
NOTE TO USERS 

The original manuscript received by UMI contains pages with 
slanted print. Pages were microfilmed as received. 

This reproduction is the best copy available 





RELATIONSHIP BEInrEEN NURSES' EMPATHIC RESPONSES AND PAIN 
MANAGEMENT IN ACUTE CARE 

Judith Heather Watt-Watson 

A thesis submiüexl in confo11Izity with the requirements 
for the degree of DoCror of Philosophy 

Graduate Department of Tbe Imtitute of Medical Science 
University of Toronto 

Copyright by Judith Heather Watt-Watson 1947 



National Library I*I of Canada 
Bibliothèque nationale 
du Canada 

Acquisitions and Acquisitions et 
Bibliographie Services senrices bibliographiques 

395 Wellington Street 395, rue Wellington 
OttawaON K1AON4 Ottawa ON K I  A ON4 
Canadâ Canada 

The author has granted a non- 
exclusive licence allowing the 
National Library of Canada to 
reproduce, loan, distribute or sell 
copies of this thesis in rnicrofom, 
paper or electronic formats. 

The author retains ownership of the 
copyright in this thesis. Neither the 
thesis nor substantial extracts fiom it 
may be printed or otherwise 
reproduced without the author's 
permission. 

L'auteur a accordé une licence non 
exclusive permettant à la 
Bibliothèque nationale du Canada de 
reproduire, prêter, distribuer ou 
vendre des copies de cette thèse sous 
la forme de microfichelfilm, de 
reproduction sur papier ou sur format 
électronique. 

L'auteur conserve la propriété du 
droit d'auteur qui protège cette thèse. 
Ni la thèse ni des extraits substantiels 
de celle-ci ne doivent être imprimés 
ou autrement reproduits sans son 
autorisation. 



Watt-Watson, Judith Heather, Ph.D. (1997). Relatiottship between nurses' empathie 
cesponses and pain management in amte tare. 'Ibe Iiistitute of Medml Science, 
University of Toronto. 

The purpose of this descriptive, 

between nurses' empathic responses 

correlational study was to examine the relationship 

and management of pain for their patients in acute 

care settings. Nurses' empathy and pain knowledge-beliefs were compareci with analgesic 

administration, patient pain intensity ratings, and patient pain beliefs. The conceptual 

framework was developed from the work of Winnicott, Gallop, and Melzack and Wall. 

A convenience sample of 225 patients was obtained from four cardiovascuiar surgical 

wards in three university-affiliated teaching hospitals. Al1 patients were interviewai on 

their third postoperative day fol lowing their initial, uncornpl icated coronary artery bypass 

surgery . They were given the McGilI Pain Questionnaire-Short Form (MPQ-SF) (Melzack, 

1987) and the Patient Pain Experience Scale (PPES) to assess prior pain, expectations, 

and current pain management. A convenience sample of 94 nurses working in the same 

settings was given the Staff-Patient Interaction Response Scale (SPIRS) (Gallop, 1989) to 

measure empathy and the Toronto Pain Management Inventory (TPMI) for pain 

knowledge-beliefs. Data from 203 patients were aggregated and linked with the nurse 

assigned to them to form 80 pairs. 

Patients with more empathic nurses did not report less pain or receive more analgesia 

than patients with less empathic nurses. Moreover, more empathic nurses did not have 

much greater pain knowledge than less empathic nurses. Major problerns were evident in 



pain knowledge and beliefs for al1 nurses, regardless of their SPIRS and TPMI levels. Most 

patients reported moderate to severe pain and were undermedicated across al1 hospital 

sites. Analgesic practices varied by site, afthough on average. nurses only gave 47 % of the 

prescribed dose. Nurses were very confident in their knowledge and competency in pain 

management. However, patients' perceptions of the nurse attending to their pain were 

not positive and there were discrepancies in nurse and patient perceptions of their 

interactions in the process of pain management. 

The most empathic and knowledgeable nurses in this study had erroneous beliefs 

about analgesia, patients' role in pain management, and optimal pain intensity levels. 

Patients also lacked knowledge about these areas. Pain education programmes are needed 

for both patients undergoing bypass surgery and the nurses caring for them. 
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RELATIONSHIP BEIWEEN NURSES' EMPATHIC RESPONSES AND PAiN 

MANAGEMENT IN ACUTE CARE 

Chapm 1 

INTRODUCIlON AND PROBLEM ST'ATEMENT 

InîrodUdiOn 

Effective pain management is problernatic. Inadequate pain relief has been repeatedly 

documenteci for over 20 years. Patients in acute care settings continue to experience 

moderate to severe pain in spite of prevalent pain literature, education, and treatment 

options (Abbott et al., 1992; Carr, 1990; Cohen, 1980; Donovan, Dillon, & McGuire, 

1987; Francke & Theeuwen, 1994; Keeri-Szanto & Heaman, 1972; Marks & Sachar, 

1973; Max, 1990; Melzack, Abbott, Zackon, Mulder & Davis, 1987; Miaskowski, Nichols, 

Brody, & Synold, 1994; Owen, McMillan, & Rogowski, 1990; Ward & Gordon, 1994; 

Ward & Gordon, 1996; Watt-Watson & Graydon, 1995; Weis, Sriwantanakul, Alloza, 

Weintraub, & Lasagna, 1983). Melzack and Wall's (1965) emphasis on the subjectivity and 

variability of people's responses to pain is not reflected in current pain practices. 

Pain management is an interactive process. However, patient self-reports of pain and 

pro fess ional careg iver ratings differ (Camp & O 'Sul1 ivan, 1987; Grossman, S heidler, 

Swedeen, Mucenski, & Piantadosi, 1991; Iafrati, 1986; Paice, Mahon, & Faut-Callahan, 

199 1 ; Seers, 1987; Teske, Daut, & Cleeland, 1983; Zalon, 1993). Moreover, prescribed 

analgesia is not given in spite of patients' reports of moderate to severe pain (Close, 1990: 

Donovan et al., 1987; Marks & Sachar, 1973; Paice et al., 1991; Watt-Watson & 

Graydon, 1995). Caregivers do not consider moderate to severe pain for patients in hospital 
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as problematic (Cohen, 1980; Kuhn, Cooke, Collins. Jones. & Mucklow. 1990; Lavies, 

Hart, Rounsefell, & Runcimen, 1992; Rankin & Snider, 1984; Watt-Watson, 1987; Weis 

et al., 1983). Therefore, patients communicating that they have pain either are not being 

heard, are being disagreed with, or are being dismisseci as unreliable sources of information. 

Not a11 patients voluntarily disclose that they are hurting (Cam, 1990; Lavies et ai.. 1992; 

Owen et al., 1990). and many are satisfied witb their management despite moderate to 

severe pain (Miaskowski et al., 1994; Ward & Gordon. 1994. 1996). Only minimal 

examination of the nurse-patient interaction in the process of pain management for medical 

or surgical patients has been documented. Consequently, the degree to which nurses attend 

to cues from patients and empathically respond to them is not known. 

Winnicott (1970) has encouraged caregivers to attend to the subtleties of interpersonai 

relationships and the qua1 ity of mregiving environmenu (Chescheir . 1985). His notion of 

facil itatine environment suggested that caregivers respond to patients in an empathie. not 

mechanical way. Caregivers need to possess a ca~acitv for concern in order to provide a 

facil itatine environment that encourages holding of patients in caregiving situations 

(Winnicott, 1963, 1970). The ideal cl inical environrnent represents a facil itating 

environment that feels safe, predictable and comfoning for patients. In  this environment, 

caregivers attend to what patients are experiencing and respond empathically to their needs. 

Knowledge can influence whether or not a caregiver will respond empathicall y (Gallop, 

1989) and is important to being confident in one's own care decisions (Winnicott, 1949). 

The notion o f  developing an optimal facilitating environment is relevant to patients in pain. 

Deficits in knowledge and refractory beliefs -about pain management continue to be 
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evident for both nurses and physicians (Brunier, Carson, & Harrison, 1995; Clarke et al, 

1996; Cohen, 1980; Elliott & Ellioa, 1992; Fife, Irick, & Painter, 1993; Fox, 1982; 

Grossman & Sheidler, 1985; Hamilton & Edgar, 1992; Lander, 1990; Lavies et al, 1992; 

Marks & Sachar, 1973; McCaffery, Ferrell, O'Neil-Page, & Lester, 1990; Von Roenn, 

Cleeland, Gonin, Hatfield, & Pandya, 1993; Vortherrns, Ryan, & Ward, 1992; Watt- 

Watson. 1 987). The recent pro1 iferation of both pain educat ion programs and research 

reports in journals and textbwks has not significantly changed the continuing frequency of 

pwr pain relief. Explanations as to why some caregivers are more attentive to patients' cues 

of pain and the need for optimal pain management are requireâ. The capacity to attend to 

patients ' cues. often described as therapeutic empathy, may be critical to effective pain 

management. Gallop, Lancee, and Gdinkel (1989) have defined therapeutic empathy as 

the wish to know or understand the subjective experience of the patient. 

Empathy, which has been discussed for many years as the basis of the therapeutic 

relationship, nevertheless has remained elusive, both in theory and measurernent. Gallop, 

Lancee. and Garfinkel ( 1 99Ob) have conceptual ized empathy as a three-phased process that 

is dependent upon the nurse being attentive to expressed meanings and interpretations that 

patients ataibute to their experience. The outcomes of each phase of the empathic process 

rnay be influenced by mediators such as nurses' knowledge-beliefs, patients' age, and 

contexmal variables such as hospital site. 

From an extensive review of the literature, Gallop (1989) has documented the paucity 

of valid and reliable scales availabie for use in inpatient wards. In existing scales, empathy has 

been defined in very broad categories. These categories are confusing , poorl y operational ized, 
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and do not recognize the di ffering phases of the empathic process (Barrett-Lennard, 198 1 : 

Gallop, 1989). Gallop agreed with Gagan (1983). that available rneasures used in 

ps ychotherapeutic contexu, may be inappropriate for the more spontaneous interactions in 

nursing. Gallop's (1989) conceptualization and operationakation of empathy help to address 

these difficulties. The Staff Patient Interaction ~ e s ~ o n s e  Scale (SPIRS) derived from this work 

is relevant to an examination of the relationship between nurse responses and pain 

management. 

Patients' pain in the acute a r e  setting is not being adequately assesseci or acted upon if 

unrelieved pain continues in spite of ordered analgesia (Abbott et al.. 1992; Ferrell, 

McCaffery, & Grant, 1991: Kuhn et al., 1990; Owen et al., 1990; Paice et al., 1991). 

Postoperative pain management continues to be very inadequate for many patients in spite 

of nurses' major role in assessing and rnanaging postoperative pain. The relationship beween 

nurses' empathic responses, and what they know and believe about pain management 

practices including patient experiences and responses to pain, is unknown. The influence of 

empathy on patient outcomes related to pain intensity ratings and analgesic administration 

is also not known. Therefore, nurses' responses to patients in pain, such as in surgical settings. 

need to be examined. Coronary vascular surgical settings were chosen for this study because 

of the increasing number of patients undergoing bypass graft surgery and the expressed 

assumption by clinicians that these patients were " well pain managed " . 

Cardiovascular diseases, as the major cause of death, disability, and iilness in Canada. 

have a significant impact on our heaith care system (Reeâer et al., 1995). The treatment 

of cardiovascular disease has accounted for almost 20% of al1 patient stays in hospital. 
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Moreover, coronary artery bypass graft surgery (CABG) has increased substantially during 

the past decade (Reeder et al., 1995). This surgical procedure is increasing pmicularly in 

the older population, and the resuiting cos& are directly related to patienu' age and the 

number of vessels grafted (Kmeger, Goncalves, Caruth, & Hayden, 1992). The average 

cost estimate of coronary bypass surgery in Canada is $22,000 per patient, although 

there can be considerable variation (Heart & Stroke, 1996; Reeder et al., 1995). 

Coronary bypass surgeriu, which involve many pain-sensitive structures, most 

commonly include a median stemotomy with invasion of subcutaneous muscle and visceral 

tissues. The grafting procedure usuall y involves several sites. Saphenous leg grafting to 

harvest veins requires significant leg incisions and is the most common site. As well, many 

patients receive an interna1 mammary artery graft that requires manipulation and 

retraction of the sternum and electrocautery to dissect the artery from the chest wall 

(Heye. 1991). Al1 of these procedures can result in moderate to severe postoperative 

pain and CABG patients have identified an average of six locations of pain after surgery 

(Heye, 1991). 

In recent studies, coronary bypass patients report considerable unrelieved pain 

(Puntillo & Weiss, L 994: Vald ix 9r Puntillo, 1995) and receive inadequate postoperative 

analgesia (Maxam-Moore, Wilkie & Woods, 1994). Unrelieved pain can precipitate 

adverse responses including pulmonary and cardiovascular dysfunction (Benedetti, Bonica 

& Belluci, 1984; Craig, 198 1; O'Gara, 1988). For example, Puntillo and Weiss (1994) 

have documented atelectas is in those patients wi th greater pain intensity after 

cardiovascular surgery . Moreover , earl y postoperative pain for thoracotom y patients was 
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the only factor that significantly predicted pain 18 months later (Katz, Jackson, 

Kavanagh, & Sandler, 1996). However, 

fewer complications, earl ier mobilization, 

& Boyd, D., 1984; Tuman et al., 1991; 

W ith escalating costs and fiscal restraints, 

well-managed postoperative pain can resi.1 t in 

and shorter hosp ital s tays (Finley, Keeri-Szanto, 

Wasylak, Abbon, English, & Jeans, 1990). 

it is crucial to ensure that patients are 

sufficiently cornfortable, in order to (a) mobilize quickly within shorter hospital stays and 

(b) be discharged without future complications of unrel ieved pain. 

The purpose of this study was to examine the relationship between nurses' empathic 

responses and their pain management approaches as reflected in patients' pain i ntens ity 

rating and analgesics administered after surgery. Factors which might mediate this process 

were also examined, such as nurses' pain knowledge and beliefs, patients' age, and the 

contextual variable of hospital site. Nurses and patients were paired to permit a 

cornparison of nurses' empathy and pain-related knowledge and beliefs with their actual 

practices for patients following coronary bypass surgery. Winnicott, Gallop. and Melzack 

and Wall contribute to the conceptual bais directing this study. 

Problem Statement 

Cardiovascular disease is a major health problern that may require coronary artery 

bypass surgery . In recent studiw . patients after bypass surgery describe inadequate pain 

relief. Early post-operative pain has been a predictor of long-term pain (Katz et al.. 

1996). The variability in patients' responses to pain is not recognized by nurses, as 

patients in a variety of clinical settings report moderate to severe pain. Nurses' lack of 

knowledge and misbel iefs about pain may contribute to this problem. 
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In this study, a mode1 of interpersonal process has been used to examine the wntext 

of pain management. Therapeutic empathy involves subjective inquiry in order to 

understand the experience of another (Gallop et al.. 1989). Inquiry into patients' pain is 

crucial to effective management as patient responses to postoperative pain Vary 

considerably (Benedetti et al., 1984). The degree to which nurses are empathic in 

responding to patients in pain is not known. 



Chapter II 

REVIEW OF THE Lfl'ERATURE AND CONCEPTVAL FRAMEWORK 

Pain is subjective and responses to pain are highly variable (Melzack & Wall, 1965, 

1973, 1982. 1996). If caregivers are to understand and help patients with their pain 

experience, they will need to attend to this subjective quality of pain. Empathic care 

which focuses on the meaning of the individual's experience may be critical to effective 

pain management. Consequently, the conceptual framework for this research needs to 

address the creation of an environrnent that allows for the expression of one's unique pain 

and related needs. 

The conceptual fiamework is grounded in Winnicott's notion of a facilitating 

environment. A facilitating environment feels secure and predictable to patients as it is 

reliable, not in a mechanical way, but in a way that implies empathy (Winnicott, 1960). 

Central to the constmct are the interrelated concepts of caregivers' capacity for concern 

and holding. Capacity for concem, an essential component of interpersonal relationships, 

involves the ability to attend to and accept responsibility in relationships. Holding involves 

empathically responding to patient's needs in the process of protecting patients from 

unnecessary stress. Caregivers need to possess a capacity for concern to be able to hold 

clients in a facilitating environment (Winnicott, 1963, 1970). Winnicott defines a 

facilitating environment as one where caregiven are amined to individual's unique needs 

and try to understand another's experience. Gallop et al. (1990a) define this wish to 

know and understand the experience of the patient as therapeutic empathy. Empathy 

may be mediateci by nurse, patient, and contextual variables. 
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The conceptual mode1 for this stud y illustrates the h ypothesized relations hips between 

the facilitating environment as operationalked by empathy and the clinical outcomes of 

patient's pain intensity and anaigesia adm inistered. 

Li- Revïew 

The 1 iterature review examines theories, concepts, and research related to facilitating 

environment, pain, and empathy. Winnicott's construct of facilitating environment, 

including its two cenaal concepts of capacity for concern and holding, is discussed for in 

relevance to empathy and pain management. Empathy is discussed related to its (a) 

historical development, (b) concepnialization and resulting confusion, (c) conceptual 

development in major nursing models, (d) research outcomes and mediaton, and (e) 

measures used in the nursing literature including Gallop's (1989). Pain theory is briefly 

discussed to explain the importance of recognizing the subjectivity and variability in pain 

and related key measures are described related to their relevance for this study. Research 

findings underlining problems related to (a) ineffective acute pain relief particularly for 

cardiovascular patients who are the participants in this study , (b) careg ivers ' knowfedge 

and beliefs about pain, and (c) the congruency between caregivers* and patients' pain 

intensity ratings are exarn ined, particuIar1 y for nurses. The limitations of the current 

measures of nurses* pain knowledge and beliefs are discussed as a basis for developing the 

new measure in this study. 

Conclusions are summarized following the review of the literature. Finally, a 

conceptual framework evolving from this review is proposed to guide this study. 



Facil i tatine Environment 

Winnicott (1970) suggests that principles leamed from earlier parental care can be 

applied in the professional work setting to enhance empathic care. Gallop's (1989) 

mediators such as nurses' birthplace and knowledge or patients' age and expressivity can 

influence these princip les. Whether caregivers are able to move from understanding the 

patients to actually helping them, depends on mediators that involve the nurse, patient, 

and/or context. According to Winnicott (1 963, IWO),  heal th care professionals need to 

possess a caoacitv for concern in order to provide a facilitating environment which 

encourages holding of patients in are-giving situations. The ideai clinical environment is a 

facilitating one which feels safe, predictable, and comfoning to the patient. In this 

environment, the caregiver attends to the subjective experience of the patient. and 

responds to the needs of the patient. These notions are relevant to understanding the 

creation of an optimal facilitating environment for patients in pain. 

A facilitating environment is one where the caregiver adapts to a considerable degree 

to individual needs and responds in an empathic, non-mechanistic way. In this 

environment, caregivers are amined to the feelings being expresseci by patients and act as 

a mirror in reflecting this understanding back to their patients. This reflection can only 

occur where the other is allowed to be herlhimself, accepted as a unique person without 

being judged (Winnicott, 196û). If caregivers have preconceived ideas of the person and 

hedhis experience, they will be unable to respond empath icall y to the individual's unique 

cues. For example. nurses' empathy has been found to Vary with the patient's diagnosis 

(Gallop, 1989; Hughes et al.. 1990). Winnicott -(1956) suggests that caregivers in a 
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facilitating environment bring a developed capacity to understand what the other may be 

feeling in order meet her or his needs. Caregivers who are unable to stand in the other 

person's s hoes are merel y technicians (Winnicott, 1970). Researchers suggest that older, 

experienced nurses may have difficulty responding empathically (Brunt, 1985; Forsyth, 

1979; Gallop, 1989, M y ~ t t ,  1985; Pennington & Pierce, 1985; Reid-Ponte, 1992: 

Sparling & Jones, (1977). The impact of binhplace on one's comfort with empathic 

inquiry is not known. Nurses educated in the Western countries of Britain, Canada, and 

the United States have had higher pain knowleûge scores than nurses educated in the 

Phi1 ippines (Brunier et al., 1995) and knowledge rnay influence ernpathic abil ity . 

The consequence of needs being met is a reduction in anxiety and a greater sense of 

feeiing cared for. The patient believes in the reliability of the caregiver as she or he is 

cared for in a predictable way. A facilitating environment goes unnoticerl when the 

caregiver is able to make the other's world as simple and protected as possible (Winnicott, 

1960). A sense of security and stability results from such an ernpathic environment. 

Provid ing a facil itating environment has major implications for changing current 

ineffective pain practices. Pain is subjective and complex (Melzack & Wall, 1965, 1973, 

1982. 1996). Patients' perceptions and responses to pain are unique and unpredictable. 

This variability is evident in patients' needs and their expressions of pain. Caregivers need 

to be attuned to these differences and recognize their importance in providing 

individual ized pain management. However research would suggest that this does not 

always happen. Nurses do not systematically ask patients about their pain ( Donovan et 

al.. 1987; Graffam. 1970. ; Watt-Watson, 1987). Nurses' own pain perceptions rnay 
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take precedence over those of patients and patient self-report may not be valued (Dalton, 

1989; Ferre11 et al., 199 1). Therefore, caregivers with preconceived ideas about the pain 

experience may have dificulty providing a facilitating environment. Their pain strategies 

may reflect their own perceptions instead of reflecting those of their patients. 

Difficulties in recognizing and undentanding another's pain are clinically well 

known. Patients are a crucial source of information in sorting out what they are feeling 

and possible options for intervention. Problems arise where caregivers problematic beliefs 

or misbeliefs block the empathic process. Krivo and Reidenberg (1996) conclude that 

while health professionals are aware of patients' perceptions of their pain, they tfiink that 

patients overstate their pain. Some caregivers do not believe that patients' pain ratings are 

accurate and this thinking may explain the caregiver-patient discrepancies in pain 

assessment and documentation (Camp & O'Sullivan, 1987; Donovan et al.. 1987; 

Grossman et al., 1991; Seers, 1987; Teske et al., 1983). Recognizing these erroneous 

beliefs or misbeliefs as a basis for practice is a necessary step to effect change in pain 

management (Watt-Watson, 1992). 

Caregivers and patients both Vary in their experience and expression of pain. In a 

facilitating environment. nurses recognize that subjective information from patients is 

essential to avoid making incorrect assurnptions about the pain they are experiencing. 

Therefore, a safe, predictable environment will occur only where patients' perceptions are 

valued and incorporated into subsequent planning. Within this facilitating environment 

nurses possessing a capacity for concern are able to hold or empathically respond to 

patients. 
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CaDacity for Concem 

The capacity for concern is the ability of an individual with a strong sense of self to be 

caring and to feel and accept responsibility in relationships (Winnicott, 1963). A strong 

or positive sense of self is acquired by being valued and cared for in a consistent and 

positive manner in the earl y mother- infant relationship. Concern is an essential component 

of al1 positive interpersonal relationships. In Winnicott's (1960) opinion, an incapacity 

for concern is rare, although individuals who only partly have developed emotionally and 

are able to be only partly concerned are not rare. Everyone has an inherent potential 

which continues to grow into and throughout adult life. 

Caregivers have chosen careers which involve rnetaphorically similar relationships to 

Winnicott's mother-infant unit. Patients being admitted into an unfamiliar setting, with 

potentially painhl procedures and treatments, are to varying degrees physicall y and 

emotionally dependent on caregivers. Patients have to tmst that caregivers are concerned 

about their ind ividual needs . Winnicott cautions against pred icting responses based on 

assurnptions instead of recognizing and relating to the uniqueness of each person. Where 

the work env ironment becomes i ncreasingl y routine, non-reflective responses may replace 

concern. The degree to which caregivers are able to utilize their capacity for concern in 

caring for or holding the patient is an important question. Concern is the basic prernise of 

al1 therapeutic involvernent and is reflected in the facilitating environment. 

Holding 

Winnicott describes the prototype of al1 care as holding which includes al1 that the 

person is and does for the other. The main function of holding is to minimize 



14 

impingements or disruptions which are felt as threats to one's personal existence 

(Winnicott, 1960). If patients' needs for minimal complications are met, they can trust 

their caregiven and feel secure. A sense of persona1 identity evolves from holding as the 

patient receives feedback that he/she has been recognized as an individual and understood 

(Winnicott, 1970). Patients being cared for by more empathic nurses have demonstrated 

improved mood and were more satisfied with theù care (Brown, 1990; La Monica, Wolf, 

& Oberst, 1987: Lancee, Gallop, McCay, & Toner, 1995; Williams, 1979). 

The process of holding includes several components that are relevant to patients in 

hospital settings. A holding environment is one which adapts to patients' needs, with 

caregivers responding to what patients are actually feeling, not what they think patients 

should feel (Winnicott, 1960). Holding should protect the patient fkom unnecessary 

stress, yet for over 20 years, signifiant numbers of hospitalized patients have experienced 

umelieved moderate to severe pain (Marks & Sachar, 1973; Miaskowski et al., 1994; 

Ward & Gordon, 1996; Watt-Watson & Graydon, 1995). M i l e  opioid analgesics are a 

major cornponent of pain management in acute care, the average dose of opioid 

analgesics administered has been considerably l e s  than the amount ordered. Patients 

frequently have received minimal doses of opioid analgesia on their first post-operative 

day in spite of available written prescriptions ( C m ,  1990; Paice et, ai., 199 1). When 

analgesics have been administered, some patients describe on1 y temporary rel ief of pain 

which disappears before the next dose is given (Kuhn et al., 1990; Lavies et al., 1992). 

ConceptuaIl y, the hospital environment can be described as failing to minimize 

irnpingements or disruptions and increasing anxiety, thus failing to hold the patient. The 
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is not therapeutic if moderate to severe pain is reportexi because 

not given, time intervals are inappropriate, or doses are 

insufficient for satisfactory relief. 

Holding should iake into account the patient's lack of knowledge about the unfamiliar 

world of being a patient, including the right for optimal pain relief and the available 

options for pain management. Caregivers need to reaiize that patients bring their own 

beliefs about pain and treatments, some of which preclude effective pain management 

(Ward et al., 1993; Watt-Watson, 1992). Many patients have stated they would Iike 

total relief or as much relief as possible (Carr, 1990; Kuhn et al., 1990; Owen et al., 

1990). However. two-thirds of patients in several studies would wait until their pain was 

severe before asking for help or would wait for the caregiver to ask them about their pain 

( C m ,  1990; Lavies et al., 1992: Owen et al., 1990). In Seers' (1987) nurse sample, 

68 % felt that patients would ask them if they needed analgesics but 42 % of patients 

expected the nurse to know that they were in pain. The majority of patients in several 

studies did not expect to have their pain relieved (Carr, 1990; King, 1985; Lavies et al., 

1992: Owen et al., 1990). although 64 % of a pre-operative coronary bypass sample did 

report concern about anticipated postoperative pain (King, 1985). 

Winnicott (1956) suggests that caregivers need to examine ways of providing a 

professional setting of tmst in order to be more than technicians implementing remedies 

in a mechanistic rnanner. Holding through effective pain management provides a more 

secure and less anxiety-provoking environment within wh ich patients are able to recover. 

Patients are in dependent positions requiring caregivers to be reliable in their overall 
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empathic attitude. The prevalence of moderate to severe pain as the norm for patients 

does not reflect a holding environment. 

EmDothv 

For many years, empathy has been discussed in most nursing literanire as an essential 

basis of a therapeutic relationship; yet the concept remains elusive. A variety of 

definitions exist, o k n  reiated to the various instruments used to rneasure empathy. In 

anempting to understand the complexity of empathy, various writers have examined 

fragmented components of this concept, such as affective or cognitive behaviour. 

Empathy fiequently has been reduced to a communication ski11 or a personality 

characteristic without there being any discussion of the empathic interaction andlor the 

factors influencing it. This reductionistic approach precludes the very essence of empath y, 

thar of the experience of the self, the other, and the interaction between the two. 

While major developrnents in nursing's conceptualization of empathy have recently 

been published (Gallop, Lancee, & Garfinkel, 1990a; Wheeler, 1988; Williams, lgW), 

there is no generally accepted theory concerning the nature of empathy in nursing 

(Wheeler, 1988). Minimal data exist that demonstrate the benefia of empathy in 

facilitating effective a r e .  Gould (1990) suggested there was an urgency to explore what 

empathy is, along with both how it succeeds or fails to be therapeutic. Therefore, it is 

essential that the nature of empathy, the relationship between empathy and therapeutic 

outcornes, and the instruments nurse researchers use most fiequently to measure 

ernpathy, be examined from a nursing perspective. 
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Nature of EmDQthy 

Histoncal devehment. Empathy is a relatively new concept that was 1 imited to the 

psychoanalytic field earlier in this century (Morse et ai., 1992a). In the 1950s, Car1 

Rogers' (1% 1) client-centred focus began to influence nursing and his paper published in 

the American Joumal of Nursinp; (1956) presented "sensitive empathy " as a part of the 

therapeutic relationship. He saessed the importance of "sensing" the client's private world 

"as if it were your own, but without ever losing the 'as i f  quality - this is empathy, and 

this seems essential to therapy" (Rogers, 1957, p.99). The term empathy had been 

introduced earlier to the nursing literature by Peplau. (1952) in a brief reference to its 

importance in the infant-mother relationship. Speroff (1956) defined empathy as both a 

process and an ability (see Appendix A, Table 1). While he differentiated empathy from 

identification, projection, and sympathy, Speroff considered the latter to be a vaiuable 

pan of empathizing with others. 

In the 1960s, many nursing writers (Henderson, 1964; Kozier & Du Gas, 1967; 

Orlando, 196 1 ; Wiedenbach, 1964) underlined the importance of knowing the patient's 

perception but they did not describe this directly as empathy (Peitchinis, 1990). Several 

psychologists began to ernphasize the importance of empathy in therapy, to develop tools 

to measure it (Barrett-Lennard, 1962; Carkhuff, 1969; Tmax & Carkhuff, 1967), and 

to look for the effects of empathy on client outcornes (Gladstein 1970, 1977). 

