurses) have agreed to participate in the study, nurses will be 

invited to fulfill a questionnaire, which will be in English language since that nurses can 

understand and answer questions in English. The questionnaire will be clear and free of 

jargon. Items will be adjectively understood. While the participation is voluntary, any of 

the nurses can withdraw anytime. They will be understood that this study is for 

scientific purposes only. 

What incentives will be offered, if any? Nothing 

 

IV. RISKS/BENEFITS TO PARTICIPANTS 

Identify possible risks to subjects: 

(NOTE: These may be of a physical, psychological, social or legal nature. If 

subjects are vulnerable populations, or if risks are more than minimal, please 

describe what additional safeguards will be taken.) 

According to literature review from different articles alike to my project intervention, 

there are no risks; physical, psychological, social or legal nature. 

What are the benefits and how will they be optimized? 

This study undertakes the significant implications of the findings of the research on 

improving the appropriateness of nurses‘ knowledge and attitudes toward pain 

management of ICU patients, and identifying barriers that affect the optimal 

management of pain among ICU nurses. Moreover, this research will try to draw 
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conclusions concerning the important outcomes and its contribution to the reduction of 

lack or poor nurses‘ knowledge and attitudes toward pain management of ICU patients, 

recommend future actions, future scope and strategies for wider dissemination. 

Do benefits outweigh risks in your opinion?  Yes         No:  _______           

Are there potential legal risks to the Principal Investigator or University?  Yes             

No   

 

V.  INFORMED CONSENT 

 

Describe how participants will be informed about the research before they give their 

consent. Be sure to submit with this protocol a copy of the informed consent/assent 

letter(s) you will use. Please prepare your informed consent letter at the 8
th

 grade 

reading level or lower as dictated by the needs of the subjects. (See IRB website for 

required elements of an informed consent.) 

You are being invited to participate in a research project being conducted in the ICUs. 

Your participation is totally voluntary. It is up to you to decide whether to take part in 

this study.  

Before you decide, it is important for you to understand what the research involves. 

This consent form will tell you about the study, why the research is being done, and the 

possible benefits, risks and discomforts. 

If you wish to participate, you will be asked to sign this form. If you decide to take part 

in this study, you are still free to withdraw at any time and without giving any reasons 

for your decision. 

If you do not wish to participate, you do not have to provide any reason for your 

decision. You will not lose the benefit of any professional rights or job you are being in. 

Please read this form carefully and feel free to discuss it with your family, friends 

before you decide. 

VI. PRIVACY/CONFIDENTIALITY 
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Please describe whether the research would involve observation or intrusion in 

situations where subjects have a reasonable expectation of privacy. If existing records 

are to be examined, has appropriate permission been sought; i.e. from institutions, 

subjects, physicians? What specific provisions have been made to protect the 

confidentiality of sensitive information about individuals? 

The researcher will protect your privacy and safeguard the confidentiality of information 

collected about you in this study. While absolute confidentiality cannot be guaranteed, 

every effort will be made to ensure that the information you provide is kept entirely 

confidential. 

Your name will not be attached to any information, not mentioned in any report, not 

made available to anyone outside this research. The intention of the researcher is to 

publish results of this study in scientific journals, and to present the findings at related 

conferences and workshops, but your identity will not be revealed. 

 

Describe how participants will be informed about the research before they give their consent. Be sure 

to submit with this protocol a copy of the informed consent/assent letter(s) you will use. Please prepare 

your informed consent letter at the 8
th

 grade reading level or lower as dictated by the needs of the 

subjects. (See IRB website for required elements of an informed consent.) 

You are being invited, because you will be undergoing to participate in a research project being 

conducted in the ICUs. Your participation is entirely voluntary. It is up to you to decide whether to take 

part in this study.  

Before you decide, it is important for you to understand what the research involves. This consent form 

will tell you about the study, why the research is being done and the possible benefits, risks and 

discomforts. 