In the 1 9 7 0 ~ ~  nurses most frequently described empathy as an intrapsychic 

phenomenon, as the ability to understand the experience of another "as if" it were one's 

own (Stetler, 1977; see Appendix A, Table 1). When defining patterns of knowing, 
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Carper (1978) described empathy as an important mode in the aesthetic pattern of 

knowing. By 1983, Gagan stated that the most common definition in the nursing research 

literature included the ability to perceive the meaning and feelings of another aimg with 

the interactionai cornponent of communicating that understanding to another (Forsyth, 

1980; Kalisch, 1971a: La Monica, 1979; Layton, 1979; Sparling & Jones, 1977; 

Stetler, 1977). 

From the delineation of empathy into both sensing and communicating this 

understanding, further conceptualizations and definitions of empathy have developed (see 

Appendk A, Table 2). In dl conceptions of empathy, both feelings and cognitions are 

present, although an ernphasis on one or the other significantly changes the concept 

(Olsen, 1991). Several nurse researchers have wntributed to the evolution in theory 

development of dividing empathy into stages (Gallop, 1989; Kunst-W ilson, Carpenter, 

Poser, Vennohr, & Kushner, 1981; La Monica, 198 1). Gallop (1989) was influenced 

b y Barrett-Lemard ( 1962); she developed a three-phased process mode1 which moves 

from experiencing another 's expressivity , through a rnatching phase, to the acniai helping 

of the other when therapeutic empathy is present. 

Conazptuaiization of e m d v .  No consensus exists on how empathy should be 

defined or measured. MacKay, Hughes, and Carver (1990). Wheeler (1988). and Morse 

et al. (1992a) reviewed nursing and other literature to determine the major conceptual 

approaches to empathy and have some variation in their subsequent conclus ions. Forsyth 

(1980) used concept analysis to identiQ the criteria necessary for empathy to exist. and 

Williams ( 1990) examined four major conceptual izations from the nursing 1 iterature. 



MacKay et al. (1990) suggested that practitioners and scientisrs concepnialize 

empathy fundamenmlly in three ways: as behaviour, as a penonality predisposition or 

aminide, and as experienced emotion. With the behavioural approach of observing client- 

professional interactions, behavioun are assumed to be indicative of empathy. The 

behaviour may be perceived and described by an independent observer (Aspy, 1975; 

Carkhuff. 1969; Rogers, 1975), by the person involved in the interaction (Barrett- 

Lennard, 1962; Kunst-Wilson et al., 1981), or by peers (Kalisch, 1971b; La Monica, 

198 1). Many psychologists and human relations researchers viewed empathy as a 

personality dimension (Dagenais & Meleis, 1982; Davis, 1983; Hogan, 1969, l975), 

although this wnceptualization was problematic, and there was no consistency in the 

dimensions chosen. To Mehrabian & Epstein (1972), empathy was an emotion derived 

from experiencing the imagined emotions of others, based on their observed behaviour. 

Wheeler (1988) chose several broad models identifid by Marks and Tolsma (1986) 

as relevant to the nature of empathy. The consistency model. from the psychoanaiytic 

literature, is focused on the therapist's intrapsychic process of undentanding what the 

other is feeling (Berger, 1987). In the wntextual/behavioural model, roles, norms and 

structure influenced behaviour as the individual considered his or fier actions in relation to 

consequences for others (Forsyth, 1979; MacDonald, 1977: Mynatr, 1985). The 

cognitive/~erceptual model is focused on affective sensi tivity of the individual to describe 

the feelings of another (Brunclik, Thurston & Feldhusen, 1967; Kunst-Wilson et ai, 

198 1; Northouse, 1979). Most nursing studies were based on the fulfilmentl 

p henomenoloeic model wh ich is focused on communicating understanding within 



interpenonal relationships (Clay, 1984; Gallop, 1989; Kalisch, 1973; La Monica, 

198 1; Layton, 1979; Rogers, 1986; Stetler, 1977; Williams. 1979). In the latter 

model, Wheeler (1 988) identified difficulties because of incongruencies in concep tual and 

operational definitions. She suggested that empathy was a complex concept, which should 

be exploreci in a unified mode1 and not asfragmentecl parts. 

Williams (1990) focused on the nursing literature and identified four major 

conceptualizations of empathy : Baumgartner (IWO), Zderad (1 %9), Forsyth (1 %O), 

and Wheeler (1 988). Baurngartner (1970) and Zderad (1969) heavily reflected 

psychoanalytic theory, and both included emotional and cognitive components in their 

concept. Baumgartner (1970) analyzed the process of empathy in sequential seps, from 

acceptance of self through full participation with the patient's feeling in its contextual 

relation to his or her life situation. Zderad (1969) divided clinical empathy into three 

phases of the ernpathic process. In. Phase 1, internalization, the empathizer identified in a 

temporary, affective way with the other. Phase 2 or inner response involved a vicarious 

experiencing or reverberation with the other, including physical sensation. Phase 3 or 

obiectification involved a detachment from the other's world and reentry into one's own 

world to deliberately withdraw fiom subjective involvement and break identification with 

the other person. Both approaches focused on the patient and emphasized the need to 

examine patients' expressed data objective1 y. 

Forsyth (1980), influenced by Carkhuff (1969), used concept analysis to define eight 

criteria necessary for empathy to exist. Consciousness included awareness of oneself and 

the other and. also the experience of each. Temporality was the "here" and "now", that 
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required a response, and relatiowhb included the response, interaction, and reciprocity in 

amnding to the other. Validation included seeking feedback about one's perception of 

the situation, and accuracv involved clarification of the meaning of the person's 

experience from his or her interna1 framework. Intensity described the degree of ernpathic 

reflection of the other's expressed feeling. Finally, the need for obiectivitv and freedom of 

evaluation were cited as important in differentiating between empathy and related 

concepts of sympathy , p ity , and compassion. Forsyth's (1 980) criteria reflected both 

emotional and wgnitive components of empathy and the nemi to validate perceptions 

objectively. 

Morse and colleagues (1992a) identified four components of empathy, nameiy 

moral. emotive. cognitive and behavioural. Although the authors stated that these 

components were identified from both psycholog ical and nursing literanire, their nursing 

sources were minimal. The moral component was described as not "clearly delineated or 

defined as a separate component of the concept" (p.273), although earlier measures with 

a moral perspective such as Hogan's (1969) were referred to. The emotive component 

was derived from Rogers' (1957) sense of perceiving the feelings of another. Empathic 

ability was assumed to be a natural inherited potential that developed with maturity. The 

authors suggested that a person's emotional empathy influenced the subsequent cognitive 

and behavioural empathy. Their suggestion that the ernpathizer was conscious of 

responding to the other's cues is debatable. The wgnitive component included 

perspective taking from an objective stance and the behavioural component was the 

ability to communicate empathic understanding and concern. Morse et al. (1992a) 
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criticized nurse authors for emphasizing the cognitive and behavioural components of 

empathy and dismuraging emotional involvement with patients. Unfortunately, they did 

not include the three most recent nursing empathy models in their critique. 

Wheeler's (1988)- concept of empathy as a process or unique human field pattern 

versus the usual multicomponent concept of empathy was not discussed by Morse et al. 

(1992a). They cited William's mode1 (1990) but did not discuss her notion of oscillation 

between emotion and cognition with mature empathy. Williams emphasized that failure to 

synthesize emotion and cognition results in either overemotional responses or 

intel lectualization and distancing. Gallop et al. 's (1 Wh) paper was not mentioned, 

although their mode1 addressed some of the problems that Morse et al. (1992a) 

identifiai. 

In summary, nurses have utiliwl the thinking and empathic masures developed in the 

ps ychoanalytic and counsel ling field. Therefore, their thinking reflects the diversity evident 

there. The earl ier conceptual izations have tended to cornpartmental ize empath y into 

components such as behavioun and characteristics or emotions, particularly differentiating 

between an affective or cognitive focus. Hornblow (1980) suggested that 

conceptualizations differ in other ways. The ernphas is on attitudinal , inua-psych ic or 

covert aspects as emphasized by Rogers (1975) in his client-centred psychotherapy was in 

contrast to Truax and Carkhuffs (1967) observable, behavioural and overt focus. Hogan 

(1 969) defined empathy as a trait with potential innate determinants. Gallop (1989) 

included trait as only one mediator, dong with siate and contextual variables, that 

influerce the process of empathy. Thus, there is no one established conceptualization of 
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empath y but many different operational ized definitions, that have been borrowed b y 

nurses fiom the psychoanaiytic and counselling literaaire. 

While these broad conceptuaiizations of empathy differ, there are some 

commonalities. They suggest that ernpathic behaviour results from emoticnal awareness of 

the other and cognitive understanding of this affective sensitivity . Both personali ty 

predisposition and communication skiils are included in being empathic (MacKay. Carver, 

& Hughes, 1990). A combining of both emotional and cognitive components is evident 

in the most recent models (Gallop et al., 1990a; Wheeler, 1988; Williams, 1990) 

although this has not been uniformly accepted (Morse et al., 1992). Gallop and 

colleagues' (1990a) conceptualization is unique in that it builds on previous work to 

address some of the existing confusion and controversy. 

Cooceptual confusion. The conceptual fit of empathy for nursing practice has been 

challenged by Morse et al. (1992a). Part of the problem which they identifieci, is the 

body of confusing literature surrounding the meaning and components of empathy, 

compounded by contradictory views of researchers. Morse et al. (1992a) atnibuted this 

confusion to the subjectivity of empathy, the complexity of its process, and 

conceptualizations that have been uncriticized and sometimes incornpiete. Pike (1 WO), 

also critical, described empathy as an "eiusive and mysteriousn concept (p. 235). 

An examination of definitions of empathy in the nursing literature (see Appendix A, 

Table 1) has pointed to confusion andior disagreement around two major issues. Opinion 

falls on a continuum related to the appropriate objective-subjective balance of the 

therapeutic relations hip and is ofien polarized into sympathy versus empathy . Secondl y, 
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some definitions move beyond understanding feelings and meanings to include the need 

for both communicative and behavioural responses. In the objective-subjective debate, the 

degree of 

emotional 

sympathy 

acceptable involvement with others ranges from maintaining one's identity and 

distance to losing oneself and merging with the client's experience. The word 

was the word primarily used prior to empathy to describe nurse interactions 

with patients, and distinctions have not always been clearly understood or discussed 

(Ehmann, 197 1 ; McKay et al., 1990; Morse et al., 19%). 

Several authors have challenged the utility of therapeutic empathy in al1 areas of 

nursing practice. Morse et al.3 (1992a) concern about patients needing to "learn to 

accept reality" takes precedence over their receiving empathic responses (p .277). Morse 

et al. (1992a) and othen (Ehmann, 1971; Travelbee, 1963) also have queried whether 

nurses can be empathic with a11 clients. Diers (1990) cautioned that empathy "is a 

dangerous notion if it is thought to be mindless, experiential, existential connectednessn 

and is not helpful if the clarity of the concept is obscured by too broad a definition (p. 

241). While every patient-encounter requires one to be open to the other's experience, 

Diers (1990) suggested that not every encounter will benefit from empathy . S he 

descr ibed an affective-cognitive dichotomy in her prem ise, that some encounters w il l 

requ ire theory , appl ied experience, translation, or consultation instead of empath y. 

Morse et al .'s (1992a) premise, that ernpathic approaches are not realistic in acute 

care, confuses empathy wi th psychological counsell ing. Empathy does not require the " 30 

minutes or longer listening to one patientn (p.278) that they suggested. Empathy is a 

sensing of any person's experience, whether simple or cornplex, that is not restricted to a 
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time M e .  Empathy has a timeless quality and can occur in a brief interaction of minutes 

or over a p e n d  of years (Gallop et al., 1990a; Wheeler. l988). 

The second issue in the conceptual confusion is focused on whether empathy is also 

an intervention or learned skill. Empathy has been defined on two levels, as a way of 

being with another person and as a measurable and teachable communication skill (see 

Appendix A. Table 2). Northouse (1979) delineated two primary viewpoints for 

investigating nursing research related to ernpathy: that of interpersonal accurate 

perceptions andfor the ability to communicate these accurate perceptions to the other. 

The latter viewpoint led to the development and evaluation of communication techniques 

and training programmes in order to facilitate nurses' ernpathic skills. 

An important question to examine is whether communicating sensing or ernpathic 

understanding to another is a component of empathy or an outcome of an ernpathic 

exchange. Kalisch (1973) suggested that for empathic perceptions ro be useful, they must 

be effectively communicated to the other. but she did not include this latter aspect in her 

definition of empathy. Validation of the accuracy of one's understanding was underlined 

by Rogers (1975) and identified as a criterion whenever empathy exists by Fonyth 

(1980). Does this validation need to be taught and does it require techniques? 

Morse et al. (1992b) are critical of therapeutic empathy as deliberate strategies which 

include cognitive and behavioural components but not the emotional component in nurse 

responses. They argue. that empathy has been reduced to a mechanistic patter or 

standardized learned approaches, which caregivers use to decrease their emotional 

responses to clients. Can ernpathic responses be mechanistic or rote (Morse et al.. 
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1992b)? Gallop et al's (1989) definition of therapeutic empathy as the wish to know or 

understand the subjective experience of another suggests that empathy is not ritualistic. 

Maior Nursine Models of Emoathy 

Recentiy, three major conceptualizations of empathy have been published in the 

nursing literature. Wheeler's (1988) model . useci a systems paradigm and was the most 

removed fiom psychological and psychoanalytical underpinnings. Williams (1 990) and 

Gallop (1989) both used previous writing from a variety of disciplines in developing their 

models. Gallop's concept of empathy as a three-phase time-sequenced process has been 

operationalized in a measurement twl (1 989). 

Wheeler. Wheeler (1988) proposed that Martha Rogers' (1970) systems parad igm 

provides a uniQing model for the concept of empathy. Empathy was conceptualized as an 

energy field pattern emerging from the continuous interaction between people and their 

environment. In this spiralling non-repeating pattern of empathy , ernotional harmony and 

objective intellectual evaluation are closely connected. More empathic people are able to 

differentiate to a greater degree between the self and the other. Empathy as a connecting 

link between energy fields is not bound by time. Empathy may occur within a brief 

interaction (Le. minutes) or be an ongoing response for years. 

Wheeler (1988) did not fragment empathy into a personality trait, a learned skillor 

an ernotional factor. Instead, she focused broadly on the process of a resonating 

interchange between two people, each of whom is a total person both in hislher own 

context and in the one they share. Nurses were described as resonating instruments who 

share and reflect patients' needs and emotions through the empathic process. This process 
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an ongoing openness to people and not a process of selected empathy for some 

others. She described this model as a beginning effort to explore the nature of 

empathy using a nursing science approach instead of borrowing conapts from 

psychological models. Operationdization and measurement of empathy within Wheeler's 

model were not developed. Research is needed to explicate variables associated with ine 

empathic process and to identify factors necessary for empathy to occur. 

Williams. Williams (1990) described empathy as a multidimensional phenornenon and 

as a unitary construct with emotional. cognitive. communicative and retational 

components. Each individual has a genetic biological tendency to react to emotions in 

others that can be influenced by both cognitive and emotional components of the 

situation. Connitive ern~athy is a synthesis of inferential and intuitive processes, much of 

which occurs at a preconscious level; it requires the use of knowledge of the other, 

mernories of personal experiences and theoretical knowledge along with a detachment 

from the emotional component. Emotional em~athv is the vicarious experiencing of the 

emotion of the other. Whether this occurs by direct transmission of emotion between 

people or through reading verbal and non-verbal cues is unclear. Communicative emoathv 

is the ability to translate a conceptuaiization of the other's experience into meaningful 

verbal and nonverbal language. Relational empathy describes the interpersonal experience 

of empathy and is enhanced by physical and psychological proximity. 

Williams (1 990) addressed . the empathy-sympathy issue, suggesting that the absence 

of adequate cognitive functioning and real ity testing results in experiencing the empathized 

emotion as one's own. In mature empathy, emotional and cognitive prccrsses interact and 
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dis tancing occur . 

This model reflected considerable complexity leading to the interpersonal experience 

of empathy. Williams-(1990) included the genetic ernpathic tendency which was 

mediated by developmental experiences, personality development, and arousal level. The 

need to examine contextual variables was included and several examples were given. Her 

emphasis on the interaction and synthesis of emotional and cognitive processes in mature 

empathy was an advance from the previous fragmentation. However, Williams' (1 990) 

model focused on components of the empathizer and included very little developrnent of 

what actually occurred with empathic insight and communication, other than to Say it 

always occurred in the context of a relationship. She did not examine the process of 

interaction between two people who each bring their unique context to the relationship. 

She concluded by indicating that the complexity of her construct did not allow adequate 

measurement with existing instruments and the researcher would need to focus on parts of 

the construct. 

Gallop. Gallop (1989) conceptualid empathy as a process rather than as a 

mu1 tidimensional or multiwmponent phenornenon. This heuristic model was developed 

with three phases that are repeated in a cycle - inducement, matching. and participatory- 

helping phases. Each phase has its own set of patient, contextual, and staff mediating 

variables which determine whether the ernpathic process continues or stops. Existing 

conceptual and empirical work has been the source for many of these mediaton and 

panicular attention has been given to situational or contextual mediators of empathy. As 
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empathy is mediated by numerous influences, it can be viewed as a mntextdependent 

variable. Gallop (1989) suggested that contextual variables that can be modified need to 

be identified in order to change the clinical environment. She reported that existing 

models are not adequate to examine issues such as the nature of the empathic process 

with inpatient or clinic settings or situational influences on the therapeutic dyad. 

The inducement phase is the begiming of empathy when an observer experiences 

another person who is personally expressive. There are three possible outcornes in this 

phase. that of being uninterested, of being overwhelmed by one's own affective response. 

or becoming engaged and attending to the observed. The cycle continues only if the 

observer becomes engaged and has a conscious or unwnscious wish to proceed. The 

mediators in this phase relate to the observer, the event, and the observed. The observer's 

affective sensitivity in being receptive to cues, state factors of mood and cultural beliefs, 

and role cm interact to influence engagement. The sirnilarity of the event context and 

acnial or perceived similarities between individuals such as gender will contribute to 

engagement. The outcome is also rnediated by the expressivity of the observed and 

whether distress is conveyed in a contextual and culturally relevant way. The observer is 

unlikely to attend to unexpressed meaning unless this is an expectation of her or his role. 

In the matchine; phase, the engaged observer consciously and unwnsciously generates 

hypothetical situations with associated affect. If a match is made with the actual affect of 

the observed, this phase ends and the observer continues to the next phase. The empathy 

process ends if the following occur: (a) overidentifcation or loss of selflother 

differentiation, where the observer has to deal with his or her own associated distress and 



can't help the observed (b) a perplexed state, where hypotheses do not match the 

observed content and affect or (c) a defensive observer, who is reliving conflicted 

unresolved experiences and his or her need for self-protection supersedes the wish to help. 

The process continues with a nondefensive engaged observer who has found an adequate 

match and wishes to help. 

The mediators of the rnatching phase involve mainly the observer. Trait qualities 

include the observer's ability to fantasize and generate hypothetical situations and to take 

the perspective of another. These quaiities are partly determined by early affective 

sens itivity and part1 y b y cognitive-affective development. Where the observer has well- 

developed cognitive-affective ski1 ls, a broader spectnim of hypothetical situations 

facilitates matching . A perplexed or uninvolved outcorne is more likely to occur where 

the observer lacks affective skills. The observer's theoretical belief system, such as highl y 

valuing empathy, may determine his or her motivation to participate. 

The participatinp-helpinq phase has four possible outmmes: (a) do nothing despite 

experiencing matching because of knowledge of the situational context, the observer role, 

andfor stereotyping; (b) offer nonspecific emotional support, where the observer wants to 

help and equates "making the person feel better" with the most helpful response; (c) 

instrumental problem soiving. reflecting the observer's style of communicating or ward 

philosophy: and (d) demonstrate understanding of the observeci's experience. If 

understanding is demonstrated, the empathic process continues to the next cycle. 

The mediators influencing this phase relate mainly to the context and the observer. 

The observer factors involve the role and state of. the observer, steremtypical beliefs, 
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gender, habit, communication skills, and knowledge of empathic process and of the event. 

The situational context and the observed's state and expressivity can also influence 

outcome. 

Gallop (1989) has addressed some conceptual difficulties of previous models such as 

distinguishing mediators of empathy from the process itself. Her mediators include 

contextual factors rarely acknowledged in other nlodels, as well as those related to both 

the observed and the observer. Various phases of the empathic cycle can be examined 

empirically. The identification of possible outcomes facilitates the examination of 

a1 ternative ways of increasing affective sensitivity and empathic ability. This model does 

not fragment empathy into context, empathkr or recipient but examines the 

interrelationship of all three throughout the cycle of the empathic process. 

Relationshb Between EmDathv and Thermtic Outcomes 

Much of the counsel 1 ing and psychotherapy literature described empathy as being 

essential to therapeutic outcomes. Truax and Carkhuff (1 967) concluded that empathy 

was crucial to psychotherapy. Gladstein (1 970) found a stronger relationship between 

empathy and psychotherapy than between empathy and counselling. In client-centred 

studies such as those of Barrett-hnnard (1 962), clients' perceptions of an empathic 

therapist were related to positive counsel1 ing outcomes. However, Mitchell, Bozarth and 

Krauft (1 977) suggested that earlier conclusions about interpersonal ski1 1s including 

empathy needed to be reexamined because of methodological difficulties. They 

recommended that variables that influence the therapist-cl ient relationship needed to be 

considered. 
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Although more recent reviews report mixed opinions about the relevance of empathy. 

Gladstein (1983) noted that it continues to be viewed as important. The lack of 

consensus in conceptualizing empathy and the subsequent variety of measures used in 

studies probably contribute to these equivocal findings and make cornparisons dificult. 

From the social and developmental literature, Gladstein (1983) concluded that empathy 

involves role taking and that while counsellors have the capacity for empathy , social 

norms and situational factors may interfere with effective helping . Empathic abilities Vary 

widely as is evident in studies by Hogan (1969) and Mehrabian and Epstein (1972). but 

the stability of this ability across a variety of interactions is now being questioned. 

Research findings in the nursing literature are similarly inconclusive and contradictory 

(see Appendix A, Table 2). The varying methodologies used by nurses have contributeci 

to this confusion (Gagan. 1983). Nurse researchers have tended to borrow measures 

from other disciplines which may mt be relevant to the nursing context. Until recently 

(Gallop, 1989; La Monica, 198 1). instruments developed by nurses to measure empathy 

had no established reliability and validity (Brunclik et al., 1967; Kalisch. 1973; Layton, 

1979). Few nursing studies have examineci the effects of empathy on patient a r e .  

Nursing students who rated their tacher as superior showed more change toward self- 

actual ization (Rosendahl, 1973). The selfconcept of institutionalinxi eiders improved 

with empathic nurses (Will iarns, 1979). As well, cancer patients experienced less anx iety 

and hostility when they were cared for by nurses receiving empathy training (La Monica, 

Wolf, & Oberst, 1987). 

More recently, Brown (1990) in a qualitative interview approach, found a positive 
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relationship between nune empathy and patient satisfaction with their care. Patients 

identified nurses' "being there" and "taking time to sit and listen" as most important in 

their relationship (p. 1 16, 1 18). Nurses and patients identified attitudes, both inhibitory 

and facilitative, that influenceci the relationship. Nurses who were more empathic were 

more satisfied with nursing as a career. 

Reid-Ponte's (1988) patient sample stated that they experienced more distress with 

nurses skilled in "perceiving, feeling and listening " (p.9 1 ), although the distress scores 

were low. She postulated that empathic listening encourages freer expression of distressful 

emotions. In contrast, Olson (1993) found a negative relationship between patients' 

distress and nurses' empathy . However, her sample of medical-surgical patients had very 

low distress scores and could not be described as distressed. Nurses' empathy and 

patients' perceptions of nurses' empathy were positively conelated. 

Eastabrook's (1993) sample of patients, who received instrumental help (i.e. 

explanations , solutions, instructions) from more experienced, mental health nurses, 

exhibited greater compliance with dmg regimes and c h i c  visits. As well, experienced 

nurses who were consistently assigned to patients, who offered a high level of support, 

and who followed up most missed appointments had significantly more cornpliant patients. 

In contmt, patient nonadherence was associated with the nurse's empathic response style 

of affective involvement. 

Lancee, Gallop. McCay. & Toner (1995) examined the influence of nurses' limit- 

setting styles on the anger expressed by 97 psychiatric patients with high or low levels of 

impulsivity. Patients reacted with less anger to nurse actors who used an interpersonal 
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style combining empathy and instrumental help. Anger was not limited by empathic 

responses alone, without instrumental options. 

In conclusion, despite dificulties in definition, measurement and research 

methodology on empgthy, there appears to be a beginning basis for further ernpathic 

research. Very little is known about the therapeutic outcomes of empathy. Empathy 

masures borrowed from other disciplines need to be examined for their "fit" with nursing 

clinical practice. Current instruments, such as Gallop's (1989) scale, need to be evaluated 

for their reliability and validity as well as appropriateness for a variety of nursing contexts. 

Mediators of Empaîhy 

Empathy has been conceptualized as a the-phase process that is dependent upon the 

nurse attending to the meanings and interpretations that patients attribute to events in 

their experience (Gailop et al.. 199ûb). Within this model, mediating variables influence 

the outcomes of each phase and determine whether or not the nurse continues in the 

process toward helping the patient, such as with pain relief. These mediators involve 

nurses. patients, and the situational context. For example, mediators that may influence 

pain management practices include: (a) nurses' knowledge-beliefs about pain, age, 

experience, and birthplace; @) patients' gender , age, culture and bel iefs about expressing 

pain; and (c) situational contextual variables such as ward pol icies, beliefs, and habituated 

practices. There is also empirical support for some of these variables influencing empathy. 

Nurse mediators. Knowledge about empathy , communication skills, and the current 

event involving the patient may influence outcomes Gallop et al., 1990a). Specific 

knowledge about the patient's subjective experiene of ueatment and related recovery 
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enables the nurse to understand the difficulties or issues encountered by patients (Gallop 

et al., 1990b). Knowledge is also important in providing a facilitating environment to be 

able to trust one's own judgement and not be mislead or overpowered by rote advice of 

others (Winnicott, - 1949). 

Empirically. no examination of pain knowledge-beliefs as a mediator of empathy has 

been found with nurses caring for patients afier surgery. What has been established is that 

nurses have not valued patients' self-report (Brunier, Carson, & Harrison, 1995; Ferre1 1, 

McCaffery, & Grant, 1991), have mistnistd and disagreed with patients' pain intensity 

ratings, have used assessrnent tools minimally (Watt-Watson, l987), and have used their 

own beliefs as a b a i s  for care (Dalton, 1989). Nurses have expected patients to 

experience moderate to severe pain and have not seen this as unacceptable (Cohen, 

1980: Kuhn et al., 1990; Lavies et al., 1992; Watt-Watson, 1987; Weis et al., 1983). 

Nurses have described conflict with physicians in managing pain, possibly related to their 

concerns about inadequate pain relief, undermedication, and overrnedication (Ferrell et 

al.. 1991). Nurses' communication with patients has tended to be brief and to focus 

mainly on giving advice or solutions rather than understanding the individual's experience 

(Graffam, 1970, Gallop et al, 1990b). Nurses' gaps in knowledge and misbeliefs about 

pain assess ment and management have not been recognized in their sel f-eval uation, 

particularly their reluctance to give opioids (Brunier et al., 1995; Clarke et al., 1996). 

However , pain education programmes have resul ted in improved clinician know ledge and 

beliefs that lasted ar least 2 weeks (Myers, 1985; Wilson, Brockoff, G. Kyrst, Steger, & 

Witt, 1992). more adequate analgesic prescriptions (Grossman & Sheidler, 1985). and 
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completion of interdisciplinary pain projects within 1 year (Weissman & Dahl, 1995). 

Nurses with greater professional and continuing education were more knowledgeable 

(Vortherms et al. 1992) and more comprehensive in their stated assessrnent of the 

patient's pain experience (Dalton, 1989). Nurses designated as pain resources after an 

extensive pain management course were more accountable for pain relief but experienced 

some difficulties with coworkers and physicians in implementing their role (Ferrell et al.. 

1993). 

Nurses * characteristics such as age. experience, education level, inservice education. 

and birthplace may also influence the empathic process. While research does not relate to 

the pain management and is not definitive because of the variety of measures used, nurses 

who were younger and/or less experienced were generally more empathic (Forsyth, 

1979; Gallop et al., 1989; Mynatt, 1985; Pennington & Pierce. 1985; Reid-Ponte. 

1992). Nursing education level has been positively related to empathy (Forsyth, 1979. 

Layton & Wykle. 1990: Kunst-Wilson et al.. 1981). although Gallop's (1989) sample 

was too homogeneous to determine any relationship. Nurses ' ernpathic levels have 

irnproved after empathy-focused educational programmes (Ka1 isch, 1979; La Monica et 

al., 1976: Layton, 1979; Olson & Iwasiuw, 1987). The influence of nurses' birthplace 

on empathy is not known. Nurses' cultural background has been associated with 

differences in inferences of patients ' suffering (Davitz & Pendleton, 1969; Davitz, 

Sameshima, & Davitz. 1976) and pain knowledge levels (Brunier et al., 1995; McCaffery 

& FerrelI, 1995). 

Patient Mediators. Patient characteristics have been reported to influence nurses* 
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responses. For example, nurses' empathic behaviours have varied with the patient's 

diagnostic category , as minimal levels of responses were evident with border1 ine 

personality patients (Gallop et al., 1990b). Nurses responded empathically only 25 % of 

the time with burn patients (Hughes et ai., 1990). Different levels of nurses' verbal 

empathy have depended on the types of client affective communication, as nurses most 

frequently identified patient feelings related to pain rather than anger or depression 

(Olson & Iwasiw, 1989). 

No data were found that examined the relationship between nurses' empathy and 

patients' age, gender, birthplace, or pain beliefs such as willingness to communicate pain. 

However, patient characteristics have influenced caregiven' perceptions of patients' pain 

and need for intervention. Female patients have received fewer analgesics after surgery 

than male patients (Calderone, 1990; McDonald. 1994; Faherty & Grier. 1984). older 

adult patients have received fewer analgesics than younger adult patients (Duggleby & 

Lander. 1994; Melzack et al., 1987: Winefield. Katsikitis, Hart, & Rounsefell, 19901, 

and patients from ethnic minority groups have received less opioid analgesia 

postoperativel y than did caucasian patients (McDonald , 1994). Patients ' own beliefs 

about pain may influence their seeking and accepting help (Ward et al., 1993). Patients 

do not necessarily tell a caregiver when they are in pain (Carr, 1990: Lavies et al., 1992; 

Owen et al., 1990); yet nurses have inferred more pain when patients verbalized their 

discornfort or asked for relief (Baer, Davitz, & Lieb, 1970; Oberst, 1978). 

Contextual mediators. The influence of the nursing work environment on empathy is 

not clear. Sparling and Jones (1 977), using Carkhuff's instrument, found that nurses 
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working in a psychiatric setting were significantly more ernpathic than those in other 

settings. The self-selection bias of nurses' choice of work sening was not discussed. These 

findings were not supported by Forsyth's (1979) or Bnint's (1985) work using the 

Hogan Empathy Sale. Forsyth (1979) found that while clients' perceptions of psychiatric 

nurses' ernpathy was high, empathic ability was not found to be different in the five 

practice areas examined. Bmnt (1985) found that nurses working in intensive care units 

did not differ in empathic ability from nurses in less technological settings. No signifiant 

differences were found between empathy ratings for nurses working in 5 psychiatric 

settings (Gallop et al., 1990b). No data were found describing the relationship between 

nurses' empathy and the ward context related to perceived colleague support for care 

decis ions, philosophies, or policies. However, nurses w ith greater pain knowledge and 

expertise experienced conflict with both nursing and medical colleagues in attempting to 

improve pain management for their patients (Ferrell, Rhiner, & Ferrell, 1993). 

Measures of Emmthv 

The confusion in the concepnialization of empathy is reflected in the variety of 

measures that have evolved. These have corne mainly from the counselling and 

ps ychotherap y literature. Existing measures of therapist effectiveness had no established 

rel iab il ity and val idity until empathy measures were deveioped b y Truax (1 96 1), Barrett- 

Lennard (1962)' T N ~ X  and Carkhuff (1967), Hogan (1969). and Mehrabian and 

Epstein ( 1972). Cornparisons between measures are difficul t as researchers have varied in 

their focus on the patient and/or therapist, in their use of self-report or judged ratings and 

in their choice of teal, simulateci, or standard stimulus situations. Measures difier in their 
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conceptual ization of empath y as a behaviour, persondity characteristic, or process. 

Nurse researchers have examined empathy primarily using instruments from other 

disciplines (see Appendix A, Table 3). Early measures developed by nurses (Bninclik et 

al., 1967; Clay, 1984; Kalisch, l m )  have no demonstrateci reliability and validity and 

have not been used by other researchers. La Monica et al. (1987) was infiuencA by 

Carkhuff and developed her empathy scde to measure the effects of nurse empathic 

training on client outwmes. Gallop (1989) was influenced by Barrett-Lennard (1962) 

and developed a rneasure of empathy as a multiphase time sequenced process. Her 

measure was the fint to separate mediators of empathy from the process itself. 

More recently, empathy measures with established psychornetric properties, have been 

criticized in several reviews (Chlopan, McCain, Carbonell, & Hagen, 1985: Feldstein & 

Gladstein, 1980; Gurman, 1977; Hornblow, 1980; Jarski, Gjerde, Bratton, Brown, & 

Mathes, 1985; Lambert. DeJulio, & Stein, 1978; Layton & Wykle. 1990; MacKay et 

al.. 1990; Marks & Tolsma, 1986; Mitchell et al., 1977; Parloff, Waskow. & Wolfe, 

1978). Saiient aspects of the major measures used in nursing research wiil be discussed. 

Truax-Carkhuff Scales MYE@. The Tmax Accurate Empathy Scale (AE) (Truax & 

Carkhuff, 1967) was developed from the earlier sale of Truu (1961) and Rogers 

(1951) to evaluate the observed behaviour of the therapist. Although Carkhuff (1969) 

changed this rneasure from a nine-point s a l e  to the five-point Ernpathic Understanding 

Scale (EU), these two objective measures are similar in construct and content. While 

reviews of the AE by Truax and Carkhuff (1967) and Truax and Mitchell (1971) have 

been voluminous and positive, other writers have raised concerns about the reliability and 
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Gladstein, 1977; Lambert & Ddulio, 1977; Lambert et al., 1978; Mitchell et al., 

1977; Rappaport & Chinsky, 1972). 

Establ ished rel iabil ity has been challenged. Ebppapon and Chinsky (1972) suggested 

that repeated measures using a small number of raters interviewing the same therapist 

repeatedly are not independent and result in an inflated estimate of reliability. To 

elirninate the possibility of voice recognition by raters, they recommended using (a) a 

large number of raters interviewing each therapist once or (b) a large number of therapists 

who are rated once. Most studies reviewed by Mitchell et al. (1977) described therapist 

sarnples with a narrow range of empathic ability that did not include high facilitators as 

defined by these tools. Thus, it bwmes dificult to interpret the impact of high empathy 

on outcornes, if ranges of scores are not significantly different from each other and 

indicate that many therapists are not very ernpathic. 

Reliability is therefore inconclusive for these scales. Methodolog ical shortcomings are 

evident, predominately around the raters used to collect data. Most studies lacked detaiis 

about the training approaches and instruction content (Gormally & Hill, 1974; Lambert 

& Delulio, 1977). 

Consmct validity has emerged over several decades as the major issue in science 

(Layton & Wykle, 1990) and requires evidence of both discriminant and convergent 

ability (Streiner & Norman, 1992). The scale in question must correlate positively with 

other measures of the same consvuct (convergence) but demonstrate conceptual 

independence from dissimilar cons~ucts with a negative, or near zero, correlation 
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(discriminative). The AE lacked discriminative validity with other qualities such as 

genuineness (r=0.88) and warmth (L=0.87) (McNally & Drummond. 1974; Rappapon 

& Chinsky, 1972; T m ,  1972). Therefore, it may be more a rneasure of a therapist's 

general "good quality " rather than empathy . Convergent val idity was not demonstrated 

for six measures of empathy including the EU (Kurtz & Gnimmon, 1972), suggesting 

that the measures are looking at different variables. However, Barrett-Lennard (198 1) 

has suggested that the lack of correlation between various empathy tests is to be expected 

as these tools measure different aspects and stages of empathy. 

A major question about the validity of these tools focuses on the use of patient data 

in evaluating the interaction. A scaie's cowtruct validity relates to its ability to make 

accurate references about a person (Streiner & Norman, 1992). Each level of these 

scales describes the degree to which a therapist responds to the feelings and meaning 

expressed by the other person. However, AE raters are trained to listen only to therapist 

responses and not to be influenced by patient content (Tniax, 1972). How c m  one 

measure a therapist's sensitivity to the client's feelings if the patient's statements are not 

known and valued? Therefore. problems with wnstruct validity exist for these tools. 

Barrett-Lenoard - Empathv Subscale. The Barrett-Lennard Relations h ip 1 nventory 

(BLRI) of 64 items includes a 16 item empathy subscale (Barrett-Lennard. 1962). This 

subscale can be administered in two forms: myself-to-the-other (MO) and other-toward- 

self (OS). Respondents agree or disagree on a six-point scale with no neutral position of 

zero. Barrett-knnard's (1 98 1) perception of empathy , as a process with three distinct 

phases, influenced Gallop's (1989) later work. Phase 1, ern~athic reco~nition and 
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resonation where the therapist responds at a feeling level to the expressed experience of 

another. Phase II is the ~ X D K S S ~ ~  empathic understanding of the therapist and focuscs on 

the quality of the communication of the responding person. This phase does not imply 

that the message is both sent received. Phase III is describeci as received empathy; 

here the feedback from the person receiving empathy is often more implicit than explicit. 

Thus the measurement and method used to examine empathy would differ depending on 

the phase of this cycle being examined. 

The client evaiuation of the therapist (other-to-self) (OS) representing Phase III's 

received empathy have been much more strongly related to outcome than those of any 

other empathy sale including EU (Kurtz & Grummon, 1972). This finding reflects 

Barrett-Lennard's (1962) premise that "it is what the client himself experiences that 

affects him direct1 y" (p. 2). Clients' positive perceptions of therapeutic conditions 

including empathy have been substantially related to positive outcornes (Gurman, 1977). 

Reliability of the Relationship Inventory (Ri) has been clearly established in Gurman's 

(1977) review of 14 studies of internal consistency and 10 studies of test-retest 

reliabil ity . He found that the split-half reliability (0.86 client, 0.96 therapist) and mean 

internal consistency coefficients (0.84) for the Empathy subscale were high. Test-retest 

reliability showed considerable stability with a high mean test-retest correlation (0.89). 

These results were similar to Barrett-Lennard's (1962) own findings of split-half reliability 

(0.86) and test-retest reliability (0.89) across four therapy sessions. The majority of 

Gurman's studies used a one month time frame between tests although three reports 

found a high degree of stability over periods of several months. 
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Constmct Validitv has been supported by intercorrelations arnong the RI scales that 

have been reporteci in nine studies in either naturdistic or analogue settings (Gurman, 

1977). Jarski et al. (1985) found significant intercorrelations between three measures of 

empathy that examine the observed behaviour of students, including the Ri  empathy 

subscale (0.60 - 0.76). 

In summary, correlations between client ratings and positive wunselling outcomes 

have been higher than those with any of the other empathy measures (Gurman, 1977; 

Kurtz & Grummon, 1972; Lambert et al., 1978). However, as the OS form is the most 

frequently used, the validity of patient ratings needs to be examined. Whether patients in 

non-psychiatrie senings have (a) enough knowledge of health professionals and 

understanding of an abstract concept as reflected in questions such as "His own attitudes 

toward some of the things 1 Say, or do, stop him from really understanding me" (1962, 

p .35) and (b) the confidence to be . honest in their assessrnent of their caregiver need to 

be considered. Therapist self-ratings have been high and not related to either patient or 

audio-judged ratings (Kunz & Grumrnon, 1972) and are therefore of questionable value 

in measuring empathic process and outcomes. 

Gallw (SPIRS). The Staff Patient Interaction Response Scale (SPIRS) (Gallop , 1989) 

includes a stimulus-set protocol and scoring method. The stimulus set includes written 

responses to hypotheticai patient statements in contexts that o n  be systematically 

manipulated to incorporate the independent variables being examined. On each of the 

four pages of this questionnaire are a patient description and five patient statements to 

which nurses write their best response. The four forms are equivalent but not identical, 
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with the order of the five statements being randomized on each page. 

Gallop's (1 989) scoring manual out1 ines categories of potentid responses that reflect 

three ordered levels of care in the process of being empathie. The original 10 categories 

have been expanded to 11; the original platitudes. cliches category has been expanded to 

permit greater breadth of responses wmmonly identified from group analyses of 

hundreds of responses over a four year period (Lancee, personal communication, March 

21, 1994). Within three levels of no care, solution, and affective involvement, each 

response category has been assigned a weight of -1, 0, 1, or 2. Responses which are 

categorized as belittling or contradicting the patient and lücely to cause patient 

defensiveness exemplify the "no carem level and are weighted as -1. Responses judged to 

be platitudes and cliches or of questionable benefit to the patient are also no care level, 

but are given O as they will tend to terminate the interaction but not cause defensiveness. 

Responses reflecting the second level of care, which is seeking solutions to the patient's 

problem, are weighted as 1 and responses reflecting the third level of affective 

involvement are weighted as 2. As each response can be scored in multiple categories, 

forced choices are eliminated. Multiple choices for each response are allowed but only the 

highest category identified for a given response is considered, with one exception. The 

first category which represents bel in1 ing or contradicting the patient overrides al1 others , 

as "the negative content of this response cancels any concomitant positive content" 

(Gallop et al., 199ûb, p. 1 1). A total score for expressed empathy is obtained by 

calculating the weighted sum of the category scores. 

Many of the predicted outcornes in the conceptualization of ernpathy, as describeci by 
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Ga1 lop and colleagues (1 99Oa), are operational ized in these categories. Gallop ( 1 989) 

described psychiatrie nurses expressing more empathic responses toward hypothetical 

schizophrenic patients than borderline patients. The majority of nurse responses were 

solution-focused or explored only the superficial meaning of patients' statements. Burcher 

(1992), using this tool, demonstrateci that her wmmunity health nurse sarnple most 

frequently used inquky or advice-giving responses in their interactions with new mothers. 

Affective responses were documentecl more often with this sample when it was the clients 

who initiated discussion of concerns. 

The SPIRS is a recently developed measure with evidence of preliminary reliability and 

validity. Two nurse researchers, Eastabrook (1993) and Olson (1993) have used this 

tool with some modifications. 

Eastabrmk (1993) found that patients exposed to nurses who invited an exploration 

of feelings and expressed greater care or concern were more likely to be nonadherent. 

Nurses' instrumental support response style, telling patients what to do and giving advice, 

was associateci with adherence. She proposed that the SPIRS be considered as a 

"description of response styles rather than a measure of the complex phenomenon of 

empath y" (p. 105). Her findings of the negative empathy-adherence ielationship may 

have been influenced by her methodology. 

Eastabrook rnodified the SPIRS by using discrete component scores rather than a 

total score. She excluded platitudes in Gallop's category 2, and derived four wmponents 

from the remaining nine response categories (SPIRS), each component being treated as a 

discrete nurse interactional style. The in vit in^ ex~loration category was treated as a 
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separate component from solutions as it was thought to be conceptually different. A 

patient exoosure to exoressed em~athy score was calculated for each of these interactional 

styles using the weighting of the SPIRS categories and these discrete scores were used in 

analyses rather than the total SPIRS. This swring differed From that of Gdlop (1989). 

Gallop (1989) gives the greatest weight (Le. 2 points) to the affective involvement 

responses, also weights the solution behaviours (Le. 1 point), and includes both of these 

in the total empathic score. 

Although multiple choices for each response were permitted, Eastabrook did not 

indicate whether nurses responded with ody one interactional style each. It would have 

been helpful to know the overall empathy scores for this sample. The highest mean 

percentage scores for the discrete scores were in the moderate range for affective 

involvement, both with the nonadherent (51.4 %) and adherent (48 36) patiznts. While 

the SPIRS scoring method can be used as a simple categorical swring method, Gallop 

(1989) cautioned that the wmplexity of level 1 needs to be considered. 

Olson (1993) investigated relationships between nurses' expresseci empathy and 

patients ' perceived empathy and distress. Nurse empathy measures included the SPIRS 

and the Behaviour Test of Interpersonal Skills (BTIS) (Gerrard, Boniface. & Love, 1980) 

and patient outcome rneasures were: (a) patient perceived empathy (BLRI) and (b) 

patient distress (Profile of Mood States [POMS], Multiple Affect Adjective Checklist 

[MAACL]). Gallop's patient descriptions and one patient statement across the four forms 

were modifieci to be more relevant to the medical-surgical nurse sample. The sample 

included 70 pairs of nurse and medical-surgical patients. 



47 

Evidence for convergent validity among the empathy measures was not strong (SPIRS, 

BTIS, BLRI). A modest significant correlation was found between the patient perceived 

empathy (BLRI) and the BTIS (r=0.35). Correlations with the BTIS category scores were 

Iower (rz0.24 feeling, 4.26 non-feeling responses) or not evident (0.0 content). The 

correlation between the SPIRS and the BLRI was not significant &=O. 19). There was a 

significant relationship between the SPIRS and the BTIS (0.43). To be acceptable, 

correlations between measures of the same attribute should fall in the midrange of 0.4 to 

0.8 (Streiner & Norman, 1992). 

Differences between these tools may have contributeci to the significant correlations 

between the patients' distress scores (POMS 1=-0.53, MAACL E=-0.43) and the BTIS 

but not the SPIRS. However, these distress scores were very low (e.g. POMS M=33.36 

SD 29.37, possible range 0-200) and variability in empathy may not have been possible - 

with the more complex SPIRS. Reid-Ponte (1992) suggested that her POMS scores for 

patient distress were sufficiently low (M=79) to have influenced her findings that 

demonstrated that nurses who are perceptive good listeners elicited increased distress 

responses from patients (r=0.23, La Monica LEP). A cornparison of the BTIS and SPIRS 

is required to determine their sirnilarities and differences and the implications for the 

SPIRS as a satisfactory measure of empathy. 

The BTIS was developed to measure four major components of interpersonal skills 

which include warmth, active 1 istening or empathy , initiating , and assertiveness (Gerrard, 

1982: Gerrard & Buzze11, 1980). In a previous study, Olson, Iwasiw. and Gerrard 

(1 99 1) found no concurrent validity for the BTIS-active listening component. They 
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concluded that the BTIS could not predict clinical active listening skills and it should not 

be used to make critical decisions about practioners' communication skills. Another 

problem is the confusing scoring of the BTS. The empathy range is narrow ( 2 3, range 

0-4) and differentiation of levels is not clear. Olson stated, in persona1 conversation 

(1994). that Gerrard did not use a numerical rating. Olson (1993) did not use the 

above BTIS rating scale and she assigned her own rating. Therefore, the modest 

correlation between the SPIRS and the BTIS probabiy reflects the shared rating of the 

feeling responses despite the other differences between these measures. Mile  the lack of 

correlation between the SPIRS and the BLRI is of some concern, these tools masure 

different aspects of empathy. As Oison's (1993) subjects were not distressed, an 

interpretation of the empathy scores is difficult. 

In summary , the SPIRS has beginning rel iabil ity and validity . Previous difficul ties with 

rater bias in empathy measures are reduced by the SPIRS' scoring manual. In spite of 

scoring and content differences, the SPIRS has signifiant correlations with the QMEE 

and the BTIS. Further testing is required to establish consauct vaiidity and the usefulness 

of this tool in a variety of contexts. 

Cornparison of Measures 

Researchers have demonsuated that significant correlations exist between sorne 

empathy measures but not others, indicating they are not measuring the same variable 

(Jarski et al., 1985; Kurtz & Grummon, 1972; Layton & Wykle, 1990). Barrett- 

knnard's (1981) theoretical division of empathy into three phases helps to explain the 

low correlations between rneasures of expressed empathy in phase 2 (EU, SPIRS, BTIS) 
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and those of perceived empathy in phase 3 (BLRI, ECRS) and the higher correlation 

behveen two phase 3 measures themselves (BLRi, ECRS). Barrett-Lennard 's (1 98 1) 

conclusion that tools are measuring different aspects and stages of empathy is reflected in 

the moderately successful attemp ts to establish constnict validity w ith al1 of the measures 

reviewed. There is wnsiderable variation, as well, in study design and sample 

characteristics, which contributes to this problem. 

Hornblow (1980) suggests that empathy be defined in a broad way rather than 

focusing on selected characteristics or components. Gagan (1983) concludes that a 

measure is needed to examine the empathic process within the nurse-patient relationsh ip . 

Unlike other rneasures, the SPIRS differentiates between the process of empathy and the 

mediators influencing it, including both cognitive and affective components. Gladstein 

(1983) ernphasizes that therapists may have the capacity for feeling empathic but may 

not act on this because of other factors. This dilemma has serious clinical implications and 

the SPIRS appears to be the only tool available which would permit examination of this 

issue. 

Pain - 
Pain is a subjective phenomenon that varies with each individual and each painful 

experience. The International Association for the Snidy of Pain (IASP) has defined pain as 

"an unp leasant sensory and emotional experience associated with actual or potential tissue 

damage, or described in terms of such damage" (Merskey & Bogduk, 1994, p.2 10). The 

explanatory note with this definition emphasiw the subjectivity of the pain experience, 

that pain is mare than a noxious stimulus, and that patients' self-reports of pain should be 



50 

accepted even when tissue damage is not clearly evident. The most prevalent theory from 

which this definition was developed is Melzack and Wall's (1965) gate control theory. 

The latter theory has been seminal in stimulating new ideas to explain painful phenomena 

and to explore new therapies for pain relief. 

Relevance of Gate Control Th- 

Melzack and Wall (1965) developed their mode1 of pain rnechanisms as an 

alternative to two main theories, the specificity and pattern theories. They challenged von 

Frey's (1894) [cited in Melzack & Wall, 19651 prevalent specificity theory that pain was 

a sensation resulting from a specific straight-line transmission from receptors to a central 

pain centre. This notion, that pain intensity was proportional to the degree of tissue 

damage, proved to be simplistic; for example. patients continued to cornplain of pain 

after nerve "pain" pathways were surgically ablated. Melzack and Wall proposed that 

whiie there was specialization in nerve fibres, sensory input wuld be modulateci in the 

central nervous system to influence pain perception and response. This modulation in the 

dorsal horn of the spinal cord and the cerebrum continues to be central to current 

explanations of pain perception and responsiveness. Earlier theorists (Goldschneider , 

1886 [cited in Melzack & Wall, 19651; Livingston, 1943; Noordenbos, 1959) 

proposed that patterns of stimulus intensity and central summation were critical 

determinants of pain. Melzack and Wall (1965. 1973, 1982) integrated some of these 

concepts into their proposai, particularl y that of Noordenbos (1 959), that "fast blocks 

slow" in nociceptive transmission to the dorsal horn in the spinal wrd. This notion that 

faster, iarger myelinated fibre input wuld block painful, slower, smaller; unmyelinated or 
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minimally myelinated fibre input was pivotai to the "gating mechanism" suggested by 

Melzack and Wall (1965). Gate control theory emphasized that pain was not a simple, 

sensory experience but a complex integration of sensory, affective, and cognitive 

dimensions. A major -contribution of Melzack and Wall (1965, 1973, 1982) has been 

their suggestion that pain perception involves modulation of noxious input at several levels 

of the central nervous system. 

The gate control theory (Melzack & Wall, 1965, 1973, 1982; Wall, 1996) 

proposed that excitatory stimuli, both noxious and innocuous, are conducted by primary 

afferents to converge ont0 common second-order neurûns in the dorsal horn. The 

substantia gelatinosa (SG) in the dorsal hom, is the major site for a "gating mechanismn, 

where modulation of noxious stimuli results from complex excitatory and inhibitory 

processes. They postulated that increased activity in the large, non-nociceptive primary 

afferents reduces the noxious activity of the small, nociceptive afferents through cells in 

the SG that inhibit pain transmission. Pain transmission to second order neurons in the 

SG can be increased, if impulses in these small nociceptive fibres reach a critical threshold 

without being blocked. Nociceptive pathways ascend from these second order neurons to 

the thalamus and cerebrai cortex. These ascending tracts transmit sensory-discrim inative 

data about pain, contribute to the motivational-affective dimension of pain, and activate 

descending inhibitory systems. Complex neurochemistry involving excitatory and 

inhibitory neurotransmitters is involved in this nociceptive modulation (Portenoy , 1996). 

Melzack and Demis (1978) emphasized that noxious stimuli enter an already active 

nervous system that is a substrate of past experience, culture, anticipation, and emotions. 



52 

Cognitive processes act selectively on sensory input and motivation to influence pain 

transmission via the descending tracts to the dorsal horn. As a result, the amount and 

quality of pain are determineci by individual factors such as previous pain experiences and 

one's concept of the cause of pain and its wnsequences. Cultural values a n  influence 

how one feels and responds to pain (Melzack & Wall, 1982). Therefore, pain is a highly 

personal experience and more than a noxious stimulus. Increasingly the plasticity of the 

nervous system is being recognized along with the individuality of the pain response. 

The nervous system has a functional plasticity ailowing it to react to changing 

situations by altering its functions (Willis, 1994; Woolf, 1991). As a result, the nervous 

system does not respond in a fmed way to a given stimulus but cari alter its response 

properties dynamicall y. Receptive fields can expand from the injured peripheral site to 

surrounding uninjured tissue. Alterations in perceptions of stimuli can occur, for example, 

so that a normal stimulus such as touch rnay be felt as painful. Therefore, pain involves 

not only the periphery but can result from an altered central nervous system interpreting 

normal signals in an abnormal way. Consequently, a treatment implication is that 

prevention of pain signals from reaching the central nervous system peri- and post- 

operatively, may reduce immediate pain as well as long-term pain problems (Dahl, 

Rosenberg, Dirkes, Mogensen, & Kehlet, 1990; Katz, et al., 1992; Katz et al., 1995; 

Woolf, 1991). 

In conclusion, the authors of gate control thwry emphasize that pain is a wmplex 

phenornenon with sensory, affective, and cognitive dimensions (Melzack & Wall, 1965, 

1973, 1982). Pain perception involves more than the transduction of noxious stimuli to 



53 

afferent pathways in the spinal cord and transmission to the thalamus and cortex. Pain 

perception and responsiveness to a given stimulus are variable and unpredictable because 

of inhibitory mechanisms that include both endogenous neural activity and cognitive 

factors that are unique to each person (Fields, 1987). Pain mechanisms have a.plasticity 

in that they can change in response to tissue injury such as surgery. Cognitive expectations 

can influence the operation of the sensory apparatus (Wall, 1996), and pain perceptions 

can Vary because of factors such as the meaning of pain. The subjectivity and variability of 

responses to pain have major implications for postoperative care. These unique responses 

have not been well recognized in management strategies. lneffective pain relief has been 

docurnented in many clinical settings, including cardiovascular settings. To understand this 

continuing problem of unrelieved pain, patient pain measures need to include questions 

about previous pain experience and beliefs about current management as well as pain 

intensity. 

Measures of Patients' Pain 

Documented reports of the pain symptom often have involved a unidimensional rating 

to rneasure pain intensity, such as a visual analogue scale. These scales are quantitative 

measures of pain intensity and its location, andlor temporal features. The McGill Pain 

Questionnaire, developed from gate control theory , expanded pain assessment to include 

a mu1 tid imensional perspective of both qua1 itative and quantitative aspects of pain. More 

recently, the paucity of measures to examine patients' expectations and perceptions of 

their management experience has been recognized. Most of these measures have been 

utilized in single studies and have only rudimentary reliability and validity. 
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Pain intensity and mi@. Visual analogue scales (VAS) to measure pain intensity 

have well documented reliability and vaiidity (Huskisson, 1983; Price, Bush, Long, & 

Harkins, 1994; Price, McGrath, Rafii, & Buckingham, 1983). The VAS are easily 

administered and are understood by most patients without difficulty. Patients mark their 

level of pain intensity on a 10 cm line which has anchors of "no pain" and "worst pain 

ever " . The distance between zero at the "no painw end and their mark is the severity 

rating. The VAS have been used primarily to measure pain intensity and not the affective 

dimension of pain. Gracely, McGrath and Dubner (1978) have demonstrated that VAS 

with both sensory and affective verbal pain descriptors are valid and reliable. Their VAS 

affective label of " unpleasant " defined pain that was uncornfortable, distressing , or 

intolerable and this VAS was used in the current study. 

The McGill Pain Questionnaire (MPQ) (Melzack, 1975) is the most widely used self- 

report measure of pain. The multidimensional nature of this measure is unique as it 

focuses on the quality of pain and not onty its intensity. The standard form of the MPQ 

includes: (a) a body outline for location; @) the present pain intensity (PPI) which 

contains six adjectives to describe an overd1 pain intensity; (c) a pain rating index (PRI) 

which sums the rank values of 78 adjectives in 20 categories describing sensory, affective, 

and evaluative qualities of pain based on Melzack & Torgerson's (1971) previous 

research; and (d) a list of nine adjectives which describe the pain pattern (Katz & 

Melzack, 1992). Strengths of the MPQ include well established reliability and validity 

(Chapman et al., 1985; Melzack, 1975; Reading, 1989; Wilkie, Savedra, Hoizemer, 

Tesler, & Paul, 1990) and the three classes of adjectives which reflect the quality of the 



55 

patient's pain. 

Several weaknesses exist for the MPQ. Difficulties may arise with interpreting some of 

the adjectives, particularly where English is not the subject's fust language. No manual is 

available for administration instructions or scoring procedures which must be gleaned from 

Melzack's (1975) original paper (Wilkie et a., 1990). The time required to cornpiete 

the MPQ has been found to be greater than the 10 to 15 minutes reported by Melzack 

(1 975). McGuire ( 1984) reported that hospital i d  cancer patients required an average 

of 24 minutes to complete the MPQ. Moreover, Cohen & Tate (1989) described the 

MPQ as too long for their postoperative sample and recommended the use of a shorter 

version. A short-form MPQ has been developed (Melzack, 1987) which includes a VAS, 

the Present Pain Intewity (PPI) rating, and only 15 adjectives which correlate highly with 

the parallel dimensions in the long-form MPQ. PreI irninary resul ts have demonstrated 

sensitivity to traditional clinical therapies such as analgesic use (Katz & Melzack, 1992). 

As the MPQ-SF requires only 2 to 3 minutes to complete, it was used with the 

postoperative patients in this study . 

Painexperience. The seminal research of Marks and Sachar (1973) reported the 

undertreatrnent of medical inpatients with opioids. They asked patients not only to rate 

their pain intensity, but to describe the adequacy of pain relief and the emotional impact 

of unrelieved pain. Cohen (1980) used the same tool to demonstrate similar results - that 

patients experienced considerable distress due to unrelieved pain. In both studies, patients 

evaluated their pain relief as adequate despite experiencing severe distress. Hunt, Stollar , 

Linlejohns, Twycross, & Vere (1977) concluded that patients' expectations were 



56 

frequently too low, based on their uniform praise of their health care professionais, in 

spite of unrelieved pain. 

Until the 1990s, few researchers asked patients about their expectations and beliefs 

conceming the pain experience. Ferrell and Rhiner 's unpubl ished Patient Pain 

Questionnaire has been referred to in a shidy of elderly cancer patients in the home 

setting (Ferrell, Ferrell, Ahn, & Tran, 1994). In this measure, investigaton used 14 visual 

analogue scales to examine knowledge and the degree of pain experienced by patients 

with persistent cancer pain. The eight knowledge questions predom inantl y focused on 

analgesics and their side effects; several relate to pain over a longer time period than is 

relevant for surgical patients. Two important affective items were included to determine 

the distress experienced by patients and family members because of the pain. Patients' 

expectations and beliefs about their pain were not directly solicited. 