If you wish to participate, you will be asked to sign this form. If you decide to take part in this study, 

you are still free to withdraw at any time and without giving any reasons for your decision. 

If you do not wish to participate, you do not have to provide any reason for your decision. You will not 

lose the benefit of any professional rights or job you are being in. 

Please read this form carefully and feel free to discuss it with your family, workmates before you 

decide. 

Benefits: 

There will be no direct benefits to you for participating in this study. We hope that the information 

gained from this study can be used in the future to benefit other people with a similar condition. 
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Risks and discomforts: 

There are no physical risks associated with this study. 

Costs and reimbursements: 

 There is no cost to you for participating in this study. You will not be paid for your participation. 

Who to contact for questions about this study: 

 If you have any questions about this study, please do not hesitate to contact the principal investigator, 

Bassam Naif Hariri  (0599103966).  

Consent: 

I, _ ___________________________________________________, have read and understood the 

above information and agree to participate in the study entitled:  

―Nurses’ knowledge, Attitudes and Barriers to Effective Pain Management in Intensive Care 

Units Governmental Hospitals in the West Bank, Palestine.‖ 

I understand that my participation is voluntary, and that all the information collected will be kept 

confidential and used only for scientific objectives. 

I am not waiving any of my legal rights by signing this consent form. I freely consent to participate in 

this study. 

Signature___________________________________________ Date______________ 
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 ب 

أقدام العشاية  داخلمعرفة وسمهك التسريض والعهائق التي يهاجههنها في الادارة الفعالة للألم 
 فيات الحكهمية في الزفة الغربية فمدظينالسكثفة في السدتذ

 دادإع
 ي ر م نايف حريابد

 إشـراف
 ن الذاويشاد. إيس

 السمخص

 إلى إدخاليؼالحيؽ يتؼ  ا  يعتبخ الألؼ معاناة بالغة الأىسية يعاني مشو السخضى وخرؾص :الخمفية
 ثخ سمباؤ ويسكؽ أن ي ،اضظخابات الألؼ السدمؽ إلىوقج يؤدي (، ICUs)وحجات العشاية السخكدة 

 عمى الشتائج الفديؾلؾجية والشفدية لمسخضى وأسخىؼ.

ىجفت ىحه الجراسة إلى تقييؼ معخفة التسخيض وسمؾكيؼ تجاه إدارة الألؼ لسخضى وحجات  :الأهداف 
وتحجيج العؾائق التي تؤثخ عمى الإدارة السثمى للألؼ بيؽ تسخيض وحجات العشاية  ،العشاية السخكدة

فمدظيؽ. علاوة عمى ذلػ, لاكتذاف العلاقة  ،ت الحكؾمية في الزفة الغخبيةالسخكدة في السدتذفيا
إدارة الألؼ في وحجات  ىفي الغالب عمتؤثخ بيؽ مدتؾيات السعخفة/درجة الدمؾك وأي عؾامل أخخى 

 العشاية السخكدة كأىجاف محجدة.

شسمت  لسخكدة.تؼ استخجام السدح السقظعي حؾل تسخيض وحجات العشاية ا :السشهجية والإجراءات
خلال الفتخة الؾاقعة ما بيؽ آب  ،فمدظيؽ ،( مدتذفى حكؾمي في الزفة الغخبية12الجراسة )

تست دعؾة التسخيض العامميؽ في وحجات العشاية السخكدة في كل مدتذفى  .2020وكانؾن أول 
ابة بسعجل استج ،مسخضا ومسخضة 123وتألفت العيشة التسخيزية مؽ  ،لمسذاركة في ىحه الجراسة

(. شسمت ىحه الجراسة التسخيض الحيؽ عسمؾا في السدتذفيات الحكؾمية لسجة ستة أشيخ عمى 75%)
وتؼ  ،(NKASRP)استظلاعي عالسي  مؽ نسؾذج مدتقاة استبانوكانت الأداة عبارة عؽ  الأقل.