Only recently, have there b e n  items published that compare patients' expectations of 

pain intensity and relief after treatment with the actual postoperative experience. The 

results are distressing and point to the importance of this area of inquiry. Patients 

generall y expected and experienced moderate to severe pain (Donovan, Caul field, & 

Bacchuber, 1995; Kuhn et al., 1990; Lavies et ai., 1992). Although only one third of 

patients indicated complete pain relief, most were satisfied with their pain management 

(Lavies et al., 1992). When asked why they were satisfied despite pain, 75 % of a surgical 

sample stated that pain was to be expected after an operation (Donovan, 1983). 

Moreover, while most patients stated their preference for complete pain relief or to be 

cornfortable, their expectations for relief were minimal (Carr, 1990; Kuhn et al., 1990). 
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Lavies and colleagues (1992) suggested that this low expectation rnay have "allowed this 

situation to continue without public outcry " (p.3 18). Although Marks and Sachar 

(1973) cautioned 20 years ago against using the general question of satisfaction to 

deterrn ine analgesic rëspons iveness , onl y now are emectation questions being cons idered 

as an al ternative to satisfaction ones. Miaskowski (1994) proposes several guidelines to 

make patients' satisfaction data more meaningful, including the importance of exploring 

incongmities between their ratings for pain intensity and satisfaction with relief. 

Nevertheless, the validity of asking patients to rate their concurrent care despite 

confidentiality assurances needs to be considered, as well as the lack of a patient standard 

for cornparison. 

The American Pain Society (APS) patient outcorne questionnaire was developed from 

the3 quality assurance standards (APS-QA, 199 1). These questions assessed patients' 

pain intensity, their teaching about reponing pain, caregiver responses to requests for 

treatment changes, and patient satisfaction and suggestions for improvement. The 

question which asked whether caregivers instructed patients to tell them when in pain was 

included in this study. Previously. Donovan et al. (1987) documented that fewer than 

half of their medical-surgical patients with pain remembered their caregivers' asking them 

about their pain. The APS questions have been rnodifieû and tested in two studies of 

medical-surgical hospital ized patients (Miaskowski et al., 1994; Ward & Gordon, 1994). 

Both studies reported that, although patients experienced moderate to severe pain, they 

were satisfied with their pain management. Patients were satisfied if the caregiver 

communicated that pain was a high priority, regardless of what they actually did (Ward & 
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Gordon. 1994). More than two thirds of patients in both studies remembered being told 

to tell their caregiver when they were in pain, but considerably fewer patients in 

Miaskowski et al.3 sample remembered being told that pain was a priority in care (34 %) 

versus the 84% described by Ward and Gordon. Recommendations from both studies 

included as king patients about their expectations for pain management and being cautious 

about interpreting the satisfaction ratings. Ward and Gordon suggested including an open- 

ended question to determine problems with satisfaction and a brief side effects checklist. 

They also suggested that their inclusion criteria, requiring patients to have an identified 

acute painful condition, may have biased the sample; patients not recognized by clinicians 

to be in pain may have been excluded. The APS questionnaire recently was revised to 

include questions on patient concerns related to reporting pain and taking analgesics. the 

impact of pain on usual activities, and adequacy of information given to outpatients about 

their medications (APS , 1995). 

Ward & Gordon (1996) used a slightly modifieci APS questionnaire with 306 

participants who were (a) inpatients 24-72 hours postoperatively or 24-72 hours after 

admission, and (b) outpatients within one month of discharge or when attending a clinic. 

Results were similar to their 1994 study (Ward & Gordon, 1994), that undermedicated 

patients with unrelieved pain were satisfied with their care. Ward and Gordon (1996) 

proposed an interesting explanation for this paradox; that patients' expected the cyclical 

pattern of severe pain and then relief that occurs with the norm of irregular analgesic 

administration. Patients may not have understood the benefits or availability of scheduled 

analgesic dos hg. A related question will be considered in future instrument developrnent. 



Most recently, investigators asked questions to examine the relationship between 

patient bel iefs and the effectiveness of pain management. W ilder-S m ith and Schuler 

(1992) reported that patients who expressed cuncerns about toxicity and drug addiction 

and who believed in the normality of experiencing pain did not accept analgesia- until a 

nurse pain specialist discussed these issues with them. The authors concluded that 

discussing pain therapy with patients is necessary for improved postoperative analgesia. 

Ward et al. (1993) identifieci eight concerns of cancer patients that influenced their 

reporting pain and their use of analgesics. These wncerns included iear of addiction. 

concerns about side effects. and a belief that "good" patients don? cornplain of pain. 

Patients who were older, less educated. or had lower incomes demonstrateci higher scores 

for several concerns. Undermedicated patients had significantly higher levels of concern 

and pain interference. The relationship beo~een patients' self-reports of their willingness to 

use analgesics and the actual type and doses of analgesia prescribed and adrninistered to 

them was not rneasured. 

In summary, patient questionnaires have focused mainly on describing the pain 

symptom, usually its intensity. Recently, investigators have asked patients about their 

expectations of pain and their beliefs about optimal pain management. The questions 

relating to interaction between caregiver and patient focus mainly on obtaining analgesia 

or being informed about pain as a priority in are.  While symptom-focused items are 

essential, data are also required about (a) patients' willingness to seek help and their 

perception of the appropriate time to do this, (b) the effectiveness of their treatment, and 

(c) their perception of their interaction with the caregiver. 
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Unrelieved Pain with Cardiovascular Patients 

Patient reports of unrelieved pain have been documented in a variety of settings since 

Marks & Sachar's (1973) seminal report to the present (Ward & Gordon. 1996). This 

problem has now been described with patients in cardiovascular settings. including those 

with coronary bypass graft surgery (CABG) (Puntillo, 1990, 1994; Puntillo & Weiss, 

1994; Valdix & Puntillo, 1995). Sixty cardiovascular surgical patients in Puntillo and 

Weiss' (1994) study, most with CABG, described pain on average that remained 

cons istently moderate over the frst 3 postoperative days. 

In Puntillo's (1990) study, 24 cardiovascular surgical patients, including 10 CABG 

patients, retrospectively rated theu pain in the intensive care unit (ICU) as moderate to 

severe. These ratings occurred within 5 days after discharge from the ICU. Most of these 

patients neither expected nor received total pain relief and were undermedicated: an 

average of 14 mg of morphine per 24 hours was administered although larger doses were 

prescribed. These patients perceiveci their nurses positively, although they identified pain 

as the second rnost frequently identified ICU memory. In this srnaIl sample, seven patients 

had no recall of pain, a result that may have been influence. by the retrospective nature 

of the study. 

Puntillo and Weiss (1 994) also documented inadequate analgesic administration, w ith 

patients receiving an average dose of 10.9 mg morphine equivalents per day over the fust 

3 days. Although doses were small, analgesia was the only significant mediator of pain 

intensity. Patient age or personality adjustment were not associated with any pain rating. 

The finding that patients with greater pain had a higher incidence of atelectasis has major 



implications for the prevention of postoperative complications. 

Procedural pain was moderate to severe for postoperative ICU card iovascular patients 

undergoing chest tube removal (n =35) and endotracheai suctioning @=45) (Puntillo, 

1994). Pain ratings were not reiated to analgesia, and almost three quarters of this 

sarnple received no analgesics in the hour preceding the procedure. The average 

morphine-equivalent dose was las than 3 mg, when it was given. Puntillo emphasized that 

although nurses do not prescribe analgesics, they have tremendous control over the 

fiequency, amount, and type of medications patients receive. 

Maxam-Moore and colleagues (1994) also described hadequate anaigesic 

administration to cardiovascular patients after surgery. A retrospective audit of 66 

randornly selected charts indicated that only half of the average IV morphine dose 

prescribed for the first 72 hours was given [M=13.9 mg (So 13.5)] and 37% of the 

average dose of prescribed oral analgesics was given [M=5.8 tablets 5.4)]. One 

quaner of these patients received no morphine for their first 3 days after surgery. Patients 

at one site wnsistently received less analgesia than at the other. Smaller doses of IV 

morphine, not related to weight, were prescribed for women. Oxycodone was less likely 

to be prescribed or given to older patients as compared to those younger. Patient reports 

of pain duririg this period were not examined. 

Considerable pain has been documented for patients prior to their discharge after 

coronary artery bypass surgery. In Moore's (1994) shidy, 15 men and 5 women were 

as ked about their concerns , emotions, physical sensations, and helpful interventions prior 

to discharge on day 5 after surgery. Patients described discomfort that intempted sleep 
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(50%); shouider, neck, and back muscular aching (40%), and chest incision pain (65%) 

that, with coughing, "feels like 1 am going to expiode." Patients identified medications, 

along with positioning or movement, as k ing helpful. No data were reported about pain 

intensity ratings, analgesics prescribed and given, or the use of internai mammary anery 

(IMA) grafts. 

In summary, patients undergoing cardiovascuiar surgery have reported significant 

unrelieved pain, which remained consistent over the fmt 3 days. Procedures such as chest 

tube removal and endotracheal suctioning compounded this unrelieved pain. Prescribed 

analgesia was not given, and differences in prescribing were evident for gender and age. 

Caregiver Pain Knowledee and Beliefs 

Pain knowledge gaps and problematic bei iefs, predorninantl y about analgesic use and 

related side effects, have been identified with professional caregivers. Discrepancies exist 

between caregiver and patient perceptions of pain. However, minimal examination of 

careg iver perceptions about the patient or contextual variables involved in assessment and 

management of pain has occurred. Only recently have patient measures included 

questions about their experience. 

Beliefk about pain assessment and rnaaaeement. Researchers have asked nurses specific 

questions about pain assessment and management to determine their bases for practice. 

Nurses do not systematically ask patients about their pain (Watt-Watson, 1987). Beliefs 

about patient self-reports of pain reflect nurses' feelings that they have more expertise 

about pain than patients (Brunier et al., 1995). While rnany nurses have identified 

"asking the patient" as a pain assessment strategy, fewer than 50% identified this as the 



most intluential factor in care decisions (Ferre11 et al., 1991; Jacox, 1979). Patient 

behaviours such as movement, facial cues, and verbal cues like moaning, were ranked as 

more important than patient's self-report. Using these behaviours as major pain indicators, 

however, would mean that patients had significant retum of pain before being given any 

intervention. Graffarn (1970) found that ii almost one half of the stressfd events 

observed in hospital, including 62% related to pain, cornplaints were made by patients 

when the nune was at the bedside for some other reason. She concluded that although 

nurses think they know when a patient is suffering, the most salient cue is probably the 

patient's statement of distress. These data irnply that nurses often use their own 

assumptions inwrrectly. as a basis for pain management. and wait for severe pain to be 

obvious before intervening. 

Nurses' experience and personal beliefs can influence their pain assessment. Nurses 

who experiencerl their own intense pain were more aware of their patients' pain (Holm, 

Cohen, Dudas, Medema. & Allen, 1989). Almost three quarters of nurses in Dalton's 

(1989) study reported that they were more empathic with patients having difficult pain 

management problems. Nurses have inferred greater pain when patients verbalized their 

discornfort (Baer, Davitz, & Lieb, 1970). Similarly, patients who asked for pain relief 

were thought to suffer more than other patients (Oberst. 1978). Patient characteristics 

such as diagnosis, age, gender, and culture may influence caregivers' perceptions of 

patients' pain and need for intervention (Calderone, 1990; Davitz & Davitz. 1981; 

McDonald, 1994; Melzack et al.. 1987: Taylor, Skelton. & Butcher. 1984). 

Caregivers expect patients to experience moderate to severe pain and do not aim to 
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give their patients as rnuch relief as possible (Cohen, 1980; Kuhn et al., 1990; Lavies et 

al., 1992; Watt-Watson, 1987; Weis et al., 1983). It is paradoxical that caregivers 

perceived their pain management to be good or adequate although their patients indicated 

considerable pain. There is a discrepancy between what is possible in pain relief and actual 

practices, which is particularly evident with opioid administration. 

For over 20 years, investigators have reponed that clinicians hold negative attitudes 

toward opioid analgesics. They have underestimated the therapeutic dose range, 

overestimated the duration of action and have held unfounded feus of side effects, 

particularly addiction (Marks & Sachar, 1973; Charap. 1978; Diekmann & Wassem, 

1991; Ellion & Elliott, 1992; Ferrell, McCaffery, & Rhiner, 1992; Fox, 1982; 

Hamilton & Edgar, 1992; Lander, 1990; McCafiery et al., 1990; Myers, 1985; 

Watt-Watson, 1987; Weis et ai., 1983; Weissman & Dahl, 1990). These findings only 

partly explain why nurses fail to use analgesics in light of patients' pain (Close, 1990; 

Cohen, 1980; Donovan et al., 1987: Marks & Sachar, 1973; Miaskowski et al., 1994: 

Maxam-Moore et al., 1994; Paice et al., 199 1 ; Watt-Watson & Graydon, 1995). 

Nurses are responsible for assessing patients' pain and for intervening with modalities 

such as opioids. However, researchers continue to document that prescribed analgesia has 

not been administered. Cardiovascular surgical patients received infrequent, small analges ic 

doses and 25% were given no morphine over the first three postoperative days (Maxam- 

Moore et al., 1994). Surgical patients on their fust postoperative day received an average 

of one analgesic dose (Carr, 1990) and 2.7 doses (Owen et al., 1990). Medical-surgical 

patients were given an average dose of less than 25 % of the analgesics orderd for a 24 
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hour period, although the rnajority of these patients had considerable pain and said the 

analgesic was effective when given (Donovan et al., 1987). A surgical oncology sarnple 

was given oniy 11.7% of the average dose of analgesics ordered over a 24 hour period, 

although 77% of these patients had signifiant pain (Paice et al., 1991). In Abbott et al's 

(1992) study, anaigesic doses given to 2400 Canadian patients were low overall and 

even lower for non-surgical patients. These researchers suggested that there is a problem 

in the degree of therapeutic (meaningful) interaction between patients and their caregiven 

in relation to effective pain management. 

The degree to which nurses recognize problems in their pain practices is an important 

question. In recent smdies, nurses have been asked to identify the importance of patient, 

caregiver and/or contextual barrien to effective pain management (Brunier et al., 1995; 

Clarke et al., 1996; O'Brien, Dalton, Konsler, & Carlson, 19%; Vortherms et al.. 

1992; Wallace, Reed, Pasero & Olsson, 1995). Patient reluctance to report pain was 

identifieci as the most important barrier (Brunier et al., 1995; Clarke et al., 1996; 

O'Brien et al. 1996; Vortherms et al., 1992) Nurses did not recognize their own 

reluctance to give opioids or patients' reluctance to take opioids as major barriers. Nurses 

saw themselves as being adequately prepared to manage pain (Wallace et al.. 1995) and 

rated their pain relief management as good to very good (Vortherms et al.. 1992). 

However, deficits in their knowledge about pain assessment and management were evident 

in the low mean scores (Brunier et al., 1995 [M=41%]; Clarke et al., 1996 

[M = 62 % ] ; Vortherms et al., 1992 [M = 56 561). Moreover , none of these researchers 

offered val idation of these nurses' perceptions fiom their actual patient practices, 



including drug administration. 

Congruence of cimgkt and d e n t  ~erce~tions of min. Pain assessrnent is an 

interactive process between patients and caregivers. Patients' input is crucial to determine 

the extent and impact of their pain and optimal treatment options. Questions ne& to be 

asked about why nurses don't initiate the assessment process if they recognize patients' 

reluctance to report pain. Both nurses' and patients' expectations of the patient's role in 

pain assessment and management n d  to be exarnined. A comparison of nurses' and 

patients' beliefs about optimal pain levels and intervention modalities would also be 

help fui. On units w here caregivers lacked knowledge about op ioids , patients expected 

pain, had inadequate pain relief, were reluctant to take analgesia, and lacked knowledge of 

opioids (Cohen, 1980; Marks & Sachar, 1973; Lavies et al., 1992; Weis et al., 1983). 

Minimal analysis of the interpersonal process that occurs between nurses' pain 

assessment and patients' responses has been reported. Paired caregiver-patient research 

has been focused mainly on discrepancies in pain intensity ratings (Choiniere, Melzack, 

Girard. Rondeau. & Paquin, 1990; Cleeland et al., 1994; Graffam, 1981; Grossman et 

al.. 1991; Hodgkins, Albert, & Daltroy. 1985; Holmes & Eburn, 1989; Iafrati, 1986; 

Paice et al., 1991; Seers, 1987: Sutherland et al., 1988; Teske et al., 1983; Van der 

Does. 1989; Wal kenstein, 1982; Zalon, 1993). Discrepancies have existed between 

nurses' documentation and patients' pain descriptions (Camp & O'Sullivan, 1987). 

Zalon (1989) examined nurses' empathy for their patients' experience of pain one to 

four days afier abdominal surgery. However, her conceptualization of empathy was 

ques tionable and inadequatel y defined as the difference in pain intensity rat ings between 
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these nurse-patient pain (N= 1 19). The modest correlations between ratings &=O. 30, 

p < 0.0 1) may have related to inadequate assessment skills or understanding of 

appropriate postoperative pain levels, not empathy. Therefore, discrepancies reported in 

the above studies indicate a lack of caregiver validation of pain assessment and/or a lack 

of recognition of the importance of patients' self-report. 

Several investigators have reported inconsistent relationships between caregiver and 

patient pain intensity ratings. Nurses' have underestimated the severity of patients' pain 

(Seers, 1987; Zalon, 1993). and specifically for patients with moderate to severe pain 

ratings 2 4 (0-10) (Grossman et al., 1991). Choiniere and colleagues (1990) 

compared patient and nurse assessments (N=42) of pain intensity during therapeutic 

procedures for severe burn injuries. Nurses' ratings were correct for 49% of patients at 

rest and 30% of patients during procedures. No analgesia was given to almost a quarter 

of these patients. Teske et al. (1983) found a low correlation between nurses' judgements 

of pain based on non-verbal behaviour and self-reports of pain from both acute 

@=0.32, ~C0 .05)  and chronic pain patients (r=0.28. ~<0.06).  Donovan et al. 

(1987) found no significant relationship between severity of pain and (a) the nurse 

discussing the pain with the patient, (b) the identification of pain as a problem on the 

care plan, or (c) the presence of a progress note about pain. The majority of patients in 

this sample and one third of Paice et al.3 (1991) sample indicated nurses did not discuss 

patients ' pain with thern. Therefore, nurses' assessment and/or interpretation of patients ' 

pain cues frequently are not accurate, especially with severe pain. This problem is 

compounded when patient self-reports are not valued. 
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There has been minimal investigation of nurses' responses to patients in pain. An 

examination of nurses' responses to patients' expressions of distress indicated that 62% of 

these episodes were related to pain ( G r a m ,  1970). In almost one half of the 

patient-initiated complaints, nurses were at the bedside for another reason, and in only 

2 % of the time, were patients fmt approached by nurses. In over 50% of the disaess 

incidents, nurse interaction concluded in one minute; only 13% of nurses explored the 

cause of the distress with the patient. Blocking behaviours such as not following patient 

cues, changing the subject, and leaving the room after the patient made an emotional 

statement were observed. Nurses' predominant responses included inforrning (33 %), 

suggesting relief (17%). giving comfort (15 %), or directing patients (14 1). Comments 

that did not focus on patient needs (17%) included scolding, contradicting, ridiculing, 

controlling, and making no comments or multiple ones. There was minimal inquiry into 

the pain experience of the patient and rnost interactions were patient-initiated. 

In summary , there is minima1 published research that describes nurses' responses to 

patients experiencing pain. Caregivers and patients are not similar in their pain ratings, 

particularl y where pain is severe. Moreover. careg ivers' assurnptions about pain, without 

patient validation, may contribute to ineffective pain management. Graffarn's (1970) 

examination of interaction issues identified difficulties in both recognizing distress and 

responding to it. 

Measures of Nurses' Knowledee and Beliefs 

Current rneasures that assess nurses' pain knowledge do not address their 

perceptions or beliefs about patients in pain or contexnial variables such as colleague 
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support for analgesic decisions. Published measures of nuning pain know ledge focus 

prirnaril y on analgesic management and/or side effects such as addiction (Hamil ton & 

Edgar, 1992; Kuhn et al., 1990; Lander, 1990; Lavieset al., 1992; McCaffery & 

Ferrell, 1990; McCaffery et al., 1990; Watt-Watson, 1987; Weisman & Dahl, 1990). 

Thetefore. other questions are required to gain insight into current pain practices and to 

determine the direction of future interventions. Two of the published nursing rneasures 

are more comprehensive in their item content in that they include questions about both 

(a) knowledge of analgesics and (b) beliefs about causes of pain, expected levels of pain, 

and pain assessment and management (Hamilton & Edgar, 199î; Watt-Watson, 1987). 

Hamilton and Edgar (1992) combined two of McCaffery's unpublished scales to 

survey the pain wntrol knowledge of 3 18 nurses working in an acute care setting. The 

measure consisteci of two parts: (a) me-false or Likert sale items on opioid classification 

and side effects such as addiction which are briefly describeci by McCaffery and colleagues 

(1990) and (b) 20 truelfalse statements that focus on pain assessment and management 

issues. Nine of these questions also related to analgesic use. No questions examined 

nurses' perceptions of patients' responses to pain or their role in pain management. The 

Part I items evolved ftom McCaffery's experience in educational programs and were 

pretested in 27 workshops a=2.459) (McCaffery et al.. 1990). No reliability and 

validity were reported for Part II, although Ferrell and McCafiery (1993) presented 

reliability and validity data for this tooi in an unpublished paper. Content was derived 

fiom recognized current standards of pain management and validated by pain experts. 

Consrruct val idity was established by discrim inating between scores of nurses at different 
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levels of expertise, although no values were given for these comparisons. Test-retest 

reliability was supported (E=0.80) by repeated testing in a continuing education class of 

staff nurses, and interna1 consistency by an alpha of > 0.70. 

Ferrell and McCaffkxy 's (1993) latest tool , the Pain Management: Nurses' Knowledge 

and Attitude Survey, was developed from an éarlier unpublished version (Ferrell & Leek, 

1990). Neither version nor their psychomeûic properties has been published. Scoring for 

the earlier measure is not clear as Clarke and colleagues (1996) excluded questions 37 to 

46 from the total percentage swre while Brunier and colleagues (1995) did not. The 

later tool retained some previous items and included 22 mie-false questions, 11 multiple 

choice questions, two Likert s d e  questions and two case studies each with one visual 

analogue and one multiple choice question. New items were focused to a lesser degree on 

factual content and were related to broader issues of children's perceptions and rnemories 

of pain, drug abusers' use of opioids, elderly patients and opioids, the impact of religious 

bel iefs on pain management, and the need for individualized doses and multi-modality 

therapies. The remaining questions, excluding the case studies, el icited factual 

understanding of analgesics. The two case studies examined the impact of a patient's 

behaviour on the nurse's documentation of the patient pain rating and the subsequent 

analgesic dose administered. One broadly-worded question a s k d  about the influence of 

culture on the pain experience. In accord with Lander (1990), a question was included 

about the perceived accuracy of patient ratings. No questions were asked about (a) 

nurses' current practices or @) their perceptions of their cornpetencies or difficulties in 

pain management. Only one question was focused on the nurse's perception of patient 
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beliefs, which was the impact of religious beliefs on pain management. None asked about 

the patients' responses to pain or theû role in pain management. 

Watt-Watson's ( 1 987) masure, the Pain Knowledge S urvey , has been developed and 

tested in a survey of nurses from medical-surgical settings w= 106) and baccalaureate 

nursing students (N= 101) who were voluntarily attending a pain education programme. 

The content was derived from experience and the literature. Content validity was 

established by clinical experts. The uiol consisted of 18 questions that asswsed beliefs and 

practices related to pain assessment and narwtic administration through me-false, 

multiple choice, and fill-in-the-blank formats. Two openended questions were included to 

identify the most diffîcult nursing problems with patients in pain and nurses' current 

assessment tools and approaches. No questions asked about nurses' perceptions of 

patients' experience of pain or responses to pain. 

In summary, al1 of these masures contain a large nurnber of items that relate to 

knowledge gaps about analgesics, and study findings have demonstrateci chat serious 

problems do exist in this area. However, with the greater prevalence of published pain 

assessment and management information now available, the question that must be asked is 

why this information is not changing pain management practices. Knowledge is only one 

cornponent of the dilemma and other factors may contribute to this problem. 

From the review of the literature, it is possible to suggest areas that need further 

investigation in relation to nurses ' : (a) understanding of patients' experiences of and their 

responses to pain, (b) support from colleagues in pain management, (c) perception of 

problems with pain management on their unit, and (d) perceptions of their own 
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knowledge and competency. Some knowledge questions about commonly used opioids 

and their side effects need to be retained in assessrnent measures. However, one probably 

can assume that if these are not answered correctly, questions about lesser known 

analgesics also will be problematic. It is redundant to include the number of analgesic 

knowledge-type items previously used. unlws the main objective is to examine analgesic 

knowledge. Questions concerning nurses' beliefs about giving opioid analgesics and their 

understanding of what patients bring to the pain context would be important to include. 

Summary of Literaûm Review 

Winnicott's notion of a facilitating environment addresses the need for an 

environment in which the uniqueness and variability of patients' pain responses are 

recognized by careg ivers . Central to this wnstruct are the interrelated careg iven ' capaci ty 

for concern and in empathically responding to or holding patients. Nurse, patient, and 

contextual med iators as identified by Gallop (1989) may influence empathy . 

The mini mal research examining nurses' empathy and patient outcornes has 

demonstrated positive changes mainly in patients' mood. However, measurement of 

mediators of empathy in relation to age, education, and work setting has been inconsistent 

and findings are not always conclusive. The wmplexity of the wnceptualization of 

empathy is problematic and reflected in the variety of instruments borrowed from other 

disciplines and used in nursing research. Greater rigor is necessary in defining the 

componenu of empathy and their related measures. Gallop 's (1 989) SPIRS permits 

examination of the different phases of the process of empathy, along with the mediaton 

of nurse, patient, and contextual variables that can influence the actual expression of 
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empathy. This rneasure will be used in this study as it operationalizes empathic responding 

or holding which is central to the notion of a facilitating environment. 

Investigaton clearly document gaps in knowledge and problematic beliefs related to 

pain assessment and management for professional caregiven working in acute care 

senings. Current measures of pain knowledge-beliefs have focused predorninately on 

analgesic management and broader questions concerning staff-patient perceptions and 

interactions need to be asked. Patients continue to experience unrelieved pain and their 

expectations and experiences related to pain need further assessment. Paired caregiver- 

patient data mainly describe discrepancies in pain ratings. There is minimal examination of 

the interpersonal process between patients and their assigned caregivers in the pain 

management process. The degree to which pain knowledge and beliefs are mediators of 

empathic responding is not known. Caregivers' perceptions of (a) their pain knowledge 

and competency in pain assessment and management and @) barriers limiting effective 

pain management in their settings have not been validated using actual patient outcomes 

such as pain intensity and analgesic administration. 

Bennett (1995) suggests that patterns of empathy in situational contents need to be 

examined and related to dimensions of nursing process and care outcomes. Therefore, the 

reiationship between nurses' empathic responses and patient outcomes related to pain 

intensity and analgesic outcornes will be examined in this study. 

Pnmœed Coaœ~tuai Framework 

D ifferent explanatory models are needed to examine ineffective pain management. 

Winnicott's notion of providing a facilitating environment, which encourages holding 
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basis of one such model. The work of 

the conceptual framework directing this 

Winnicott suggests that everyone has an inherent potential capacity for wncern which 

continues to be developed as an adult. This ability to establish tnisting relationships is the 

basis for being able to understand the subjective experience of another person in providing 

a facil itating environment. Ideal ly , al1 caregivers, should bring a capacity for wncern to 

their care which is reflected in their subjective inquiry and attuned responses to patients. 

Melzack and Wall (1 965) emphasize the subjectivity and variability of individuals' 

responses to pain. However, patients in pain are either not being heard, are not believed 

or are being dismissed as unreliable sources of information. Inadquate pain relief does 

not reflect a facil itating environment. Empathic responses can be influenced by patient, 

nurse, and contextual mediators as. described by Gallop (1 989). Both caregivers and 

patients represent many diverse cultural backgrounds, with little sharing of their beliefs 

about pain and its management. Patient characteristics can be used by staff to support 

personal assumptions about pain that have no bais in fact. Patients seem 

hesitant to wmmunicate their moderate to severe pain, although pain relief is their 

preference. Professional time constraints and shorter hospital patient stays underline the 

need for patients to be equipped to take a more independent role in their care. Research 

questions will address facilitating environment in examining the relationship between 

nurses' empathic responses. and mediators related to (a) nurse characteristics and 

knowledge-beljefs about pain, @) patient characteristics and beliefs about their pain 
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experience, and (c) the contexnial variables of hosp ital site and analgesia prescribed. 

Winnicott suggests that being reliable, through empathic responses to minimize 

unnecessary stress, is essential to holding the patient within the complexity of health are.  

Patients need to be able to trust the health professional to be knowledgeable and 

concernai about helping them reach the goal of pain relief. Nurses' knowledge and beliefs 

about pain assessrnent and management may be a mediator of empathy. Economic 

restraints and staff cutbacks may impose challenges to holding in the work place. 

However, when patients are not asking for analgesics because of perceived nursing 

workload, one needs to examine who is doing the holding in bis context. Research 

questions related to holding within the facilitating environment will examine the 

relationship ben~een nurses' empathy and (a) patients' pain intensity levels and (b) the 

analgesic doses administered to them. 



Chapter III 

r n O D 0 L O G Y  

Rnposes 

The immediate objective of this study was to examine the relationship between 

nurses' empathic responses and their pain management approaches with patients follow ing 

surgery . To understand th is relationship further. nurse and patient factors which may alter 

this process were investigated. The ultimate purpose was to identifj variables which may 

be amenable to future intervention in modifying the clinical environment. These data will 

provide new directions for educaton and clinicians in changing pain management practices 

and subsequent patient outcornes. 

Hypotheses 

1. Nurses' ernpathy will Vary directly with the nurse mediator of pain knowledge and 

bel iefs. 

2. Nurses' empathy will Vary with mediators that are nurses' characteristics: (a) directly 

with education level, amount of pain inservice education, westernized birthplace and 

@) inversely with their age and years of nursing and unit experience. 

3. Nurses' will express greater empathy when patient mediaton include being male, 

younger in age, and believing in- verbalizing pain. 

4. Nurses with greater empathy will have patients who have lower pain intensity and 

are given higher analgesic doses. 



A11 heaith professionals have a capacity for concern as a bais for empathy. 

Therapeutic empathy is an essential component of the nurse-patient interaction. 

Verbal expression of ernpathic understanding is essential to a therapeutic relationship. 

Expressed empathy can be measured by the SPIRS and observed through patient 

outcornes. 

Patients will experience some degree of pain after coronary artery bypass graft surgery. 

Patients are capable of expressing their pain. 

Indicators of effective postoperative pain management are minimal pain intensity 

ratings and analgesia adequate to maintain these ratings. 

Definitions 

Facilitatim environment was defined as an appropriate adaptation within a relationship to 

the other's needs and involves a capacity for concern and holding (Winnicott, 1970). 

Caregivers are atnined to feelings being expressed by the patient and reflect this back to 

the patient. Mediators involving the nurse, patient, and context mây influence this process 

(Gallop et al., l99Oa). 

Cbacity for concern was defined as the ability to feel and a m p t  responsibility in 

relationships. It is the basis for being ernpathic and is present to some degree in al1 health 

professionals (Winnicott, 1960). 

Holding was defined as ernpathic care which m i n i m k  impingements or disruptions that 

are felt as threats to one's personal existence (Winnicott, 1970). It involves repeated 

behaviours or interactions which occur in predictable ways (Winnicott , 1 987)' for 



example analgesic administration to reduce pain intensity. 

Thermeutic emath~ was defined as the wiliingness to know and understand the 

experience of another and to engage in this process without reciprocity (Gallop, 1989). 

Expressed emDatfiv was defined as nurses' verbalized undentanding of what is meaningfbl 

to the patient at that moment as mûasured by the SPIRS. 

State mediators were defined as variables within the environment, both internat and 

external, which can influence a person's behaviour (Gallop, 1989) and which relate to 

the nurse (knowledge-beliefs, age , unit experience, birthplace) , the patient (age, gender, 

birthplace, beliefs about expressing pain), and the context (hospital site, analgesia 

ordered) . 

Westernized birth~iace was defined as countries where a caregiver's subjective inquiry into 

a patient's feelings and experience, for exarnple about pain, would be acceptable. Nurses' 

westernized birthplaces included Canada, United States, Britain, Europe, Austraiia, Hong 

Kong, and the islands of the West Indies. Jamaica, and Trinidad. 

Pain was defined as "an unpleasant sensory and emotional experience associated with 

actual or potential tissue damage, or describeci in terms of such damage. Pain is always 

subjective. " (Merskey & Bogduk, 1994. p.2 10). 

Pain intemitv was defined as patients' perceptions of their pain as measured on (a) several 

visual analogue scales for i. worst 24 hour and 3 hour pain on movement and ii. pain 

now at rest and with rnovement and (b) the Present Pain htensity Rating (PPI) for a 

global pain rating (McGill Pain Questionnaire-Short Form [MPQ-SF], Melzack, 1987). 

Pain experience was defined as patients' perceptions of their previous pain history, pain 
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expectations, current pain status and management, and nurses' interaction with them 

related to pain assessment. 

Perceived nurse attending was defined as patients' perceptions of being listeneci to, 

helped, and understood by the nurse in relation to their pain management. 

m e  was defined as facts based on empirical data that are published and widely 

available. 

Pain beliefs were defined as statements accepteci as fact without necessarily any scientific 

basis. Incorrect beliefs that are thought to be true and that prevent effective pain 

management were defined as misbeliefk 

Pain inservice education was defined as the amount of pain-related wntinuing education 

previously attended (i.e. none, < 3 hours, a half or full  day session, or other amount). 

Design 

A descriptive, correlational, mixed between-within subjects design was used to examine 

the stud y hypotheses . 

Sample and Sethg 

The target nurse population was a convenience sample of consenting nurses who were 

working on four cardiovascular wards in three teaching hospitals. Patients who were 

approached for inclusion in the study were (a) on their third postoperative day following 

their first coronary by-pass surgery, (b) not experiencing complications, (c) able to 

understand, read and speak English, and (d) willing and able to take part in the study . 

Procedure 

Ethical approval of the research protocol was obtained from the University of Toronto 
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Office of Research Services as well as from the individuai hospitals' Research Ethics Board. 

After hospitai approval was granted, the Director of Nuning where appropriate and 

physicians caring for eligible study patients were notifmi that a nursing study was taking 

place. Nursing Unit Directon were inforrned of the study and they informed the nurses 

on their units. The nurse was requested to approach patients on their third postoperative 

day to obtain permission for release of their name to the investigator. Patients were seen 

and given a written and verbal explanation of the study, their rights regarding the study, 

the safeguards to preserve anonymity, and the risks and benefits of participation (see 

Appendix B. 1). Written consent was obtained from patients who agreed to participate 

(see Appendk 8.2). 

Nurses who were participating in the study were asked to meet with the investigator. 

These nurses received verbal and written explanations about the study, including their 

rights, safeguards to provide anonymity, the risks and benefits of participation and 

assurance that participation would not influence their employment (see Appendix B.3). 

Written consent was obtained from nurses who agreed to participate (see Appendix 8.4). 

Al1 nurses who completed the study received a $20.00 stipend to compensate for their 

time. 

Data Colledion Methods 

Afkr consent to participate ha4 been obtained, study participants were interviewed 

and given verbal instructions. A11 interviews were conducted by the same researcher. In 

order to match patient data with specific nune responses. patients were interviewed on 

the same shifi as their assigned nurses, from noon to the end of that shift. Pain 
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analgesic administration were the responsibility of the assigned nurse 

period. 

Nurses were interviewed once in a private area of the nursing unit for about 35 

minutes and given the TPMI, SPIRS, and the Questionnaire Measure of Emotional 

Empathy (QMEE) (Mehrabian & Epstein, 1972) in a random order. The QMEE is a 

second empathy measure to tap concurrent criterion vaiidity. If a nurse was unable to 

complete the questionnaires on the unit. shehe was asked to retum them within 24 

hours. Al1 responses were returned in a sealed envelope, and were placed in a designated 

drawer if not given dùectly to the investigator. 

Patients were interviewed for 8 to 10 minutes using the short form of the McGilI Pain 

Questionnaire, with anchors of the pain intensity analogue relating mainly to pain on 

movement over several time periods. Additional Visual Analogue Scale (VAS) items 

asked about patients' expectations and perceptions of their pain management. Every 

question was read to the patient to facilitate accurate data collection and to increase the 

reliability of the findings. Demographic data were obtained from the subject and analgesic 

data from the chart. 

Instrumentation 

Nurse Sam~le 

Toronto Pa* Mi~nil~emeot lnventorv -Mi) 

The Toronto Pain Management Inventory (TPMI) (see Appendix C. 1) was developed 

for this study to examine nurses' knowledge and beliefs about pain management and their 

beliefs about patients' experience of and responses to their pain. The measure includes 27 
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questions of which 23 are visual analogue scales and 4 are openended questions. An 

initial demographic section provides data about education level , yean of nursing 

experience, years working on this unit, amount of prior pain iwwice education, gender, 

birthplace, language spoken at home, and age. 

The TPMI visuai analogue scaies include (a) nine items asking for nurses' perceptions 

of the patients' experience and responses related to pain assessrnent and management 

(items 2-10), (b) eight items related to nurses' knowledge about opioids and their beliefs 

about administration (items 1, 1 1-17), and (c) six items which focus on nurses' 

perceptions of support h m  wlleagues, their current practices, and their sense of 

wrnpetency in managing pain (items 18-23). Nine questions assess knowledge (items 

l ,  2 1 4 -  1 and 14 questions ask about beliefs or what nurses think is true 

about pain management (items 3,4,6- lO,I3,18-23). Four openended questions permit 

qua1 itative data about actual practices and any dificulties experienced in managing pain. 

Visual analogue scales (VAS) have been used to measure a variety of subjective 

phenornena including pain, and have demonstrateci sensitivity and high reliability 

(Huskisson, 1983). Multiple VASs are used in this scaie to increase reliability (Streiner & 

Norman, 1992). To avoid using negative items, as well as to decrease acquiescence bias, 

almost one half of the items are phrased so that higher scores indicate greater knowledge 

(i.e. items 4,8,11,14,15,17,19-23) (Streiner & Norman, 1992). To generate the final 

score, the remaining items (Le. 1-3, 5-7, 9, 10, 12, 13, 16, 18) are reversed (i.e 

subaacted from 100) and a11 23 items summed. Values ranged from O (las knowledge) 

to 2300 (most knowledge) and al1 scores are given -with a percentage score. VAS scores 
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are used for individual items, such as the ideal pain intensity rating, as well as for a total 

percentage score. 

As this scale was newly developed, reliabil ity and validity testing were required 

(Streiner and Nornian, 1992). A pilot study was conducted over a 3 month period. The 

sample included 33 nurses working on a general surgical ward or a surgical progressive 

m e  unit and 42 patients in these settings, usually on their second or third day after 

surgery. There were no dificulties with patients or nurses completing the questionnaires. 

Reliabilitv. Pilot testing of the nurse measures established test-retest rel iability over a 2 

week period with an intra-class correlation coefficient (ICC) of 0.8 1. 

Validity. Face validity was determined by the subjective judgement of nine nurse and 

medical experts in pain and surgery . S imilarly , content validity was addressed by asking 

experts to validate that the content of the measure was consistent with the literature and 

clinical practice related to working with patients in pain in surgical settings. The measure 

was pretested with 37 graduating BScN students of whom 14 were diploma nurses from a 

variety of dinical settings. Criterion validity wuld not be addressed as there is no similar 

measure or "gold standard" for the concept of nurses' knowledge and beliefs in pain 

management. 

Construct validity involved testing a priori hypotheses. The TPMI was significantly 

related to the SPIRS &=0.37, p=0.02), nurses' education level (I=O.35, e =0.02), 

and nurses' inservice education (L =O.35, ~=0.05). The predicted inverse relationships 

between the TPMI and nurses' or patients' age, nurses' unit experience, and patients' pain 

ratings were not demonstrated. The number of nurse-patient pairs was only 19. 



Staff Patient Interactr-on Remonse Scale (SPIRS) 

The SPIRS (see Appendk C.2) is a self-report measure with evidence of preliminary 

rel iabil ity and val idity. Ratings are required of nurses' written responses to four sets of 

equivalent patient contexts and five statements. Eleven categories are used to rate the 

responses, within the three levels of ernpathic me: "no are", "solutionsw and "affective 

involvement". The highest response category scored (Le. -1 ,O, 1, or 2). for each of the 

five statements across the four pages. is summed to obtain the final score used in this 

study. A scoring manual decreases raters' subjective interpretation and variation in scoring 

responses by providing set criteria which are typical for each category. 

Reliabili~. Gallop et al. (1990b) documented an intenater reliability kappa of 0.80 

and random checks of 20 % of responses to maintain this level. Test-retest reliability with 

these psychiatric nurses was established with r= 0.79. In my pilot study using total 

SPIRS scores with surgical nurses, an ICC for test-retest reliability was 0.76 and for inter- 

rater reliability was 0.97. 

VaIidity. Gallop (1989) established face and content validity using clinical experts 

and study participants. Concurrent criterion validity was demonstrated with a significant 

correlation with the QMEE k=0.67) and a signifiant phi correlation of 0.78 between 

expert raters and the investigators' rankings (Gallop, 1989). Gallop (1989) tested a 

priori hypotheses in demonstrating construct val idity . 

In my pilot study, it was unexpected to find no significant relationship between the 

SPlRS and the QMEE (L=0.30, p < 0.09). The small number of participants may have 

reduced the power to dernonstrate a significant effect (Kraemer & Thiemann. 1987). 
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Therefore. the QMEE was readministered to the larger sample. In testing a priori 

hypotheses, the SPIRS demonstrated (a) a signifiant positive correlation with the TPMI, 

nurses' education level (E= .5 1 p< .0001) and inservice education (2=0.35, < O.O4), 

and (b) a negative trend with nurses' unit experience (r=-0.32 p < 0.07) and experience 

in nursing (r=-0.29, p< 0.1) as predicted. .No significant reiationship was demonstrated 

with nurses' age or patients' pain ratings. 

Ouestionoaire Measure of Emotiod E m - d v  (OMEE) 

The QMEE (see Appendix C.3) requires subjects to imagine how they would feel in a 

variety of situations and has demonstrateâ reliability and validity (Mehrabian & Epstein, 

1972). The authors ' reported signifiant subscale intercorrelations, al1 exceeding 0.30, 

and split-half reliability for the entire measure as 0.84. Constmct discriminative validity 

was evident in the lack of correlation with a social desirability sa le  (Crowne and 

Marlowe, 1960). The QMEE demonstrated criterion val idity with Gallop's (1 989) SPIRS 

and was used in the present study as well. In Part II ,  social desirability questions (Crowne 

& Marlowe, 1960) were added, to identify those responses contributing to extraneous 

variance because of their focus on impressing the investigator rather than on the constnict 

being tested (Holden & Fekken, 1989). 

Pattent Sam~le 

McGill Pain Ouestionnaire - Short Form (MWSF) 

The short form of the MPQ (see Appendix C.4) was adapted from the longer form 

of the MPQ in order to obtain pain information within a limited time period (Melzack, 

1987). The MPQ-SF is a self-report measure of both the quality and intensity of pain. 
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Pain quality is evaluated by 15 verbal descriptors, both sensory @= 1 1) and affective 

@=4). Each adjective chosen by the patient is ranked on a severity soile of O = none, 

1 =mild, 2 =moderate, and 3 =severe. These severity ratings are sumrned to obtain 

scores for the sensory, affective, and mmbined sensory and affective subscales. The two 

indices of pain intensity included are the present pain intensity (PPI) and a VAS. The 

measure takes 2 to 5 minutes to complete. 

The original measure, the MPQ-long form (MPQ-LF), has wellestabl ished reliability 

and validity. The predominant PR1 indices of the MPQ-SF cornlate highly with those of 

the MPQ-LF with patients experiencing labour @=O. 65-0.82). pos tsurgical (r =O. 68- 

0.77). or musculoskeletal pain (5=0.67-0.93) (Melzack, 1987). and with cancer pain 

@=O. 84-0.93) (Dudgeon, Raubertas, & Rosenthal, 1993). Preliminary results 

demonstrate sensitivity to traditional cl inical therapies such as analges ic drugs, epidural 

blocks and TENS (Melzack, 1987). 

Add itional Oues tiom. Analgesic and Demwraohic Data 

Several VAS pain intensity items extended the general VAS of the MPQ-SF, using 

anchors relating to pain on movement over several time periods. The "unpleasantn anchor 

for one analogue had been established as a valid and reliable affective label (Gracely et al., 

1978). 

Twelve additional questions formed the Patient Pain Experience Scale (PPES) ( s e  

Appendix CS). To establish face and content validity, these questions were examined by 

clinical experts in surgery and pain management and were pretested with 25 

cardiovascular patients. The PPES included 10 VASs related to patients' perceptions of 



their previous pain history, pain expectations and beliefs, current pain status and 

management, and nurses' involvement in theu pain assessrnent and management (nos. 1- 

7, 9-11). Patients were asked to rate their current nurse in answering three questions 

which focused on the -nurse attending to their pain experience (nos.9- 1 1). These 

questions provided the PPES-Attending score (PPES-A) which tanged from O (least 

attending) to 300 (most attending). Two questions about the nurses' pain-related 

communication required categoricai yes-no responses (nos. 8, 12). An open-ended 

question focuseci on patients' perceptions of how they could have been helped more with 

theu post-operative pain. Demographic data were obtained from the subject (see 

Appendix C.6) and analgesic data from the subject's chart. 

micd Considetatioas 

Al1 subjects were assured of anonymity of their responses. Each subject was assigned a 

code number. Subjects' code numbers were kept in a locked file accessed oniy by the 

investigator for confidentiality. Only group statistics have been reported and no individual 

subject has been identified from reported results. 

Risks and Benefits 

There was no known risk to nurse or patient subjects. It was not anticipated that the 

information asked would jeopardize emotional well-being of the patient subjects and 

patients answered questions wlll ingl y. Where patients were experiencing d iscomfort and 

asked for help, the investigator asked the subjects' permission to communicate this to 

their nurse to obtain appropriate intervention. Nurses who had questions about any 

content in the questionnaire were given available information to clarify the point at the 
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termination of the study. It was not anticipated that participation in the study would be 

directly beneficial to the subjects. Participants requesting an abstract of the study were 

sent one at the completion of this project. Ultimately, the knowledge gained from these 

masures will contribute to the development of education programmes, which wuld help 

both nurses and patients in pain to more effectively interact with each other to improve 

pain management in surgical settings. 

Data Analysis 

Initially, descriptive statistics were completed to analyze the data for normality and to 

determine if the data met the pararnetric test criteria. Nominal, ordinal, and interval data 

were obtained from the demographic questions; interval data from the TPMI, SPIRS, and 

QMEE; ordinal and interval data from the MPQ-SF; and nominal and interval from the 

PPES (see Appendix C. 6). Data from the rating scales were analyzed as interval, as in 

most circumstances where score distribution is not severely skewed, this approach will not 

introduce severe bias (Norman & Streiner, 1994, p.29). In spite of the number of 

analyses completed, the level of signifcance for al1 tests was retained at 0.05 because of 

the exploratory nature of this study. 

Parametric statistical use requires meeting the assumptions about the population from 

which the sample was taken. The assumption of normality, that sample scores were 

normally distributed, was exarnined using scatterplots. The skews of distributions of total 

scores were minimal (0.04-0.38). excluding that for worst 24 hour pain which was in the 

moderate range (-OS). Norman and Streiner ( 1994) suggest that real versus theoretical 

data show some degree of skew, and the negative skew for 24 hour pain was anticipated 



90 

from previous findings. Because of the robust nature of parametric statistics, they were 

used for al! analyses involving interval data (personai communication, Streiner, 1995). 

Kleinbaum and Kupper (1978) state that if the normality assumption is not badly 

violated, conclusions will generdly be diable and accurate using robust statistics such as 

parametric tests. 

Pearson correlations were used to examine al1 hypotheses with interval data. Chi- 

squared analyses were used to examine relationships between nominal and nominal-ordinal 

data in hypothesis two, that is birthplace, education level, and inservice education. 

Analysis of variance (ANOVA) was used to examine within group and between group 

differences for the dependent interval variables of (a) empathy , @) knowledge, (c) 

characteris tics of age and experience, and (d) patients' pain intensity and experience 

ratings, by nurses' birthpiace and hospital site. For signifiant ANOV As, post-hoc 

corn parisons using Tukey 's Honestl y S ignificant D ifference test (Norman & Streiner , 

1994) were used to determine the source of the difference- Differences between two 

independent groups required t-tests, and Levene tests were used to confirm homogeneity 

of variance (Norusis, 1993). Hiervchical multiple regression models were used to 

explain variance in scores for SPIRS, TPMI, 24 and 3 hour pain intensity ratings, and the 

amount of analgesics given. Dummy coding was used to indicate the categories of site and 

birthplace. Standardized residual scatterplots and the Durban-Watson statistic were used to 

val idate the 1 inearity and homoscedasticity of the regression models (Norusis, 1993). 

Content analyses of the qualitative data from open-ended questions have not b e n  

i ncl uded in th is dissertation. Future analyses will examine (a) practices and challenges 



identified by nurses and @) ways of helping after surgery identified by patients. 

Sample S k  

Sample size justification was basai on Cohen's approach (1988). Given a power level 

of 0.8, an alpha level of 0.05 and an effect size of 0.30 for a medium effect, the 

minimum sarnple size required was 68. The final sample of 94 nurses met this 

requirement and allowed for a large number of nurse-patient pairs (n=80). The final 

sample of 225 patients more than met this requirement for analyses of pain ratings and 

analges ia. 
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RESULW 

This chapter is divided into four major sections. The fmt section includes descriptive 

data for the nurse and patient samples. In the second section, the four hypotheses 

directing this study are addresseci. In the third section, pain knowledge and belief findings 

are describeci in relation to empathy and pain management. The fourth section includes 

the regression models that outline the variables contributhg to variance in nurse empathy, 

pain knowledge and beliefs, analgesics administered for pain, and pain intensity. 

Desaiptive Charaderistics of the Sample 

Nurse Sam~le 

Data were collected fiom 94 nurses on four cardiovascular units, two of which were in 

one hospital site. Ten nurses (9.6%) of the 104 who were approached either refùsed to 

participate &=4) or did not return the questionnaire (n=6). Half of the non-participants 

were from the fourth site (n=5). Keasons for refusals related mainly to current workload 

requirements. One subject refused to complete the SPIRS because he "couldn't write 

answers to statements like that". 

The nurse participants included 86 women and 8 men, the majority of whom were born 

in Canada and spoke English at home (see Table 1). Their level of education included 82 

(87 %) nurses with a diploma in nursing, 10 (1 1 56) with a nursing baccalaureate degree, and 

2 (2 %) with a non-nursing baccalaureate degree and a nuning diploma. Although ages 

ranged from 22 to 55 years, 76 % of this sarnple were less than 40 years old (mean=35, 

SD = 8.7) (see Table 1). The years of nursing experience ranged widely from less than one - 



Table 1 

DescriDtive Charaderistics of the Nurse Sam~le 

AGE 
a 22-29 
b. 3a39 yevs 
c. 4049 years 
6 m 5 5  years 

LANGUAGE SPOKEN AT HOME 
a- 
b. FiLipino 
c* Easrern EmOpe 
d. Italiaa/German/Poircagriese 
e. Chinese 

PAIN-RELATED CONTINUJNG EDUCATION 
a- mlE 
b. < 3 h ,  
c- balf&y 
d fdlday 
e. otkr  

1 a= from total group of 94 except for birthplace (N=93) - 
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year to 34 years, although 47% of nurses had worked 5 years or less [median =6 years, 

mean (So) = 10 (8.5) years]. Unit experience ranged from 2 months to 20 years but the 

rnajority (60%) ha-  worked for less than 5 years on the current unit [median=mean 

(SD) =4 (3.9) years]: The vast majority (84 1) had participated in minimal ( < 3 hours) or 

no pain-related inservice education. 

There were no signifiant differences in nurses' age, education, gender , birthplace, 

language, or unit experience by site. There were signifcant differences in participation in 

inservice education by site (X2(12) =27, p < 0.008); 70% of nurses had some inservice 

education at site 1, 45 % at site 2, 58 % at site 3, and 20% at site 4. The differences in 

years of nursing experience were not significant by site (sites: 1 = 11 years, 2= 12 years. 

3 = 10 years, 4 =6 years; &,,=2.5, p< 0.07). The nursing care delivery pattern was total 

patient care at al1 sites except site 4 which used the functional approach of dividing patient 

care into tasks which are then assigned to several staff. 

There were significant differences for nurses' age a,,, =2.89, p < 0.03) and experience 

by birthplace a,, =3.65, Q< 0.008). Differences in unit experience were not significant 

although nurses from the Philippines had worked the longest on their current unit. Means, 

standard deviations and significant differences using Tukey's Honestly Signifiant Difference 

(HSD) post-hoc cornparisons for age and experience by birthplace are shown in Table 2. 

Patient Sam~le 

Data were wllected from 225 patients on the same four cardiovascular units used for the 

nurses' data collection. F i k n  (6 76) of the 240 patients who were initially approached were 

not included in the study. Of these, 10 (4%) patients refused to participate. Reasons given 
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for nonparticipation included fatigue and /or nausea (n = 8), participation in another stud y 

b= 1). and anger at the current medical care @= 1). The interview was terminated by the 

investigator with five patients (2 56) who had agreed to participate but who were unable to 

continue because they were not well enough @=3) or not sufficiently fluent in English 

(n =2). 

The sample included 52 women and 173 men. The majority were born in Canada and 

spoke English at home (see Table 3). Participants' ages ranged from 33 to 83 years, with 

68% between 50 to 69 years. The rnajority of patients (n= 194, 86%) identified the chest/ 

shoulder area as most painful, with the leg being identified by 1 1 36 (n=24). Within the first 

24 hours after surgery, 10% (n=23) of patients had received patientcontrolled analgesia 

(PCA) and 54% @=122) had received one or two doses of routine indomethacin. Surgery 

for the majority (n= 192, 85 56) involved an interna1 mammary artery as well as saphenous 

vein granî, with the mean number of grafts being three. 

Slightly more than half of the subjects remembered having seen a video related to the 

surgery or attending a preadmission course b=121, 54%). Of this group, 56% @=68) 

remernbered no pain-related content, 19% (n=23) remembered being told to expect pain, 

and 17% @=21) remembered being told to expect pain and to ask for help. Only one 

patient described a nurse telling him to rate his pain and to ask for help when his rating went 

above the .  

There were no signifiant gender differences in most severe pain location, attendance at 

a peri-operative preadmission wurse or video, patientcontrolled analgesia (PCA), or 

indomethacin administration. Women were significantiy older than men (t(223) =3.2 1, 



Table 2 

' Aee and ExDerie MeanstSD) and Sienificant Differences in Nurses nce bv Birth~iace 

Table 3 

Patient C haraderistics relatai to ïanmage and B n t h ~ h œ  

BIRTHPLACE 
a -SA 
6- Europe/- 
c. Easteni E a q d k &  
d, -sti m 
e. South Anreaa 
f- rsla& 
g. f ica  
h, Middle East 
i. Phiiippiaes 
j. Grieece 



p < 0.0021 (see Table 4). A greater percentage of men received a mammary gr& (88 1) 

than did women (75 %) (~' (1)  ~ 5 . 7 7 ,  p< 0.02). 

There were no signifiant differences in patient age, birthplace, location of most severe 

pain, and the number of bypasses received by site. The sites did differ signifircantly on the 

frequency of pain management resources being offered, including patients (a) aîîending a 

preadmission course or video and (b) receiving postoperative patientcontrolled analgesia 

(PCA) andfor indomethacin (see Table 5). 

Table 4 

Dismiution of Patients' Aees by Gender 

Sienificant Site Differeaces in Patient Pain Maluzernent Resourœs 



Analyses Which Tested the Specific Hypothess 

Nurses' Empathv and Pain Knowledge and Beliefs (Hvwthesis 1) 

Em~athv (Staff Patient Interaction Reswnse Scde ISPIRSI. Ouestionnaire Measure o f  

Em~athy IOMEEU 

The SPlRS is scored from -20 (least empathy) to 40 (most empathy). The QMEE is 

scored from 33 (least empathy) to 132 (most empathy). To code the SPIRS, inter-rater 

rel iabil ity was establ is hed between an experienced S PIRS rater and the investigator using total 

scores for every fifth participant for 25 % of the sample (1 CC =O.%). SPI RS scores for this 

sample (see Figure 2) ranged from 2 to 32, with a mean of 19.76, a standard deviation of 

5.88, and a median of 20. The majority of subjects (53 %) scored 20 or less, with only 3 % 

scoring 30 or greater. Differences in SPlRS scores by site were not statistically significant 

(F3.,=1.64, e<O.i9) [mean tsD,: site 1=21 (5.6). 2=19 (6.5), 3=20.5 (5.8), 

4 = 17.9 (5.31 (see Figure 3). QMEE scores (Figure 4) ranged from 64 to 1 16 with a 

mean (So) of 97.8 (8.93) and were similar among sites. There were no signifiant 

correlations between the SPlRS and the QMEE for the total group (1-0.09, p=0.42) or 

by site. 

The SPlRS has three levels of empathic responses (Le. level 1 =no a r e ,  2 =solution, 

3 =affective involvement), w ith categor ies for each level . Examples of responses for two 

vignettes, that reflect ail three levels of empathy, are outlined in Table 6. Further examples 

of no care level 1 responses (platitudes, presumptuous advice. irrelevant opinion) across al1 

vignettes are described in Appendix D-Table 1. Only 20 nurses' responses asked about pain 

as the reason for patients asking to be lefi alone andlor not to have activity. Of these pain- 
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Examdes of hvels of Nurses' EmDathic Regmuses to SPIRS Vi@eües 

Nurses' level of empPthic riespo~~ses: 

ievel 1 - No Care 
In the chair Frank! 

While you are under our are, we expect you to do what we ask. 

Level2 - Solution 
These tests are important for you. 
1'11 leave you and corne back later. 

Why do you feel that way? 

k v e l 3  - Affective Involvement 
W o u  seem upset, are you wonying about what happened? 

It is pretty scary isn't it. 

II Charles is a patient in his mid-thîrties. He was admiüed to hospita1 2 days ago for 
severe chest pain. II 

Nurses' levels of empathic respooses 

Lvel 1 - No Care 
Your family needs to know. 

Your well-being is the most important concern of your family. 
You'll be alright. 

bvei  2 - Solution 
Why do you feel this way? 

What do  you mean? 
1 can talk to them if that would help. 

Level3 - Affective Involvement 
You seem wncerned about how your family will cope. 

1s your family worried about what is happening to you? 



focused questions, only 5 responses were to the patient admitteci for chest pain. 

Pain Knowiedge and Beliefk lTPMn 

The TPMI swres ranged from 1219 (53 16) to 2063 (go%), with a mean of 1565 

(So- 151.2) (68%) (Figure 5). The median was 1557 (68%). Only 15% of nurses 

@= 14) scored 8 75 46, with 56 56 @=53) of nurses swring 169%.  There was a significant 

difference in TPMI swres between sites (F3 ,=5.08, EC 0.003) (see Figure 6). Means. 

standard deviations and significant differences using HSD post-hoc cornparisons for TPMI 

scores by site are shown in Table 7. 

PIRSIand Dainknow Relationshi~ between e m d v  (S 1edee-m 

The hypothesis that nurses' empathy will Vary directiy with greater pain knowledge was 

supportai to a modest degree. A positive correlation was found between higher empathy and 

greater pain knowledge and beliefs for the total sample (L=0.37, p< 0.0001). When die 

group of nurses who were born in the Philippines were excluded (n=18, 20%) this 

correlation increased to 1=0.47 @ < 0 . 0  1). The excluded group had scored at low levels 

on both measures. There was no signifiant correlation between the QMEE and the TPMI 

(r=-0.01, p< 0.96). Correlations b e w n  the TPMI and the SPIRS by site are described 

in Table 8. 