م استخج ،علاوة عمى ذلػ  0.80 .استخجامو لجسع البيانات حؾل إدارة الألؼ بقيسة اختبار =
 في تحميل البيانات.( SPSS) الإحرائية لمعمؾم الاجتساعيةاحث الحدمة الب



 ج 

( فقط مؽ 30.1مسخض ومسخضة )% 37أعيخت الشتائج أنو عمى الخغؼ مؽ حقيقية أن الشتائج: 
التسخيض الحيؽ يعتشؾن بسخضى وحجات العشاية السخكدة قج تمقؾا تعميسا  سابقا  فيسا يتعمق بإدارة الألؼ 

( شيجوا أن لجييؼ دورا  %57.7فان أكثخ مؽ نرف السسخضات والسسخضيؽ ) ،في آخخ عاميؽ
بيشسا  ، %47.83ىؾ  NKASRPالرحيحة لسقياس  الاستجابةفعالا  في إدارة الألؼ. كان معجل 

تؼ العثؾر عمى فخق دال   .13.51±19.61كان متؾسط عجد الإجابات الرحيحة لجسيع الأسئمة 
وكحلػ تثقيف سابق عؽ ادارة  ،فيسا يتعمق بدشؾات السسارسة في وحجات العشاية السخكدة إحرائيا

( مقابل 0.5048الألؼ في العاميؽ الساضييؽ لرالح أولئػ الحيؽ تمقؾا تعميسا  لادارة الالؼ )
(. كان ىشاك ارتباط p<0.05) بستؾسط درجات السعخفة والدمؾك عشج مدتؾى دلالة ،(0.4166)

. أوضحت الجراسة أن الأسئمة الخسدة الأقل إجابة يق الرمة بيؽ السعخفة والدمؾكايجابي وث
صحيحة كانت مختبظة ببشؾد دراسة الحالة حؾل مدار إعظاء السدكشات الأفيؾنية والاعتساد 

لؼ يتؼ العثؾر عمى فخق دال إحرائيا  بيؽ  .3مؽ  2.399الجدجي. كانت الشتيجة الإجسالية لمعؾائق
فان أكثخ العؾائق  ،ؾغخافية والسيشية لتسخيض والعؾائق السلاحغة السجركة. ومع ذلػالدسات الجيس

السترؾرة والتي لاحغيا التسخيض ىي عجم كفاية معخفة التسخيض بإدارة الألؼ بالتداوي مع 
 .(73.2%) اللامبالاة مؽ التسخيض 

ييؼ معخفة ضعيفة لإدارة خمرت الشتائج إلى أن التسخيض الحيؽ شسميؼ الاستظلاع لج :الاستشتاجات
فزلا  عؽ  ،وكانؾا مختبظيؽ بدمؾك و ترخفات ضعيفة السدتؾى  ،الألؼ و أقل مؽ السدتؾى السأمؾل

تؼ العثؾر عمى علاقة  ،كسا تذيخ إلى وجؾد فجؾة نحؾ إدارة الألؼ الفعالة ،درجة عالية مؽ العؾائق
 ايجابية ذات دلالة إحرائية بيؽ السعخفة و الدمؾك.

يجب أن يكؾن التسخيض في حالة اعجاد جيج وعمى دراية بظخيقة ادارة الالؼ. يؾصى  :التهصيات
بتدويج تسخيض وحجات العشاية السخكدة بتجريب أثشاء الخجمة ودورات مدتسخة في ادارة الالؼ. يسكؽ 

 الاستخاتيجيات السلائسة والسخيحة لتقميل العؾائق السحتسمة لتحديؽ تسكيؽ التسخيض تججيج و تعديد
بذكل أفزل مؽ خلال استخجام إرشادات السسارسة لمحرؾل عمى إدارة فعالة للألؼ لسخضى وحجات 
العشاية السخكدة. مؽ الستؾقع أن يتؼ تبشي ىحه الجراسة ودمجيا بذكل مشاسب مؽ قبل وزارة الرحة 

   في فمدظيؽ.