Signifiant correlations between the SPIRS and individual TPMI items were in the 

expected direction but modest, and included nurses' (a) agreeing with patients' statements 

about their pain (L=0.2 1). (b) believing that patients do not overstate their pain (r=O.3 1). 

(c) giving opioids for chronic pain (r=0.25), (d) giving morphine if pain is severe 

postoperativel y (r=O. 28), and (e) experiencing dificul ty with having analgesic orders 
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Figure 4. Distribution of QMEE scores 

TPMI 
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Figure 6. Boxplots for TPMI scores by hospital site 



Table 7 

TPMI MeaostSD) and Simifiant Differences bv Site 

TPMI 

Table 8 

Correlations between Empathv a d  the TPMI by Hopitai Site (Pearson r). 
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changed when patients continue to experience pain (I=0.22). 

Difierences in pain kwwledge and beliefs between nurses who were the most empathic 

(SPIRS 222.67. upper 33 1) and those who were the least empathic (SPIRS 5 18. lowest 

33 36) are describeci in Appendix D-Table 2. The least empathic nurses were (a) more likely 

to think patients overstate their pain and (b) less likely to request higher opioid doses for 

continuing pain. They would also be less likely to give (a) morphine postoperatively for 

continued pain, (b) opioids orally, or (c) analgesics for chronic pain. 

Signifcant differences behveen the most and least empathic nurses are not large and 

scores for both groups on several TPMI items reflect problematic pain knowledge and/or 

beliefs. The non-signifiant differences in mean values also demonstrate some problematic 

similarities between these two groups (see Appendix D-Table 2). Patients of both groups are 

seen to experience moderate to severe pain postoperatively. There seems to be a consistent 

pattern in misbeliefs for both groups, that pain is dependent on tissue injury such as surgery. 

and that some patients .becorne addicted to prescribed opioids. Both groups are uniikely to 

ask patients about their pain, expecting them to voluntarily ask for help when needed. The 

majority of nurses in both groups perceive themselves to be very wmpetent in pain 

management with adequate pain knowledge. The majority of nurses stated they use a pain 

rating scale two-thirds of the time in their pain assessment. 

Nurses' EmDathv and Nurses' Charaderistics (Hm . . thesis In 

The hypothesis that empathy would vary inversely with nurses' age, years of experience 

and experience on the current unit. and vary directly with education level and inservice 

education was minimally supported (see Table 9). For the total sample, only a modest 
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relationship supported younger nurses being more ernpathic than those who are older (Table 

9). As this relationship was stronger in the lowest empathy group, the possibility of it not 

being linear was considered. However, testing the quadratic arm in a regression mode1 did 

not add anything of significance. There were no significant correlations between empathy and 

inservice education or education level for the' total sample or for the high and low empathy 

groups. There were no signifiant correlations between high empathy and any of the nurse 

characteristics examined. 

No significant differences were found between the most ernpathic and least empathic 

nurses for education. wntinuing education, experience or unit experience. While the most 

empathic nurses mnded to be younger (33.5 versus 37 years), with slightly less experience 

(9.5 venus 1 1 .3 years), these differences were not statistically significant. 

The original nine birthplace categories (see Table 1) were collapsed to 5 to facilitate 

sratisticd analyses. There was a significant association between the SPIRS and five birthplace 

categories (Eta=.45) and the differences in SPIRS ratings related to these categories were 

statistically significant (F-,,=5.49, p C 0.001). Means, standard deviations, and significant 

differences using HSD post-hoc cornparisons for SPIRS scores by birthplace are shown in 

Table 10. Differences in QMEE ratings related to place of birthplace were not statistically 

significant. 



Table 9 

Table 10 

S P M  MeandSD) and Significant Differenœs bv Bkth~lace. 

E@ Islands/ Canada India/ Philippines 
SPIRS Austraiial South A f n d  

Hong Kong America Eastern Europe 
N=7 - - N= 14 - N=49 N=4 N= 18 

Standard 3.6 5.4 5.3 3.7 6.2 
Deviation 

' underlined birthplaces are mt significantly different =5 -49, p < 0.00 1) 



. . 
Nurses' Empathv and Patient Characteristics (H-ymthe~is Im 

The hypothesis that empathy would be greater with patients who were male, younger in 

age, and verbalizing their pain, was not supportad. No signifiant correlation was 

demonstrated between empathy and patient gender or age, although there was a rnodest 

trend @=0.33, p<0.1) for the most empathic nurses to be working with older patients 

(SPIRS r 22.67, N=27). 

Nurres' ErnDathv and Patients' Pain Rathgs. Aiialeesia and 

Petceived Experience (Hpoksis IV1 

Patients' Pain Ratin= 

There were no signifiant differences between sites for any of the pain measures. The 

means, standard deviations, and levels of responses for the analogues describing pain are 

summarized in Table 11. Most patients (87%) described no pain or mild pain when they 

were not moving. However, 68 56 of patients described moderate to severe pain when they 

moved or did their deep breathing and wughing exercises at the time of the interview. Pain 

on rnovement was rated as moderate to severe by 77% of patients in the previous three 

hours and by 86% in the previous 24 hours. Considerable individual variability was evident 

for al1 pain ratings on movement (se Table 1 1, Appendix D-Figure 1). The mean rating of 

how unpleasant the most severe pain had been in the previous 3 hours was in the moderate 

range [ m e a n m  =48(3O)], although 32 % of patients said it was very unpleasant ( 2 70). 

The Present Pain Intensity (PPI) is an overall pain intensity measure of the MPQ-SF and 

is scored from O to 5. PPI scores for this sarnple ranged from O to 5 with a mean CSo) of 

2.6 (1.1). For 47 % of patients, the PPI was 3 or greater indicating considerable pain in the 



Table 11 

Mean Scores and Percentane Distriiytion of Visual Pain %des, 

VTSUAL ANALOGUE SCALES Mean(SD) MILD MODERATE S W E  
0-39 40-69 70-1 O0 
n (%) n (9 - 

Pain now not moviog 13(18) 196 (87) 25 (11) 4 (2) 

Pain mw moving 50(26) 73 (33) 79 (35) 73 (33) 

Mos t  severe pain in last 3 hours 57(25) 51 (23) 74 (33) 1 0  44) 

Unpleasantness of 1st 3 hour pain 48(30) 75 (33) 78 (35) 72 (32) 

Most severe pain in last 24 hours 65(25) 31 (14) 65 (29) mm 
- - 

previous 3 hours. 

The scores for the MPQ-SF adjectives describing the sensory (range 0-33) and affective 

(range 0-12) components of pain, bath individually and as a total (range 0-45) were low. 

The sensory adjectives total ranged from O to 33, with a mean (So) of 9.1 (5.3); the most 

frequently chosen were tender (74 %), sharp (71 %), and stabbing (49%). The affective 

adjectives total ranged frorn O to 12 with a mean (SD) of 2.7 (2.5); the most frequently 

chosen was tir ing-exhausting (60 % ) . The correlation between this affective score and the 

unpleasant VAS wasonly moderate (r=0.54, ~ ~ 0 . 0 0 0 1 ) .  The total adjective scores ranged 

from O to 45 with a mean (SD) of L 1.8 (7.0). Adjectives with the highest means were only 

in the mild category and included stabbing [1.01 ( 1 2 )  sharp [l.56 (1.2)J. tender [1.51 

(1.1)], and tiring- exhausting [1.29 (1.2)]. Men's ratings for the adjectives "shooting" and 

"sharp* were significantly higher than for women (0.82 vs 0.3 1, ~ < 0 . 0 0 3 ;  1 .Tl vs 1 .O6, 

p C  0.OûOl). Women rated "gnawingn higher than men (0.50 vs 0.23, p <0.02). 



Anaieesia 

Adgesics ordered and given in the previous 24 hours were wnvened to standardized 

parenteral morphine equivaients (Gilman, Rail, Nies & Taylor, 1990). These data indicated 

that patients were undermedicated in this sampie (optimal standard dose: 50-60 mg SC 

morphine equivalentd24 hours). The average amount ordered per 24 hours was 33 mg 

(SD=24) of morphine equivalents, ranging fiom no analgesic orders @=2) to 200 mg. 

Eighty percent of this sarnple had orders for less than 50 mg of morphine equivalents. 

Analges ics ordered included tylenol 3 (95 X ) ; stronger op ioids such as dilaudid SC, demerol 

IM. anileridine PO, morphine SC, codeine PO or percocet (28%); tylenol plain (9%); 

and/or inappropriate demerol PO or talwin (2 96). Orders were (a) standard doses and not 

by patient weight (i.e. tylenol 3 tabs 1-2) and (b) to be given as needed at the nurses' 

discretion (Le. q4h Pm). Average orders for women tended to be higher (39 mg) than for 

men (3 1 mg) k(df223) = 1.86, p < 0.061. 

The average amount of morphineequivalent analgesia gken was 14 mg (S0= 9.6). and 

the doses ranged from none given @=5) to 60 mg. In this sarnple, 80% of patients received 

16 mg or less of analgesia over the previous 24 hours, which included pan  of theu second 

postoperative day. Of the 5 patients receiving no analgesics: (a) 2 also had no orders and 

both had severe 3 and 24 hour pain, @) 1 had mild, 1 had moderate, and 1 had severe 

pain, (c) 3 patients were fiom site 4 and 2 patients (1 with mild pain) from site 3. On 

average, patients received 47 % of the analges ics prescribed . Analgesics given were ty lenol 

3 (89 %); more potent opioids including dilaudid SC, demerol IM, morphine SC, anileridine 

PO, and percocet PO (19%); tylenol plain (6%); andior inappropriate demerol PO or 



talwin (2 % ) . There were signifiant differences for analgesics prescribed and given between 

two sites in the sarne hospitai. Means, standard deviations, and significant differences using 

HSD post-hoc cornparisons for analgesics ordered and given at the four sites are shown in 

Table 12. 

Analgesic orders for 10% b=23) of patients included some PCA orders in the previous 

24 hours, aithough most PCA orders were discontinued by the aftemoon of the second day. 

The prescriptions for these PCA patients averaged 46 mg equivalenu per 24 hom, with 

70% having <40 mg ordered. As expecied, these orders were greater than those for 

patients with no PCA (n=202), 80% of whom had analgesic orders for <40 mg. in the 

previous 24 hours. The analgesics taken by PCA patients averaged llmg, with 80% 

receiving 20 mg or las  in the previous 24 hours. These data indicated that PCA was 

Table 12 

MeandSD) and Significant Differences for Analeesics Ordered and Given in the Previous 24 
Hours bv Site 

H O S P I T '  Sm5 Fm[ 
ANAUTESICS 
(morphine 4 2 3 1 
e - 1  - N=56 - N=39 - N =68 - N =62 
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rninimally used, perhaps because of its limited availability on the second postoperative day; 

excluding PCA patients made little difference in administration averages as 80% of the 

remaining sample (n-203) received a 15 mg. venus 9 16 mg. for the total group. 

The means, standard deviations and mediins for the Patient Pain Experience Smle items 

(PPES) are summarized in Appendix D-Table 3. The majority expected to have either severe 

(55 %) or moderate (37 56) pain postoperatively, and had experienced previous severe pain 

(90%) ( r 70). Patient expectations and wmments such as "You know it's going to hurt so 

you don't let it bother you", "Pain means it's healing, I'm getting better" , and "1 expected 

pain - it's a big operation" may explain the rather srnaIl group (32 56) who described their 

pain as very unpleasant. There were no signifiant correlations between expected pain and 

acmal ratings. Although concem for addiction was at the low end, patients continually 

qualifiai their response by saying they were not concernexi because they were not or would 

not take analgesics very often. "If 1 had to take it regularly I'd be very wncerned. " G d  

or excellent relief from pain on movement was described by 69.8% of patients after 

receiving analgesics. However, 51 % rated their pain in the severe range before receiving the 

next medication and 83 % would not voluntarily ask the nurse for medication. 

Data describing nune-patient interaction indicad that two-thirds of patients (n = 150) 

did not remember their nurse asking them a specific question about their pain. The 

proportion of patients remembering specific questions about their pain varied significantly by 

site (x2(3) =8.76. Q <0.03), with 47% of patients saying yes at site 1. 3 1 % at site 2, 32% 

at site 3 and 21 % at site 4. Patients whose nurses did ask specifically about their pain said 
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their nurses were more attending (PPES-A, 1=0.85, ~<0.001). The majority (56%. 

n= 126) did remember a nurse asking them to tell himlher when they had pain but this did - 

not correlate strongly with perceiving their nurse as attending (PPES-A, 1=0.29. 

p < 0.000 1) or perceiving that they received medication as often as necessary @=O. 14. 

g < 0.03). 

Patients' perceptions of their analgesic management were that most (86%) were given 

the medication as often as necessary. Frequent comments included "Doctors and nurses are 

the ones who know what medications I should take', "They are doing their bat" , "1 can 

stand it-1 don't like pills" . "1 have a high pain tolerance" and "1 came here to have pain-you 

expect it from surgery" . However, this perception of appropriate medication was only weakiy 

related to their ratings for WORST 24 hour pain (L=O. 13, g<0.05), pain NOW on 

movernent @=O. 18, ~<0.006), and PPI &=O. 14, pc0.03). This perception was not 

significantly related to patients perceiving their nurse as attending to their wncerns about 

their pain. The majority did not think that the nurse listened (73 46) or understood (73 %) 

about their pain or that telling the nurse about their pain would be helphl (72 %). Patients 

qualified their answers with "1 don't like to bother them" , "Compassion is needed - they 

should not wait until pain is so bad to give something " and "Nurses should ask.. .and not wait 

for patients to tell them". Patients at a11 sites cornmented that they did not like taking tylenol 

#3 because of nausea and /or constipation. 

The PPES-A ratings of patients' perception of nurses' attending to their pain ranged from 

O to 300 [mean ISD) = 79.8 (13 1)] and differed significantly by site (&,, =3.56, 

0 < 0.02). Means, standard deviations and s ignificant differences using HS D post-hoc 
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cornparisons for PPES-A by site are shown in Table 13. Nunes perceived as being attending 

to patients' pain were more experienced (r -0.22. 9 < 0.05) and tended to have higher pain 

knowledge-belief scores &=0.21, p< 0.06). 

In summary, most patients did wt remember their nurse asking them a specidc question 

about pain. Most did not think that their nurse listened or understood. or that telling the 

nurse about theu pain would help them. Most patients described previous severe pain, 

expected moderate to severe pain, and experienced moderate to severe pain. Although many 

had excellent relief when analgesics were taken, most would not voluntarily ask for it and 

most stated medication was received as often as necessary. 

Nurses' Emœthv and Patients' Pain 

The sample included 80 nurses who were assigned to 203 patients over the study period. 

Data from multiple patients with the same nurse were aggregated to form 79 nurse-patient 

pairs for the SPIRS and 80 pairs for the TPMI. Although aggregation averaged individual 

data, it also minimized extreme scores. The hypothesis that nurses with higher ernpathy would 

MeandSD) and Simificant Ilifferences for PPES-A Scores bv Site 

PPES-A Hospital Site 
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have patients who would experience lower pain ratings and receive more analgesics was not 

suppod .  Correlations beh~een nurses' ernpathy (SPIRS) and patients' pain measures for 

the total sample were not significant or weak (e.g. SPIRS: 56 time received anaigesic ~=0.28, 

e < 0.0 1) (Appendix D- Table 4). Significant or trend correlations are 

surnmarized by site in Appendix D-Table 5.  

Patients with the most empathic nurses (upper third) described their pain as less sharp 

@=-0.35, g<0.07) and aching (r=-û.47, p<0.02) but more gnawing (L=0.41. 

p < 0.03). They had fewer analgesics ordered for them &=-0.46. 9 c 0.02). There was a 

positive trend for these patients to perceive their nurses as being more attentive to their pain 

(r=0.35, ~c0.07) (see Appendix D-Table 4). 

The nurses in the lowest SPIRS group (lowest third) had patients describing less 

throbbing (r=-0.52, p < 0.003) but more stabbing pain (L=-û.38, p < 0.04). Within this 

lowest group. a modest positive correlation existed between SPIRS scores for (a) analgesics 

given and @) patients perceiving they received analgesics when needed (see Appendix D- 

Table 4). A trend was evident for these nurses not to ask a specific pain question and for 

patients not to volunteer if they needed medication. 

No significant differences were found between nurses with high or low empathy for 

patient pain ratings (MPQ-SF), analgaia. or patient perceiveci experience. There was a trend 

for patients to describe higher 3 hour pain intensity ratings with more empathic nurses (see 

Table 14). In examining patient responses for both high and iow nurse empathy groups, both 

patient groups were concemeci 

medication as often as necessary 

about addiction. They both felt they were receiving 

despite moderate to severe pain before the next dose. 



Table 14 

PATIENTS' PAIN RATINGS MKMF) 

v i l  Analogne Scales 
a-Worstpainlast3hrs 
b. Worst pain last 24 hrs 
c. Painon Inmmnmt 
6Painnmiv(notmoving) 
e- How unpleasant (3 hrs) 

PATENT PAIN EXPERIENCE SCALE IPPES) (96) 
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Neither group would tell the nurse voluntarily if a medication were needed. While the least 

empathic nurses were thought by patients to listen, understand, and help to a lesser degree 

with pain, means for both groups were low and differences between groups were 

not statistically significant. 

Correlations between analgesics ordered and given, pain intensity ratings, and pain relief 

were moderate or non-existent and are summarized in Table 15. The wrrelations between 

medications ordered and given were in the moderate range. The significant correlations 

beiween the most severe pain intensity in the previous three hours and (a) higher ratings for 

pain before the next dose and (b) unpleasantness of this pain were strongest at site 4. 

No s ignificant correlations ex isted between patients' perception of analgesia received and the ir 

actual analgesic orders or administration. No significant wrrelations were demonstrated 

benveen patients' rel ief from analgesia and (a) their perception of analgesia received and (b) 

actual analgesic orders or administration. 

Correlations between analgesics given and pain ratings (MPQ-SF) were not significant 

berween sites and were weak for the total sample. The latter included the (a) most severe 24 

hour pain intensity rating (r=0.17, eC0.009). @) rnost severe 3 hour pain intensity rating 

(r=O. 16. p <0.02), (c) pain intensity rating NOW on movement @=O. 15, p~0.03). and 

(d) Present Pain Intensity &=O. 15, < 0.03). The only correlation for analgesics prescribed 

was weak with pain NOW at rest @=O. 16, pC0.02). 

Relationships between patient characteristics and analgesia were examined. There was a 

weak inverse correlation for the total sample between patients' age and analgesics prescribed 

Q =-O. 14, g < 0.04) but not for analgesics administered. Neither correlation was significant 



by site. A correlation between women and higher analgesic orders did not exist @=0.12, 

p < 0.06). 

Table 15 

Correlations Between Anal~esics Ordered and Given. Pain Ratines and Pain Relief Bv Site 

analgesics ordered': 
anaigesics given' 0.47(.001) 0.48(.001) 0.67(.001) 0.41(.001) 0.45(.0)  

pain previails 3 h  
pain raîiug p d  0.56(.001) O.S2(.001) 0.51(.001) 0.56(.ûûl) 0.64(.001) 

pain previoos 3hrs: 
u n p l v  of pain 0.65(.00) 0167(.001) O. 59(.00 1) 0.56(.01) 0.78(.001) 

relief h rnPrtc4: 
analgesics ordered 

relief fxom nwi9= 
patient said got med 

' l rnlgcgfs  onlacd or @ v a  in m0qdü.m aquiv?lcnts in pLCYim 24 boms 
z @ent m o n  of rec- nwlicdon as often as nrplipri 

'pat ientpaccivcdpainra! ingbe~ncrcfavingmtmtdgcg~~s  
' patient pcnavcd relief of pUn wbcn moving aftcr taking medidon 



Pain Knowledge and Beliefs Findbgs 

A modest signifiant correlation existed between empathy and pain knowledge-belief 

scores @=0.37, ~<0.0001). As previously discussed, the TPMI scores were not very 

different for the high and low ernpathy groups (see Appendbc D-Table 2). To further 

understand these iesults, (a) correlations between the TPMI and nurse characteristics and (b) 

differences between nurses with high and low knowledge were examinecl. 

No significant correlations existed between the TPMI and nurses' age, unit experience, 

nursing experience, or education level. A weak positive correlation was evident between pain 

knowledge and continuing education @=0.2 1, p < 0.05) despite 84 2 of nurses having had 

little (32 %) or no (52 A) pain-related inservice education. Correlations between the TPMI 

and the QMEE, SDS, MPQSF, PPES items, and PPES-A are summarized in Appendix D- 

Table 6. Ody weak trends were demonstrateci between TPMI and WORST 3 hour pain 

(r=0.20, pC0.07) and pain NOW on movement &=0.21. pC0.06). Nurses citing lower 

ideal pain ratings tended to have patients who were more willing to tell them when a pain 

medication was needed (i=-0.32, p~0.003) and who had greater pain relief (r=-0.24, 

g < 0.03). Nurses with the least knowledge were associated w ith patients taking medications 

and having inadequate pain relief (I-0.52, e< 0.007). This finding suggests that the type, 

dose and/or time interval of analgesic administration were not adequate for these patients. 

Differences for empath y, nurse characteristics , and individual TPMI items between nurses 

in the upper and lowest third of TPMI scores are described in Table 16. Nurses with greater 

knowledge were significantly more empathic and were perceived by patients as listening, 

understanding, and helping more than those nurses w ith less knowledge. However, the PPES- 



Table 16 

SPIRS, OMEE. PPES-AL Nirrses' Charactensûcs 
. - 

Differellces in Em~athv and Pain 
Knowledee-&lie& between N utses with Hieh and Low Know 1 ds  

Means 
!Pm 
Q- 
PPES-A 

Tocal TPMI score 

Items mt sinnificant 
1. palïents aklictbd fiml opioids 
2. ~ a i l t y ~  oI&s 
3. physichs support dbci9oiis 
4, poçtop patients with mild ptain 
5. postop patients with nrodavt 
6. givc opioids omiiy if a cboia 
7- pain retief depends on surgety 
8. rmrses suppoa decigoris 
9. uçe of rating scale 
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A means for both groups were not high. Significant differences existed between knowledge 

and beliefs about patient input (items c, d,e) and opioid administration (items k.1,m.n). Mean 

scores for nurses expecting patients to tell them when they are in pain and to ask for help 

(items f,g) were high for both groups. Both groups did not significantly differ in (a) their 

expectation. that few patients have mild pain postoperatively (item 4) and (b) that pain relief 

is dependent on tissue damage (item 7). Both groups described moderate postoperative pain 

as  the nom (item 5). Addiction wncerns were evident with both groups (item 1). While 

nurses with the highest TPMI scores rated themselves as more knowiedgeable and competent 

than did the lower group. rneans for both groups were high (items a, b). 

The TPMI was significantly associated with birthplace (Eta = -39). and differences in TPMl 

ratings related to b irthplace were statisticall y signifiant (G,,=4.04, p < 0.005). Means. 

standard deviations and significant differences using HSD post-hoc cornparisons for the TPMI 

by birthplace are shown in Table 17. Filipino nurses were the least likely to ask for dose 

changes for unrelieved pain a,, =3.89, p < 0.006) and were more likel y to believe patients 

overstate their pain than were other groups =3.44, p< 0.01). Patients of nurses who 

bel ieved patients overstated pain tended to receive fewer analgesics (r =-0.23, p < 0.04). 

Differences for patient pain ratings (MPQ-SF) , and perceived pain experience were 

statistically signifiant for several ratings (see Table 18). Several pain intensity ratings (MPQ- 

SF) were statistically higher for patients of the most knowledgeable nurses, although mean 

scores for both groups were inappropriately high. Analgesics ordered and given were 

inadequate for both groups. Patients found more knowledgeable nurses more helpful and 

understanding and better listeners. However. they would not ask them for help more readily. 

There were no s ignificant d ifferences related to patients' age or gender. 



Table 17 

TPMI MeadSD) and Sienifkant Di&renas bv B M m l m .  

Table 18 

Differences in Patient Pain Measures between Nurses with b w  and Hi& TPMI Scores 

McGILL PAIN OUESIlONNlURESHORT FORM 
Adjectives 

a affecbve 2 3 1.30 NS 
b- çeiisory 8 10 1.90 .O6 
c- total 13 11 1.99 .O5 

Present Pain IntenSty (PfI) 2 3 1.62 NS 

v î  Amlogne Wes 
aWorstpaintsC3 hxs 
b- Worst pain kst 24 hrs 
c. Painon movaaent 
6P;r inoow(~moving)  
e. How unpieasant (3 hrs) 
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&gression Modeis for Empathy, Pain Knowledge-Beliefs. Aiialgesics Administered, 

and Pain Intemity 

EmDlmv 

Hierarchical multiple regression was used to determine which nurse variables wnaibuted 

to the variance in the SPIRS empathy scores. Variables were ordered -and entered 

sequentially into the model depending on their potential for future intervention. Variables 

with the least possibility for intervention were entered fmt. Dummy variables were used to 

indicate the categories of site and birthplace, with the contrast category for site being site 1 

and for birthplace, being Canada. 

In the fust model, nurse characteristics of age, experience, and birthplace were entered 

first as they are futed variables with no possibility of intervention in the clinical situation. 

These variables had a signifiant association with the SPIRS however, and could be indicators 

of the need for intervention related to updating knowledge and/or working through cultural 

differences related to empathy. Hospital site was entered next. followed by the pain 

knowledge variable (TPMI), the latter being the primary variable for potential future 

intervention. The TPMI explained the only signifiant contribution (5 A) in this model. The 

other variables retained for the final model were age which explained 9% and birthplace 

which explained 16% of the variance. Experience and site were deleted as they did not 

explain anything in the presence of age, binhplace and TPMI. 

Nurses' age is the only significant nurse characteristic to explain some of the variance in 

SPIRS scores. wntributing 9% in the final model. Although birthplace explains 17% of the 

variance, this contribution is not significant in the presence of age and knowledge. The TPMI 
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variable when entered last significantly contributes 5 % of the variance, with the total model 

explaining 3 1 % of the variance in SPIRS scores. When the order of birthplace and 

knowledge in this model is reversed, knowledge explains 14% and birthplace explains 8% of 

the variance in SPIRS scores. ~revious analysis indicated a signifiant association between 

knowledge and birthplace (Eta=0.39, &.,=4.04, pCO.005) which may contribute to this 

finding. 

S tandardized res iduals were plotteci to examine the linearity and homoscedasticity of the 

final model. The Durban-Watson statistic of 2.03 indicated no correlation between residuals. 

The final model is described in Table 19 (&,=6.3, p<O.ûûûl). 

Table 19 

Hierarchical Remession Amivsis for EmDatfiy (SPTRS) 

Step Variable - R - R' change in - F I2 
Added 

' 1 =CanadaAJS A, 2 =EumpelAustdia/Hong Kong, 3 =islandslSouth America, 
4 =Philippines, 5 =India/Afiio/Eastem Eurape 
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Pain Kmwledee and Belkfk 

H ierarchical multiple regression was also used to determine which nurse variables 

contributed to variance in the pain knowledge and belief scores UPMI). Dummy variables 

were used to indicate the categories for birthplace and site. The contrast category for 

birthplace was Canada and for site, was site 1. Continuing education was the oniy variable 

removed from the first mode1 as it did not explain any variance. 

In the final model, the fued variables of birthplace followed by site were entered first. 

Birthplace explained 16% of the variance in the TPMI scores, with only a trend in 

significance for the one category of the Islands and South America. Site explained 1 1 % of 

the variance which was significant for the site categories 2 and 3. The SPIRS variable was 

entered last as a potential variable for intervention. The SPIRS variable, although significant, 

explained only 4% of the variance in the final model. When the order of variables was 

changed so that birthplace was entered after the SPIRS, the SPIRS explained 10% and 

birthplace explained 6 % of the variance in the TPMI scores. Previous analyses demonstrated 

a significant association between the SPIRS and birthplace (Eta=0.45. 5,,=5.49. 

g <  0.001) which rnay contribute to this finding. 

Standardized residual scatterplots indicated linearity and homoscedasticity for the final 

model. The Durban-Watson statistic was 2.25 indicating no correlations between residuals. 

The final model explained 3 1 % of the TPMI variance and is described in Table 20 

a,, =4.67, ~ < O . û û l ) .  



Table 20 

Hkrarcbical Reeies~ion for Pain Kaowle&e and Bcliefs CIPW 

Step Variable - R - R~ change in e2 F P 
Added 

1. ~irthplace+ 0.39 O. 16 - 4.0 0.005 

2. Site 0.52 0.27 0.11 4.48 0.003 

3. SPlRS 0.56 0.3 1 0.04 4.67 0.000 1 

+ 1 = Cada/USA, 2=Europe/Auswiia/Hong Kong, 3 =islds/South America, 
4 =Philippines, 5 = India/Afnca/Easteni Europe 
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Anal-g&s Adminisbred 

Hierarch ical multiple regression was also used to determ ine which variables explained 

analgesics administered to patients. In the original model, two contextual variables, site 

and analgesic orders, were mnsidered the most difficult to change and were entered fist. 

After wntrolling for these variables, patients' age and pain ratings including most severe . 

pain for 24 and 3 hours, pain on movement, and Present Pain Intensity were entered. 

Finally, nurses' empathy and knowledge-belief items (TPMI) with a signifiant association 

with analgesics administered were entered. The latter items related to continuing 

morphine with nausea, addiction, and patients' overstating their pain. Analgesic orders 

were significant in explaining 20% of the variance, as was the belief to continue morphine 

with nausea which explained 3 % . Both variables were included in the final model. Site 

explained 7 % of the variance, 24 hour pain rating explained 6% and the belief that 

patients oventate their pain explained 3%. Al1 three variables were retained in spite of 

not being significant. The other pain ratings, addiction, and the SPIRS were removed as 

they did not explain anything in this model. 

In the final model, analgesic orders explained 20% of the variance in analgesic 

administration. Site explained 8% of the variance although this contribution was not 

significant. When these contextual variables were held constant, patients' 24 hour pain 

intensity rating explained 4% and the two nurses' beliefs about pain management 

explained 7 % of the variance in analgesic administration. 

Standardized residual scatterplots examined the Iinearity and homoscedasticity for the 

final rnodel. The Durban-Watson statistic was 1.99 indicating no wrrelation between 
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residuals. The final mode1 explained 39 % of the variance in anaigesic administration 

(F,., =6.43, < 0.0001) and is described in Table 21. 

Table 21 

Hierarchical Regression for Analeesics Admhkted 

Step Variable - R - R' Change m _ ~ ; ~  - F e 
Added 

CONTEXT 

1. Analgesic orders 

2. Site 

PATIENTS' P m  

3. Pain k t 2 4  hrs 0.57 0.32 0.04 6.97 0.Ooo 1 

NURSES' PAIN KNOWLEDGE-BELIEFS 
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Worst Pain in Previous 3 hours 

Patients rated their worst pain during the previous 3 hours when they were being 

cared for by a specific nurse assigned to them. Hierarchical regression was us& to 

determine which variables explained this rating. In the original model, the outcorne 

variable of analgesics given was entered first, as this variable involved several shifts of 

nurses and may be difficult to change. Nurses' scores for empathy and pain knowledge 

were entered next. In the third step, patients' pain experience ratings related to 

intervention were entered in the following order: previous worst pain intensity , inadequate 

pain relief a k r  medication, pain before the next anaigesic dose, and patients' 

unwillingness to tell theu nurse when analgesics were needed. Analgesics given and the 

SPIRS were not signifiant but were retained as they explained 5 % and 3 X of the 

variance respectively in this model. The TPMI, previous worst pain rating, and patients' 

unwillingness to tell, contributeci I ittle and were removed. The patient pain experience 

ratings explaining significant variance were retained and included inadequate relief (1 1 %) 

and pain pre-medication ( 16 %). 

In the final model, the variance in the worst 3 hour pain was explained by analgesics 

given (5 %), nurses' empathy (3 %), patient ratings of inadequate relief (1 1 %), and pre- 

medication pain (20 % ) . AI l variables were significant excluding analgesics given. 

S tandardized residual scatterplots were used to val idate the 1 inearity and 

homoscedasticity of the model.. The Durban-Watson statistic was 2.06 indicating no 

correlation between residuals. The final model explained 39 % of the variance for worst 

pain ratings in the previous three hours = 1 1.6, 0 < 0.0001) (see Table 22). 



Step Variable - R - R' Cbange in B' - F E 
Added 

NURSES' EMPATHY 

2. SPIRS 

PATIENTS' XNTERVENTION RATINGS 

3. hadequate relief 0.44 O. 19 O. 11 5.90 0.001 

4. Pre-analgesic 0.62 0.39 0.20 11.60 0.001 
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Worst Pain in Previous 24 Hours 

Patients also rated their worst pain in the previous 24 hours. which included their second 

pos toperat ive day . The responsibility for the patient during this period was aggregated 

between two or three nurses. unlïke the single nurse assigned during the specified 3 hour pain 

rating period. As the correlation between ratings for worst 3 hour pain and 24 hour pain was 

high (r =O. 82, p < 0.000 1). a hierarchiml regression model was used for the 24 hour pain 

rating to compare its similarity with the 3 hour model. 

In the fust model, the two variables of analgesic orders and analgesics given were entered 

first as they seemed difficult to change. Nurses' empathy and knowledge were next, followed 

b y patients' belief about addiction. Patients' pain experience ratings related to intervention 

were entered in the following order: previous worst pain intensity, pain before the next 

analgesic dose, inadequate relief after medication, and patients' unwill ingness to tell their 

nurse when analgesics were needed. AnaIgesics given was significant in explaining 7% of the 

variance and was retained for the final model . Pain intervention ratings explaining signi ficant 

variance were also retained and included previous worst pain (16 56) and pain premedication 

(2 1 %). Unwillingness to tell the nurse also contributed a significant 3 % and was included. 

Although inadequate relief contributed a non-significant 2 % , it was retained. Analgesic 

orders, nurses' empathy and knowledge, and patients' belief about addiction did not explain 

anything in this model and were removed. 

In the final model, analgesics given explained 7 1 of the variance in worst pain intensity 

in the previous 24 hours. Patients' ratings about their past pain experience (14%) and pain 

before receiving the next dose of amlgesia (19 %) contributed significantly to explaining 
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variability in worst pain scores. hadequate relief ffom medication explained 5 % of the 

variance but was not significant. Unwillingness to tell the nurse about needing a medication 

was significant but explained only a small part of the variance in this mode1 (3 X). 

Standardized residual scatterplots validated the linearity and homosdastici ty for the final 

model. The Durban-Watson statistic was 1.82 indicating no correlation between residuals . 

The final model explained 48% of the variance in worst pain intensity over the previous 24 

hours Q,,4=13.71, p<0.0001) (see Table 23). 

Table 23 

-ion for Worst Pain in Pmnous 24 Hom 

Step Variable - R - R' change in - F P 
Added 

OUTCOME 

1. Analgesics given 0.27 0.07 6.24 0.02 

PATIENT 

2. Revious pain 0.46 0.21 O. 14 10.27 O .O00 1 

3. Inadequate relief 0.5 1 0.26 0.05 8.84 0.000 1 

5, Not tell nurse if 0.69 O. 48 0.03 13.71 0.000 1 
atialgesic needed 



Chapter v 

DISCUSSION 

The overall purpose of this study was to examine the relationship between nurses' 

empathic responses and their pain management appraaches as reflected in the pain ratings 

and analgesic administration for their patients following surgery. To understand this 

relationship further, nurse and patient variables that rnight wntribute to this process were also - 

investigated. The immediate goal was to identiQ potential variables for funire interventions 

in order to modify the clinical pain management environment. The ultimate goal was to 

reduce or eliminate postoperative pain. To reach these goals, data were wllected to examine 

four hypotheses. 

This chapter is divided into three major sections. The fust section includes a discussion 

of the four hypotheses related to nurses' empathy and (a) their pain knowledge-beliefs, (b) 

their characteristics. and (c) patients' pain ratings, administered analgesia, perceived 

experience, and (d) patient characteristics . As these hypotheses were not strongl y supported , 

nurses' pain knowledge-beliefs in relation to empathy and pain management were explored 

further and these data are integrated into this section. In the second section, findings 

reflective of the organizational culture of the data collection sites are examined in relation to 

pain management. Methodological issues are discussed in the final section. 



Hypoth- 

Nurses' Ern-Y and Pain KnowledneBeliefs 

Association Between Empaîhv and Pain Knowie&pBeliefk 

Gallop et al. (1990a) suggested that knowledge of the event andfor the ernpathic 

process can act as a mediator to influence whether or not a person will be empathic and help 

the other person. In this study, a positive relationship between empathy and pain knowledge- 

beliefs was only modestly supported. Pain knowledge and beliefs explained only 5 % of the 

variance in the SPIRS regression model. Empathy explained only 4% of the variance in the 

TPMI regression model. SPIRSand TPMI mean scores were in the middle range of responses. 

Although the SPIRS scores had a broad range of 30, the majority were in the middle to low 

range and tended to reflect solution or no *ue responses rather than affective involvement. 

SPIRS scores did not differ across hospital sites. Similarly, lower SPIRS scores have been 

documented with nurses caring for medical-surgical patients =2O.33) (Olson, 1995) and 

psychiatric patients (M=22) (Gallop et al., 1990b). Gallop et al. (1990b) also found no 

site differences in SPIRS scores among nurses in psychiatric settings. 

The majority of TPMI scores were moderate despite a broad range of scores (37%). 

Although scores were significantly different between sites, they were not high at any site. 

Inadequate knowledge and problematic beliefs about pain management, particularly related 

to analgesic administration, have been clearly documented with nurses and physicians for over 

20 years (Brunier et al.. 1995; Clarke et al., 1996; Cohen, 1980; Elliott & Elliott, 1992; 

Fife et al., 1993; Fox, 1982; Grossman & Sheidler, 1985; Hamilton & Edgar, 1992; 

Lander, 1990; Lavies et al.. 1992; Marks & Sachar, 1973; McCaffery. et al., 1990; Von 
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Roenn et al., 1993; Votherms et al., 1992; Watt-Watson, 1987). Cornparisons of overall 

scores between studies are dificult because a variety of measures have been utilized to assess 

health professionals' knowledge and beliefs about pain. However. the common content for 

these measures is analgesic administration, and the prevalence of moderate scores reflects an 

inadequate understanding of this issue. 

Difierences Between Nurses with Hi@ and Low EmDathy 

As the relationship between empathy and knowledge was only modut, further analyses 

were undertaken to examine whether the most empathic nurses, those scoring in the upper 

third of the SPIRS (M=26), knew more about pain management than those with the least 

empathy in the lower third of the SPIRS (M=13). It is of wncern that nurses with the 

highest empathy scores were not much more knowledgeable (TPMI M = 7 1 % ) than the least 

empath ic nurses (TPMI = 66 56). Deficiu and inconsistencies in knowledge and m isbel iefs 

about pain management were evident in both groups. It is encouraging that high empathy 

nurses believed that only a few patients overstated their pain (M= 17%). as this item 

explained 3 % of the variance in the analeesics ~iven regression modei. These nurses also 

agreed with patients' input about their pain more than the least empathic nurses did. 

However , even the most empath ic nurses would give op ioid analges ics to postoperative 

patients experiencing pain, on average, only 75% of the time. It is therefore not surprising 

that these nurses described almost one quarter of their patients as experiencing severe 

postoperative pain. 

Problematic and inconsistent knowledge and beliefs were similar for both groups in 

relation to patients' (a) addiction levels, (b) appropriate pain levels, and (c) participation in 
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pain assessment and management. Nurses overestimated the frequency of addiction relative 

to the actual < 1 % of hospitalized patients taking opioids (Miller & Jick, 1978; Porter & 

Jick, 1980) and relief was incorrectly described as proportional to tissue damage 

approximately one half of the time.' The ideal rating given for pain afrer surgery and before 

administering anaigesics was in the rnild range or less; yet nurses described only slightly more 

than one third of their patients as rating their pain as mild or less. Patients were asked to wait 

for their medication approximatel y one third of the time. Both groups expected patients to 

tell them when in pain and to ask for help at least 50% of the time. Nurses in both groups 

stated they used an assessment scale at least two thirds of the time, yet most patients did not 

remember this. it is not clear whether the use of assessment measures was merely an 

espouseci belief or if the questions were problematic, for example, asking for pain ratings at 

rest versus on movement. 

Nurses expressed confidence in their ability and knowledge related to pain management 

independent of empathy levels, al though nurses of both levels demonstrated problems w ith 

knowledge and beliefs. Most of these nurses had graduated from diploma programmes, an 

average of 10 years previously, with minimal or no recent pain-related inservice education. 

Differeoces Eetween Nurses with High aod Low Knowied~e 

Differences between the most knowledgeable nurses (upper thud of the TPMI. M=75 %) 

and the least knowledgeable nurses (lowest third, M=61%)) were examineci for specific 

TPMI items, in order to determine the degree to which these groups differed and to identiQ 

specific deficit areas. The most knowledgeable nurses were more empathic (SPI RS M = 23) 

than nurses w ith the least knowledge (SPIRS M= 17). There were significant differences on 
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two thirds of the TPMI items, with severai differences being clinically important for effective 

pain management. Incorrectly reducing the morphine dose for patients with nausea after 

surgery explaine. 4 % of the variance for anaigesics given; the most knowledgeable nurses, 

on average, reported doing this less frequently (15% of time veau 34% for lowest TPMI). 

It isproblematic, however, that one third of the total group would reduce the morphine dose 

with nausea 225 56 of the time. The most knowledgeable nurses had high scores for (a) 

agreeing with patients, (b) believing that most patients do not overstate theu pain, and (c) 

not making their patients wait for andgesics. Moreover, they would give ordered morphine 

and ask for increased orders more readily for postoperative pain than would nurses with less 

knowiedge. The most knowledgeable nurses reported that approximately 20% of their 

postoperative patients had severe pain versus the approximately 40% reported by nurses with 

the lowest knowledge scores. However. nurses in both groups had knowledge gaps and 

problematic beliefs related to addiction, appropriate pain levels, and the patients' role in pain 

assessment and management that wuld limit empathic responses. 

Therefore, signifiant difierences evident between these two groups indicated that nurses 

with the most knowledge had a good understanding of some important components of pain 

assessment and management. However, nurses in both groups had severai similar knowledge 

deficits and misbeliefs that would interfere with empathic responses to patients in pain. 

Misbeliefs about Pain Manaeement 

Misbeliefs about pain management evident in this study both confm other findings and 

increase our understanding of nurses' beliefs about addiction and patients' role in pain 

assessment and management. Moreover, a cornparison has been possible between (a) nurses' 
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perceptions of their pain knowledge and competency and (b) actuai practice outcornes, 

includ ing patient perceptions of their pain experience. 

Addiction fmm the use of opioid analgesia continues to be of concern to nurses. In this 

sample, 44 % of nurses stated that 10 % or greater of hospital ized patients become addicteci, 

which is substantive, but less than the 66% of nurses reported in a previous study (Watt- 

Watson, 1987). However, it is encouraging that most nurses (90%) knew that the incidence 

of addiction was less than 2536, which is similar to nurses (84%) citeû by Clarke and 

col leagues (1 996). ln two other Canadian studies, Hamilton and Edgar (1 992) reported that 

71 % of nurses identified a <25% Iikelihood of addiction, and Brunier et al. (1995) 

reported that 30% of nurses did not know the correct response about addiction frequency. 

Nurses have express4 concerns about addiction even after as short a period as 36 hours 

after surgery (Gujol, 1994). For at least 30% of nurses, there has been littie progress in 

changing misbel iefs and feus of patient addiction to prescribed opioids in hospitals. These 

nurses may have been influenceci by the antidrug, media campaigns that make no distinction 

between the abuse and therapeutic use of opioids. Addiction beliefs rnay be so entrenched 

that careful discussion of these is required along with the usual prevalence data in order for 

changes in practice to occur. 

The patient's self-report is the single most reliable indicator of the existence and intensity 

of acute pain (AHCPR, 1992). However, a paradox exists between pain management 

guidelines that advocate the importance of soliciting patient input and nurses' expectations 

of patients' volunteering this information. A further conirad iction is that patients' unsolicited 

self-reports are not always believed or valued in relation to relief interventions. Distnist of 
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patients' self-reports of pain is evident for approximately 30% of nurses in this study. who 

disagree with their patients r 25% of the time. The belief that patients overstate their pain 

(40 56 nurses believed 2 25 % time) explained 3 % of the variance in analgesics administered 

in this study. Other researchers have described this problem. Patients ' pain reports have been 

believed more on the first postoperative day than on the second day (Gujol, 1994). Over 

20% of cancer patients were thought to exaggerate their pain and only 68% were thought 

to report pain reliably (Vortherms et al.. 1992). In Brunier and colleagues' sample (1995). 

27 % of nurses did not agree with believing the patients' pain report; while patient self- 

reports were cited as the most accurate by 94% of nurses, assessments from nurses and 

doctors were rated as more important (57%). Compounding this problem in my study were 

nurses' expectations that patients usuaily would communicate their pain and need for help, 

whereas most patients indicated that they would not do so. The patient's role in successful 

pain management iscrucial. If patient input to assessment and management is not elicited and 

valued, adequate pain relief will not be achieved. 

Nurses in several recent studies have identifed nurse-related barriers to optimal pain 

management in their setting, but they did not link these barriers to their own skill level. The 

majority of nurses identified (a) inadequate pain assessment and relief and (b) inadequate 

staff pain knowledge as major barriers in their settings (Brunier et al., 1995; Clarke et ai., 

1996; Vortherms et al., 1992; Wailace et al., 1995). However, when nurses were asked 

to rate their nurse colleagues' (Vortherms et al., 1992) or their own pain management skills 

(Wallace et al., 1995). the majority wasvery positive. The meaning of these findings is not 

ciear in relation to actual pain management practices; these nurses demonstrated significant 



140 

gaps in knowledge, but their interventions with patients were not evaluated. In the present 

study, nurses' perceptions of having very good knowledge and competency in pain 

management were not confirmed by theù knowledge-beliefs scores or by clinical evidence 

reflected in their patients' high pain ratings, inadequate analges ic administration, and minimal 

perceptions of their nurse as a resource. 

In summary, most nurses r a d  their pain knowledge and management cornpetence as 

excellent. It is disconcerting that although these nurses had minimal or no recent pain-related 

inservice and were not recent graduates, they did not recognize their knowledge gaps and 

misbeliefs as problematic. The sources of their pain information are not known. Clarke et al. 

(1996) found that hospital orientation programs offered the least information about pain, 

and that most nurses said they learned more from informal information sources, such as 

persona1 experience and colleagues, than from forma1 education. More than two thirds of 

the nurses in Dalton's (1989) sample said they were infiuenced by their own beliefs about 

pain when assessing patient reports of pain. 

Nurses' Empathy . Pain Kwwlede-Beliefk. and Nurses' Chacteristics 

No signifiant associations have been reported between the total SPIRSscores and nurses' 

age, experience, or education, although belittling category responses were fewer with younger 

nurses (Gallop et al., 1990b). In this study, the SPIRS was significantly associated with the 

two characteristics of age and birthplace, which explained 9% and 17 % , respectively, of the 

variance in SPIRS scores. The hypothesis that younger nurses were more empathic than older 

nurses was modestly supported for the total group, although this relationship was stronger in 

the least empathic group. It is not clear why there is an inverse relationship between empathy 
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and both age and experience in the lowest empathy group and why these relationships 

weaken as ernpathy scores increase. Younger, more empathic nurses rnay become fniscrated 

and leave this clinical setting with time; they rnay be conditioned by the setting to express 

their empathy less; and/or there rnay be a ceiling with empathy, beyond which nurses cannot 

move because of ab il ity and/or knowledge. 

Knowledge-bel ief scores were not signifiant1 y related to nurses' age, experience, or 

education level. There was a signifiaint association with buthplace which explained 16% of 

the variance in knowledge scores. A weak positive relationship was evident with pain inservice 

education, in spite of the vast majority's having had minimal or no pain inservice. Knowledge 

has been positive1 y associateci with nurses' education level, recent pain inservice, special ized 

nursing experience such as onwlogy. and a willingness to attend pain-related classes (Brunier 

et al., 1995; Clarke et al.. 1996; Vortherms et al., 1992). Wallace et al. (1995) reported 

that more experienced nurses believed they had less knowledge to manage pain than those 

with less experience. Unfortunately, the lack of variance for the education variables in the 

present study limitai analyses. 

The lack of subjective inquiry evident in the SPIRS scores and the moderate pain 

knowledge-belief scores rnay be a reflection of the nurses' nursing diploma education level, 

an average experience of 10 years from graduation, and a lack of pain-related inservice 

education. Repeated experience with similar patients over time rnay reduce individualistic 

interactions. and non-reflective responses rnay replace concern. Approximately 40 R of these 

nurses had worked on their unit for 5 years or longer. 

Nurses' binhplace had significant associations with both empathy and pain knowledge- 
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beliefs. Nurses from the two non-Western birthplace categories scored significantly lower on 

the SPIRS, which may have reflected the SPIRS' emphasis on subjective inquiry within the 

therapeutic relationship. The process of empathy is a Western notion in which reflection and 

discussion of feelings are valued. This process is crucial to understanding the cornplex nature 

of the pain experience, but rnay not be a familiar or an acceptable approach for nurses from 

non-Western cultures. Discussion of a painful experience with a patient, including the meaning 

of pain and their feelings about treamient, may be considered intrusive. The Filipino nurses 

(20% of the sample) dso had lower TPMI scores; furthermore. the significant positive 

relationship between empathy and knowledge was stronger when scores from the Filipino 

group were excluded. Brunier and wlleagues (1995) ais0 reportai that nurses educated in 

the Philippines had signifimtly lower knowledge scores dian nurses educated in Canada or 

Britain. Analgesics in some wuntries, particularly opioids, are not readily available and their 

use is restricted. For exarnple, mainland Chinese physicians are legally permitteci to prescribe 

only a maximum daily dose of 100 mg of oral morphine (Hong Zhang, 1995). Prior to 

1992, morphine was used minimally in the Philippines and only recently have regulations 

been initiated there to increase its availability for cancer pain (Laudico, 1995). Filipino 

nurses' greater age and experience, as compareci to nurses from other categories, may also 

reflect less up-to-date education. While inadequate knowledge in Western countries has been 

problernatic despite the availability of considerable resources, non-Western cultural beliefs and 

experiences need to be recognized for their impact on pain management practices in 

Westernized settings. 

In summary, the regression models for both empathy and pain knowledge-beliefs 
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explained almost a third of the variance in scores. Birthplace explained variance in both 

models, which raises several questions. Is the subjective inquiry required for empathy a 

cul turall y unfamiliar and/or unacceptable concept to non-Westernid nurses? To what 

degree have pain assessrnent and management content been included in the nursing programs 

of the various cultures and to what degree are universal misbeliefs being addressed and 

c hanged b y current teaching strategies? Unfortunatel y, approaches to pain management, 

including an examination of current misbeliefs are not a mual component of hospital 

orientation programmes. Research also has demonstratecl that knowledge and beliefs are 

passed on informally (Clarke et al., 1996). 

Nurses' EmDathy aod Patient Pain Meastues 

Relationships between empathy and patient pain measures for the total group were non- 

existent or weak, although patients reported considerable pain. Few significant differences 

were found between the most and least empathic nurses in relation to patients' pain intensity 

ratings , analgesia, or perceived pain experience. 

Em~athv and Pain Intensitv 

The majority of patients in the total sample reported significant umeiieved pain intensity, 

regardless of the nurses' empathy level. There was a weak and unexpected trend for patients' 

worst recent pain to be greater with more empathic and more knowledgeable nurses. 

Similarly, individual site examinations of pain ernpathy and pain intensity demonstrated two 

moderatel y significant relationships, also in an unexpected positive direction. At site 1, where 

mean SPIRS scores were the highest, patients expresseci higher overall pain intensity (MPQ- 

SF PPI) with the more empathic nurses. At site 2, with a broad range involving lower SPIRS 
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scores, patients had lower sensory adjective scores (MPQ-SF). Another counter-intuitive 

finding was that patients of nurses in the lowest SPIRS group reported lower pain ratings 

before the next analgesic dose. The possibility that the most empathic nurses give patients 

permission to be honqt about theû pain, and the tools with which to communicate it, n d s  

further examination. More knowledgeable nurses did not have patients with lower pain 

intensity ratings. 

Two regression models were examined for worst pain intensity rating: (a) in the previous 

3 hours when the patient's assigned nurse could be identified (39% variance explained) and 

(b) in the previous 24 hours which involved an aggregation of the two to three nurses 

assigned per patient (48 % variance). Empathy explained some variance in the 3-hour rating, 

but not in the 24-hour rating, probably because of the aggregate nature of the nurse sample. 

Nurses' pain knowledge and belief scores were not predictors in either model as had been 

expected. The 24-hour rating may be a more global pain rating because patients' pain history 

and their reticence to ask for medication expiained variance only in this model. The 

contribution of these two variables to pain intensity has major implications for admission 

assessments and patient education, as well as for ongoing monitoring of patients' expression 

of pain. The similarity in severai predicton for both pain intensity ratings suggested that 

problems involving interventions with analgesics continued from the second to third 

postoperative day. The reasons for the inadequate analgesic administration, considerable pain 

prior to the next dose, and insufficient pain relief, are not clear and need further 

examination. Other findings suggest that (a) the patients' role in pain assessrnent and 

management is not understood by either patients or nurses, (b) both have fears about side 
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effects, and (c) unit differences exist in analgesic practices. In a previous regression mode1 

for pain intensity with a similar CABG sarnple, the only significant predictor of the 15 % 

variance explained was analgesics given and not patient characteristics (Puntil Io & Weiss, 

1994). 

A common dinical belief is that coronary bypass patients do not experience much pain 

after surgery. Empathic nurses in this study may have assumed this as well. However, most 

patients in this sarnple reported unrelieved pain (M=65) that did not differ significantly by 

site or by gender, and that was comparable to data from other studies. Valdix and Puntillo 

(1 995) reported similar findings with cardiac surgical patients (5 1 % bypasses) whose mean 

rating for worst pain intensity 36 hours after surgery was 7.2 (0-10). The MPQ-SF adjective 

ratings for the affective and sensory components of pain were described by patients in my 

study as not high, which was similar to results witb Valdix and Puntillo's (1995) sample 

(M=2.9 & 8.7). Patients most fiequently described their pain as tender (74%). sharp 

(7 1 %) . and tiring-exhausting (60 %), which was similar to the reports from Valdix and 

Puntillo's (1 995) sample (tender =62 1, tiringexhausting =6î  96). In an earlier sample that 

included 8 1 % cardiac surgical patients, Puntillo and Weis (1 994) reponed lower worst pain 

scores (M=5-5.2), but the use of the more painful interna1 mammary artery grafts (IMA) 

was not documented. Pozehl, Barnason, Zimmerman, Nieveen & Cmtchfield (1 9951, using 

the adjectives and PPI of the MPQ, documented minimal pain [PPI (0-5) =0.67] for their 

194 CABG patients on the third day after surgery. However, only 50% had an IMA graft, 

only 30% had both saphenous and IMA grafts, and no data were given describing the 

amount of analgesia received, which rnay have influenceci these ratings. I t  also was not stated 
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whether the present pain intensity (PPI) rating was assessed at rest or with patients moving 

or deep breathing and coughing. No gender differences for pain intensity ratings were evident 

in any study. 

There appears to be a cornmon assumption that pain decreases quickly postoperatively, 

even with coronary bypass patients, and that minimal pain management is required by the 

second or third postoperative day. However, pain intensity after wronary artery bypass grafts 

(CABG) (a) is usually wnsistently more intense over the fmt 3 days, (b) decreases between 

the third and sixth postoperative days (Bohachick & Eldridge, 1988; Heye. 1991; Puntillo 

& Weiss, 1994) and (c) may continue even after hospital discharge (Redeker, 1993). Pain 

from coronary bypass surgery involves a sternotomy incision, localized chest wall trauma, and 

a leg incision of varying lengths for the saphenous vein harvesting. Even the most empathic 

nurses in this study may not have recognized that CABG patients with IMA grafts may have 

a special problem with pain because of the longer time involveci, the surgical positioning, and 

the complexity required in harvesting procedures including electrocautery (Cohen et al., 

1993; Heye, 1991; Jansen & McFadden, 1986). Using an 1 1-point numerical scale, 

patients receiving IMA have been shown to have significantly more pain on their 5th 

postoperative day than patients not receiving an IMA (6.35 vs 3.82, p <0.0002) (Cohen 

et al., 1993). The majority of the present sample received an IMA as one of several grafts 

and most patients reported their worst pain to be moderate to severe and in the shoulder- 

chest area. 

Unrel ieved pain has numerous wnsequences. Postoperative pain can result in pulmonary , 

circulatory, and gastrointestinal complications (Benedetti et al., 1984; Craig, 1981; Kehlet, 
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1986; Kollef, 1990). Unrelieved pain can precipitate a generalized sympathetic response, 

the most important aspects of which involve the cardiovascular system in relation CO an 

increase in the major determinans of myocardial oxygen consumption (O' Gara, 1988). 

Atelectasis after cardiovascular surgery has been found to be greater in patients with higher 

pain intensity (Puntillo & Weiss, 1994). Patients in pain may resaict their breathing and 

coughing exercises, and the ambulation necessary to prevent complications. Patients in this 

study described knowing exactly how deeply to breathe and how stmngly to cough to prevent 

anticipated pain. The Agency for Health Policy and Research (AHCPR, 1992) has 

emphasized the importance of effective pain management in order to meet current 

requirements for earl ier patient mobil ization. reduced hospital stays, and reduced costs. 

Wasy lak et al. ( 1990) reported that 38 hysterectomy patients using patient-controlled 

morphine for 48 hours after surgery arnbulated more quickly, were discharged earlier, and 

had less disability 2 weeks afier discharge than a PRN wntrol group. Most important of al1 

are research evidence, that suggest that early treatment of acute pain. where possible before 

it begins, may prevent ensuing long-tem pain (Bach. Noreng, & Tjellden, 1988: Dworkin, 

1996; Kalso, 1996). 

In summary , the majority of patients in the present study experienced moderate to severe 

pain independent of nurses' empathy and knowledge. Similar findings of unrelieved pain have 

been reported in several other studies involving CABG patients. 

No relationship was demonstrated between nurses' empathy scores and analgesic 

prescription or administration. However, these data document that problems existed in these 
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settings related to analgesia as a pain relief strategy. Although the regression mode1 for 

analgesics adm inistered did not include empathy , it did inciude two nurse knowledge-bel ief 

mediators dong with contextual and patient variables. which explained 39 8 of the variance. 

The largest predictor of analgesics administered was anaigesic orders (20 % variance), not the 

patients' pain rating (24 hours; 4% variance) that 1 had expected. 

Undermedication was evident at al1 sites, although analgesic orders and administration 

varied significantly by site. The average dose of 14 mg of morphine equivalents given in the 

past 24 hours was similar to doses reported in other cardiovascular studies (Maxam-Moore 

et al., 1994; Puntillo, 1990; Puntillo & Weiss, 1994). Earlier studies have documented that 

patients in medical andfor surgical settings also have received the minimal analgesic doses 

possible (Abbott et al., 1992; Carr. 1990; Close, 1990; Donovan et al., 1987; Faherty & 

Grier, 1984; Owen et al., 1990; Paice et al., 1991; Winefield et al., 1990). Similar to 

results in this study, minimal or no relationship has been reported between pain intensity and 

op ioid analgesics administered to patients (Donovan et al., 1987; Taenzer , 1983; Winefield, 

Kaisikitis, Hart, & Rounsefell, 1990). In the present study, nurses' inadequate analgesic 

administration indicated that they did not anticipate that pain would increase with 

mobil ization. Previousl y, patients have rated the increasing activity required after surgery as 

being much more stresshl than nurses did (Carr & Powers, 1986). Critical care nurses have 

been more Iikely to believe patient pain reports immediately after surgery and to administer 

higher analgesic doses at that time than later at 36 hours (Gujol, 1994). Inadequate 

analgesic administration has been reflected in coronary bypass patients themselves identifying 

(a) pain as the third highest ranking stressor in the previous 6 to 8 days after surgery and (b) 
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getting pain medications as the 10th highest stressor (N=30) during this period (Carr & 

Powers, 1986). 

Standing orders in the present study , if available, included morphine on1 y for the fust 24 

hours after surgery. This is problematic for patients with moderate to severe pain. Katz's 

(1995) examination of the role of perioperative analgesia in preventing long-term pain, 

suggests that multimodal amlgesia needs to be extended well into the postoperative period. 

Infiammatory processes that develop in the 72 hours after surgery can amplifi postoperative 

pain and strong opioids such as morphine may be necessary. In contrast, a weak analgesic, 

acetaminophen with or without codeine, was the usual analgesic ordered and given in the 

previous 24 hours for these 3rd day postoperative patients. Frequently, patients identified 

a related problem that the side effects of Tylenol #3 were the reason for not requesting it 

andlor refusing it. Patients €rom cancer outpatient clinics have identified constipation (85 2) 

and nausea (83%) as the two most important barriers to taking analgesics for pain 

management (Ward et al., 1993). and similar wncerns were expressed by my sample. 

Moreover, patients who are nauseated do not always receive the prescribed antiemetic (Kuhn 

et al., 1990). 

Data indicated that some patients needed a shorter interval between doses, higher doses, 

andlor a stronger analgesic. A moderate to strong relationship existed between the worst pain 

intensity ratings and both the unpleasantness of the pain and considerable pain before the 

next dose. The ratio between analgesics prescribed and administered was only moderate 

&=0.47, p~0.001) .  which was similar to the 50% reported by Maxam-Moore et al. 

(1994). Higher doses of analgesics were prescribed for a medical surgical population 
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(M =5 1mg/24h) (Donovan et al., 1987) and a surgical oncology population 

(M=95mg/24h) (Paice et al., 1991), but doses administered by nurses were again in the 

low range of 12.4mgf24h and 11.1 mg/24h, respectively. In the present study, neither 

analgesic orders nor administration were significantl y related to patients' perceptions of 

receiving adequate analgesia or pain relief. In several studies, nunes' reluctance to adrninister 

opioids was identified as a problem by only about one haif of nurses (Brunier et al., 1995: 

Clarke et al., 1996; Vorthenns et al., 1992). Nurses in the investigator's sample rated 

themselves highly, yet administered less than one half of the analgesics available. in spite of 

patients' moderate to severe pain. 

Patients with the most ernpathic nurses did not have higher analgesic doses prescribed and 

adminis tered than those with the least ernpathic nurses. The modest positive relationship 

beween nurses with the least empathy and analgesic administration was unexpected. These 

data raise the question of whether there is a maximum ceiling for nurses administering 

analgesics, above which even more ernpathic nurses will not go because of inadequate 

know ledge. Nurses with the most empathy were moderatel y associated with patients' having 

fewer analgesics prescribed, a resul t which was also unexpected. Although these orders could 

have been influenceci by nurses on the opposite shift. this finding raises several questions. Do 

more ernpathic nurses use modalities other than analgesics to reduce pain? Do more 

ernpathic nurses support patients to a greater degree, with the result that patients do not 

request additional analgesia as often? 

Nurses ' pain knowledge-bel iefs were not signifiant1 y related to analgesic prescription or 

adrni n istration. A weak negative relationship was demonstrated between nurses' knowledge 
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and patients' telling the nune they needed medication. The degree to which more 

knowledgeable nurses encourage patient involvement in decisions and pain practices needs 

further exploration. As expected, nurses with the lowest pain knowledge-belief scores were 

associated with patients having inadquate pain relief in spite of taking medications. 

In summary, the majority of patients were undermedicated for moderate to severe pain, 

both in regard to analgesics prescribed and administered. These data supported findings in 

previous studies with both coronary bypass patients and other surgical patients. Analgesic 

prescription and administration were not related to nurses' empathy or to their pain 

knowledge and bel iefs. 

Empathv and Patients' Pain ExOenence Sale (PPES) 

Relationships between empathy and items on the PPES that related to medication and 

nurse-patient interaction were few or nonexistent. Possible reasons for these unexpected 

findings need to be examined. A weak relationship between the SPIRS and patients' 

perceptions of receiving adequate analgesia increased to moderate when on1 y the lowest 

SPIRS scores were included in the correlation. The rneaning of this finding is not clear. 

Patients may have rernembered receiving analgesics only when pain became a problem, and 

not when medications were administered routine1 y. Moreover , variance was minimal; most 

patients felt they received medication as o€ten as they needed it, although many were 

experiencing moderate to severe pain. As has been reported in other research, the majority 

of these patients expected to have severe pain postoperatively and brought to this experience 

a previous history of severe pain. Several studies have reported high levels of satisfaction with 

pain management, despite unrelieved pain (Donovan, 1983; Kuhn et al., 1990; Lavies et 
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al., 1992; Miaskowskiêt al., 1994; Ward & Gordon, 1994, 19%). 

Severai discrepancies were evident between nurses' and patienu' perceptions of the 

interpersonal process involved in pain management. Two thirds of patients did not remember 

their nurses' asking a specific question about their pain that day, although the rnajority of 

nunes caring for these patients said they used a pain assessrnent sale  two thirds of the time. 

The majority of patients rated their pain intensity as severe before receiving the next 

medication dose, although at least two thirds of nurses stated that the pain rating should be 

mild both after surgery and before the next analgesic dose. Patients' statements indicated that 

they expected health professionals to know what medication they needed and that most 

would not usually ask their nurse for a pain medication were similar to Zalon's (1993) 

findings. The belief that "good patients do not cornplain" may have influenced their reticence 

(Ward et al., 1993). In conaast, the majority of nunes believed that patients would usually 

tell them when in pain and ask voluntarily for analgesics. Seers (1987) also found that while 

68 1 of nurses expected patients to ask for medication, 42 % of patients expected nurses to 

know when they needed sornething. 

In several studies, 30 to 40% of nurses did not recognize patients' reluctance to take 

opioids as being a barrier to pain management (Brunier et al., 1995; Clarke et al., 1996; 

Vortherms et al., 1992). A substantive number of patients have reported not remembering 

any nurse discussing their pain with hem (Donovan et al., 1987. 45%; Paice et ai., 1991, 

38%). These data suggest that decisions about opioid administration have been based on 

nurses' assumptions and have not been validated with patients. Nurses have reported not 

assessing pain relief because they thought patients would tell them if pain persisted 
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(Graffam, 1981). 

Health professionais have attribut4 more pain to people who were able to verbalize their 

distress than to those who were non-verbal (Baer, Davitz, & Lieb, 1970; Barnhouse, 

Kolodychuk, Pankraa, & Olinger, 1988) and have not intervened if patients did not verbal1 y 

express their pain (Bond & Pilowsky, 1966). Perhaps this assumption was a basis for nurses' 

decisions about analgesic administration for this sample. However, this assumption would not 

explain nurses' saying they used an asswment tool that two thirds of patients did not 

remember. Patients were asked about the nurse who cared for them on the day of the 

interview in order to minimize memory lapses. Nurses may have been giving the investigator 

their "best" answer and not describing their actual practice, and/or patients may not have 

recognid the intent of the nurses' question. Questions that are general, such as, "How are 

you?" . "Do you need anything" , or even, "do you have pain?", do not elicit sufficient and/or 

accurate pain data. 

Patients have denied experiencing pain but not rated it zero when a scaie was used (Carr, 

1990; Donovan et al., 1987; Francke & Theeuwen, 1994). Over 20 years ago, Marks and 

Sachar (1973) recomrnended the use of more detailed and focused questioning to obtain 

sufficient information about the patients' actual pain. Frequentl y patients are asked to rate 

their pain when sitting or lying still rather than to rate pain when they move. The two ratings 

for pain at the time of the interview (a) at rest and (b) when moving differed considerably; 

therefore, nurses who asked for only one rating would not have obtained an accurate picture 

of their patients' pain. Patients' use of imrnobilization to control pain ( Donovan et al., 

1987; Ferrell & Schneider, 1988) may not be recognized by nurses. 
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There was some evidence that nurses with more empathy and pain-related knowledge 

were perceived by patients as attending to their pain needs to a greater degree than other 

nurses. A modest positive trend was evident between the PPES-A and both the TPMI 

(r=0.21, pC0.06) and the SPIRS for the most empathic nurses (r=0.35. pC0.07). The 

small number of nurses in the highest SPIRS group @=27) may explain the lack of 

significance for the latter correlation. It is of concern that the majority of patients in this 

sample did not perceive the nurse as asking them about their pain experience in a meaningful 

way. The reasons for this response are not clear and need to be explored further. Nurse 

responses on the SPIRS tended to be platitudes and solution responses of exploration and 

advice-giving, rather than a refiection of concem. In order to understand patients* pain 

experiences, nurses need to explore patients' superficial comments for their rneaning and to 

validate patients* actual perceptions and feelings. Breast surgery patients have reporte. that 

nurses did not ask about their pain after the first postoperative day ; therefore, they perceived 

that pain was normal and temporary and that it was unusual to use analgesics in this stage 

(Francke & Theeuwen, 1994). CABG patients may be receiving an impression that moderate 

to severe pain is the norm, that stronger opioids are discontinued after the ICU. and that the 

only analgesics available make them nauseated or constipated. PPES-A scores varied by site. 

Site 4 nurses were perceived as attending to patients' needs the least; this result may reflect 

the small percentage of their patients (2 1 46) who remembered their nurses* asking specific 

questions about pain. 

1 n summary , patients' prior experience, preoperative expectations, and postoperative 

experiences a11 included moderate to severe pain. Patients' perceptions of receiving the 
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necessary analgesia were not related to what they actually were given. The majority did not 

remember being asked specifidly about their pain. and most did not see nurses as attending 

to their pain experience. Most patients would not voluntarily ask their nurse for analgesia. 

Nums' Empathy and M e n t  Chactaistics 

No signifiant relationships were found between nurses' empath y and patient age, gender 

or facility in expressing their pain. Zalon (1989) found that patient age was not related to 

empathy, but she defined empathy as the discrepancy in patient-nurse pain intensity ratings. 

Nurses' pain knowledge and beliefs also were not signifiant1 y related to patient 

characteristics. No other data for cornparisons have been found. 

ûrganizational Culture and Pain Management 

Bennett (1995) suggests that the influences of organizational culture and nursing care 

delivery systems on empathy need to be examind for practice changes to occur. Culture 

involves language, assumptions, and behaviours that reflect overt norms and values of the 

organization as well as implicit meanings that can affect decision making (del Bueno & 

Vincent, 1994). These norms and values are reflected in the policies and practices of 

individual senings and/or the institution as  a whole. including nursing care delivery patterns. 

This situational context can act as a mediator in influencing one's involvement in the 

ernpathic process (Gallop et al., 1990a). Understanding patients' pain experience and 

intervening for effective pain management were not priorities on the study units, a finding 

that was evident in patients' unrel ieved pain, inadequate analgesic practices, minimal pain- 

related inservice education, and minimal patient involvement in pain management. 

Pain relief was not valued in these settings as considerable pain seemed to be an expected 
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component of the postoperative experience. It may even have represented some moral value, 

as reflected in the framed Patient's Praver in one site that hung in the corridor near the 

nursing station: 

Thank you [Godl . for the pain which makes me realize 1 am alive- 
1 exist! Help me to bear that pain with courage. 

The minimal accountability for pain intervention was evident in the pain intensity ratings that 

were similarat al1 sites, with moderate to severe pain being the predominant norm. 

Several site differences underlined philosoph ical variations that influenced pain 

management practices. The impact of individual unit policies, whether expiicit or implicit. was 

evident in the prescription and administration differences between two wards in the same 

hospital. Analgesic prescription across al1 sites was rnuch lower at one site where PCA had 

been minimally implemented for postoperative pain management. Analgesic doses at Site 4 

were less than 50% of the highest prescriptions at Site 1. This minimalist philosophy was also 

reflected at Site 4 in nurses' administering the lowest analgesic doses of al1 sites. However, 

across al1 sites, nurses compounded the problem of inadequate prescribing by giving iess than 

half of the average maximum dose prescribed. Research has demonstrated that the perceived 

existence of a policy for a specific practice has correlated with that practice. whether or not 

the policy actually existed (Brett, 1989; Coyle & Sokop, 1990: Kirchoff. 1982). An 

implicit policy in these units seemed to be that little analgesic use was required. based on the 

assumption that patients have minimal pain after their fint postoperative day or that pain 

does not warrant treatment. 

Schein (1992). in his model of culture, encouraged an assessrnent beyond the stated 

values level of what ought to be to the basic underlying assumptions that guide actual 
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practices. Several wmmon assumptions were identifid in this study that might influence 

decisions about interventions and patients' involvement in these. Espoused values of rnild or 

less pain as the ideal rating did not guide practice for this sarnpfe. as higher pain intensity 

levels were described as the norm. Nurses assumed patients would voluntarily ask for help 

with pain management, but patient data indicated otherwise. Ongoing education about pain 

was not valued for either patients or nurses. Most patients remembered no preparation for 

comrnunicating or managing their pain. Although many nurses in this sample were not ment  

graduates, the majority had attended minimal or no inservice education related to pain 

management. Only 20% of nurses at Site 4 had participated in pain-related inservice 

education as compared to 70% at Site 1. Nurses at al1 sites felt very confident in both their 

knowledge and cornpetence in managing pain and might not have ut i l id  education 

opportunities even if they were offered. 

Nurses brought sirnilar empathic perspectives to this context because SPIRS scores did 

not differ by site. However, patients' perceptions of their interaction with nurses differed by 

site. Patients at Site 4 described their nurses as asking significantly fewer pain-related 

questions and as understanding, listening, or helping less about their pain than patients 

reported at other sites. This difierence may reflect the functional nursing care approach used 

at this site. In this pattern. nurses are assigned to specific tasks rather than to patients and the 

Iowes t-s kil led and therefore lowest-paid worker is used w here possible. This approach is 

mechanistic. impersonal. and results in extreme fragmentation of care which in turn reduces 

staff and patient satisfaction flappen, 1995). Accountability is to the task, not necessarily 

to the patient and herlhis care episode. Mile  the total nursing care pattern at the other sites 
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should have encouraged patient-focused care for the nurses' shifi period, problems with 

accountability for pain relief and patients' permptions of their pain needs being attendd to 

were evident there as well. Head nurses' expectations about the use of research findings have 

been shown to influence staff nurses' expectations (Varcoe & Hilton, 1995), and the 

variability in units may have related to nursing manager philosophies about both nursing 

priorities and pain management strategies . Strauss, Fagerhaugh, and Glaser (1 974) argue that 

staff are not amuntable for much of the interaction occurring with patients in pain. They 

suggest that witholit strong accountability for pain work, irnprovement in pain management 

will continue to be fortuitous andlor temporary and not a collective organizational wncern. 

Over 20 years ago, Strauss et al. (1974) suggested that much pain work is peripheral 

to staff practices and that on1 y when authorities understand the importance of accountabil ity 

for pain relief willpatient care improve. There continue to be no legal requirements that pain 

relief be a major focus of are.  However, the Canadian Council on Health Facilities 

Accreditation (CCHFA) (1995) has recently included documentation of pain assessrnent and 

interventions, includ ing patient responses , in their accred itation standards . The degree to 

wh ich their surveyors include pain-related questions in hospital assessments w il1 determ ine the 

degree to which administrators will seriously examine the issue of accountabil ity for optimal 

pain relief. Unless effective pain management is recognued as an integral component of 

patient care (for example as a fifth vital sign), the changes necessary in pain practices will 

not occur. 

Methodologicai issues 

Several methodological considerations must be addressed in evaluating the results of this 
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study. Strengths and limitations will be discussed in relation to sample size. sample 

chamcteristics, significance level, site. aggregate data analyses. instrumentation. and social 

des irab il ity . 

-le Size 

A strength of this study was the large number of subjects for each of the nurse and 

patient groups. However, analyses involving differences between the four individual hospital 

sites or high-low SPIRS and TPMI scores reduced some sarnple sizes to less than 30 subjects 

per group. As a result, the power to demonstrate significance for some analyses may have 

been reduced. 

Nurses* education levels were too similar to examine the influence of preparation level 

and inservice education on other nurse or patient variables, and this lack of variance was a 

weakness in this study. The number of BScN-prepared nurses in this study (1 1 %) was less 

than the 14 56 registered with the College of Nurses of Ontario and the average of 27% 

across the United States. Most nurses in this sample were diploma prepared with minimal or 

no continuing education. The homogeneous nature of the patient sample, however, was a 

strength in minimizing the confounding effect of diagnosis and treatment; al1 patients had 

undergone their first coronary b ypass surgery without complications , most w i th I MA grafts. 

As s ign ihnt  find ings were few , explanatory rather than con fumatory analyses were used 

to explore as rnany hypotheses as possible. The alpha level of 0.05 was retained in spite of 

the greater possibility of a type 1 error with multiple tests. Although a Bonferroni correction 
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could have been used to determine a more stringent alpha level, Norman and Streiner 

(1994) recommend that this not be done because it results in a conservative overcorrection. 

A lower alpha would have limited the results available for the analyses used to determine 

directions for future research, 

Site .- 

To minimize variability in the setting, al1 four sites were cardiovascular surgical wards in 

three teaching hospitals. whose patients underwent coronary artery bypass surgery . Al1 sites 

offered some form of patient education, usually a vidw of the peri-operative procedures. 

However. the type of nursing care delivery pattern used at Site 4 differed in focus from the 

one at the other three sites. which may have contributeci to several lower scores fiom this 

ward. Site 4 used functional nursing where a team of three nurses, including one registered 

practical nurse (RPN). divided each patient's care into tasks which were then assigned to each 

team member. Most teams had one. RN coordinating the team, another RN responsible for 

medications and overall patient assessments, and an RPN giving hands on physical m e .  

Fragmentation and lack of continuity of care are problems with this approach, which was 

evident in patients* perceiving their nurses to be less empathic at this site. Total patient care. 

where each patient is assigned to one nurse per shift, was practised at Sites 1, 2. and 3. 

As patients at Site 4 were assigned to a team of nurses, a decision had to be made about 

which nurse was appropriate to be linked with the patient for analyses. The registered nurse 

documenting the patient's care in the chart was the nurse designated to be paired with the 

patient subject for analyses. RPN's were not included because their preparation and 

accountability for practice are not equivalent to those of registered nurses. The College of 
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Nurses of Ontario's (1991) nursing documentation principle stated (a) that each RN or RPN 

documents in writing the m e  that she or he gives, (b) that records are written by the person 

who saw the event or performed the action, and (c) that documenting demonstrates one's 

accountability for a re .  Therefore, accountability for pain assessrnent and management. 

including analgesic administration, was attributed to the registered nurse who - documented 

the care for the patients participating in this study. Her or his SPIRS and TPMI responses 

were linked with that patient. Although the investigator was careful to clarify the 

documentation-care link, a drawback of using this site was that decisions may have been 

attributed to a nurse who was not as directly involved as the paùing implies. 

Data Anal-J 

An important contribution of this study was the paired analyses, which permitteci 

validation of nurse-beliefs with nurses' actual practices related to analgesic administration and 

pain intensity. In the sample of 94 nurses, 80 were paired with at least one patient to a total 

of 199 patients linked with nurses completing the SPIRS and 203 patients Iinked with nurses 

completing the TPMI. Patient scores were averaged where more than one patient was cared 

for by the same nurse. For analyses related to 24 hour analgesia and pain intensity ratings, 

scores of these nurses were used to represent al1 nurses caring for the patient in the previous 

24 hours. 

Both strengths and weaknesses of aggregation for paired analyses were considered. Nurse 

measures were not independent- for each patient linked with the nurse. Therefore, patient 

data were averaged for each nurse-patient pair, which may have been (a) a limitation in 

reducing the uniqueness of the data or (b) a strength in minimizing atypical extrerne scores 



162 

that would skew the results. For analyses of gender within the paired data, patient data were 

averaged in relation to gender to maintain the uniqueness of this data. As 88% of patients 

spoke English at home and 82% were born in Canada or Europe, it was decided not to 

examine the variables of birthplace or language in the aggregated patient-nurse pau analyses. 

Data were wllected that described both a3-hour, nurse-patient 1 inked segment and a 24- 

hour period to capture the variability of pain. Data collected in the longer 24 hour period 

for analgesic administration and worst pain intensity ratings involved two or three nurses who 

cared for each patient. Therefore, the scores of the nurse assigned to each patient during the 

day shift of the 3rd postoperative day were used in analyses to represent al1 nurses assigned 

in the previous 24-hour period. The 3rd day after surgery was expected to be the most 

painful because of patients' increased activity and it was anticipated that analgesics would be 

necessary during this period. Although analgesic administration was minimal and pain 

intensity ratings were uniformly high across al1 sites, and 3 hour pain correlated highly with 

24hour pain &=0.82, p <0.0001), attributing these aggregate scores to one nurse may 

have reduced statistical relationships in subsequent analyses. 

Instrumentation 

The MPQ-SF and the SPIRS had established reliability and validity, but the TPMI and 

PPES were designed for this study. A11 measures were pilot tested with a surgical population. 

Nurses and patients answered the measures without difficulty. with the exception of one 

nune who refused to complete the SPIRS. A strength of this study was the cornparison of 

nurses' and patients' responses. Because the S PIRS measured responses to hypothetical 

contexts and the TPMI measured bel iefs about pain practices, patients' perceptions of their 
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pain experience (PPES) were used to validate the nurses' data. The SPIRS rater was blind to 

scores fkom the other measures. 

The SPIRS scores varied by birthplace, with the two non-Western groups swring 

significantly lower than the other groups. These results rnay have been related CO limitations 

of the SPIRS, which rnay be a culture-bound instrument both in its items and its scoring 

criteria. Subjective inquiry, which is so important a being ernpathic, rnay not be acceptable 

or familiar to nurses from non-Western countries. Questions rnay be seen as intrusive, and 

thus minimizing them rnay be equated with providing better health care (Meleis & Jonsen, 

1983). Evidence used to validate the most empathic SPIRS category of affective 

involvement involves direct expressions reflecting concem andlor patient feelings. However. 

nurses with non-Western values may believe that feelings and the meaning of events should 

be discussed only with family or close friends. Family decision-making about health Gare as 

an ind icator of caring and filial responsibility takes precedence over individual rights, which 

conrrasts with the Western value of individual autonomy (Klessig, 199'2). Nurses' responses 

to the SPIRS family-related statements frequently appeared to be platitudes based on 

assumptions that rnay reflect their cultural family obligation for health-care decisions (Barker, 

1992). 1 n several cul mes, including Filipino, outr ight disagreement is avoided and harmony 

is given precedence over one's individual beliefs or feelings. Therefore, inquiry beyond the 

surface meaning expressed in several SPIRS patient statements rnay have been seen as 

confrontation, particularly by women, who make up most of the nurse sample fiom non- 

Western countries. There was no significant difference in the QMEE scores by birthplace. 

There was no significant relationship between the two nurse empathy measures, the 
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SPIRS and the QMEE, in this study. This finding differed from the previous moderate 

correlation of 0.67 @<0.001) reported by Gallop (1989) with a psychiatrie nurse 

population. An examination of the 

surgical, multicultural nurse sample 

example, the QMEE is to be scored 

items of the QMEE reveals severai problems for this 

in relation to item context, meaning, and clarity. For 

highiy on several questions (nos. 20, 24, 26. and 32) 

for responding emotionally to another's distress. However, whether one is to interpret the 

context as persona1 or professional is not clear; this trait may be preferred in one's persona1 

life but the opposite preferred on a busy surgical unit, where calmness and decision making 

under pressure is valued. Mehrabian and Epstein (1972) identib two questions as a subscale 

to measure sympathetic tendency, which is not empathy (nos. 26 and 33); two other items 

could also be included in this subscale (no. 7 and 30). The meaning of two items (nos. 11 

and 12) is not clear, and the question labelling foreigners is inappropriate for this 

multicultural group. In conclusion, the QMEE and SPIRS differ in an important way. While 

the QMEE rneasures only whether or not one responds to another's distress, the SPIRS 

evaluates how one responds to the meaning of what is being expresseci. A different measure 

that examines the type of subjective inquiry would be more relevant to examine criterion 

validity in future studies. 

The TPMI was a new measure witb only preliminary reliability and validity. While 

pretesting and the use of clinical experts indicated face and content validity. the pilot study 

demonstrated only some evidence of constnict validity. The modest relationship between 

empathy and the TPMI and the minimal contribution (5%) of the TPMI to the empathy 

regression mode1 may have reflected a lack of validity with some TPMI items. For example, 
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the words "of route" need to be added to the end of item I I  to decrease arnbiguity in the 

question. Further psychometric testing is requued to examine the validity of this measure. 

Desirability 

The Iack of signifiant correlations between the Social Desirability Scale and both the 

SPIRS and the TPMI indicates minimal variance related to desirable responses and is a 

strength. The nurses were not randomly selected, which may have resulted in a biased sample 

of nurses with greater interest in and knowledge about pain issues. However, the refusai rate 

was low, and the moderate scores did not reflect any particular pain expertise. While these 

subjects may not be representative of al1 nurses working in cardiovascular settings. the 

participation rate was high. and it is likely that the findings can be generalized to nurses 

working in these sites. The high response rate was influenced by the stipend recognition of 

the nurses' effort in completing the questionnaires. 

Participation was anonymous for both nurses and patients. Unit directors did not know 

which of their staff had participated. Most nurses completed the questionnaires within 24 

hours, either on the unit or overnight in their own home. Al1 responses were sealed in an 

envelope and placed in a designateci drawer, if not given directly to the investigator. 

Although the nurse data were wllected quickly in approximately 2 months, patient data 

collection continue. for another 3 months. This time frame was a strength as nurses focused 

on their part in the snidy and were not as interesteci in the ongoing patient interviews. Data 

were collected from al1 CABG patients meeting the study criteria so that the patient link with 

a particular nurse was not obvious. 
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IMPLICATlONS FOR THEORY, RESEARCH. AND PRACI'iCE 

This study is unique in its cornparison of nurses' empathy, pain knowledge, and beliefs 

with the actual pain experiences and beliefs of the patients assigned to them during a specific 

period. Previously. paired clinician-patient research has been focused mainly on discrepancies 

in pain intensity ratings (Choiniere et al., 1.990; Cleeland et al., 1994; Graffam, 1981; 

Grossman et al., 1991 ; Hodgkins et al., 1985; Holmes & Eburn, 1989; Iafrati, 1986; Paice 

et al., 1991; Seers, 1987; Sutherland et al., 1988; Teske et al., 1983; Van der Does, 

1989; Walkenstein, 1982; Zalon, 1993). Nurses have documenteci Iess than 50% of their 

patients' descriptions about their pain (Camp & O'Sull ivan, 1987). Non-paired cornparisons 

between clinicians and patients in the same uni& have described caregiver knowledge gaps 

particularl y related to opioids, inadequate pain relief for many patients, and patients' 

expectations of pain and reluctance to take analgesia (Cohen, 1980; Lavies et al., 1992; 

Marks & Sachar, 1973; Weis et al. ,- 1983). Implications of this study will be addressed in 

relation to the (a) deveiopment of the theoretical mode1 based on these findings, @) possible 

irnprovements in clinical pain practices, and (c) research directions for the future. 

Theory 

The original theoretical mode1 for this study proposed relationships between nurses' 

ernpathic responses in recognizing patient cues in the facilitatin~ environment and the process 

of hoiding as refiected in the two patient outcomes of analgesics administered and pain 

intensity. Potential nurse and patient mediators of empathy were included in order to 

identifi Future areas of intervention that would modi@ pain management practices. The 
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findings in this study supported proposed relationships to some degree. The bivariate and 

regression relationships for key variables are outlined in Figure 7. The complexity of the pain 

management process is evident from the involvement of nurse, patient, and contextual 

variables in explaining some of the variance in the outcorne scores. 

Facilitatine Environment and Patient Outcornes 

A facilitating environment as described by Winnicott (1960) requires recognition of the 

high variability in patients' responses to, and expression of, pain. Most patients in this study 

indicated that their nurses did not understand their pain experience very well and were not 

helpful resources. These responses do not describe therapeutic empathy, where patients feel 

clinicians are attuned to what they are experiencing and that their environment is safe and 

cornfortable. Many patients did not remember being asked about their unique pain 

experience in spite of nurses saying they usually used an assessment scale; this discrepancy 

suggests a problern with recognizing the importance of individual needs and providing a 

facilitating environment. It is problematic that the majority of nurses in this study expected 

patients to voluntarily ask for help with pain and did not reaiize that most patients would not 

ask. As well, the type of question that clinicians ask may produce misleading information. For 

the rnajority of these patients, pain was only mild at rest, but moderate to severe on 

movement; nurses who did not explore beyond general questions about pain would not have 

known this difierence. Management decisions, therefore, that are based on assurnptions of 

what patients may or may not bc experiencing, will reflect a lack of ernpathic involvement 

and will not be effective. 
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Figure 7. Revised conceptual framework based on findings 
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Holding within a facilitating environment occurs when the caregiver responds to patients 

as individuals and adapts to patients' needs in order to protect them from unnecessary stress 

(Winnicott, L960). Contrary to the hypotheses, nurses' empathic responses were not 

associated with patients' experiencing Iess pain or being given more analgesia. Empathy scores 

were only moderate and the question of what contributes to empathy was only partly 

explained in this study. Almost one third of the variance in empathy scores was explained by 

pain knowledge-beliefs, age, and birthplace. The most empathic nurses were not much more 

knowledgeable than the least empathic group. These findings raise the question of whether 

expressed empathy was limited for this nurse sample because of inadequate knowledge and 

problematic beliefs around issues such as appropriate postoperative pain relief and analgesic 

dosing, opioid side effects. and the patient role. For example, nurses who were able to enter 

Gallops' (1989) inducement phase of the empathic process may have been receptive to 

expl icit and/or non-verbal cues about the patients' pain experience and. therefore, may have 

been able to proceed on to the matching phase. They may have wanred to help the patient 

but were restricted by incorrect beliefs and lack of knowledge of effective interventions. Many 

of these nurses were not recent graduates and had no recent pain-related inservice education. 

The problern could be rhat nurses who were older and/or from non-Western countries rnay 

not have valued subjective inquiry and patient self-report as the bases for effective Gare and 

may have had inadequate knowledge levels to be effective. 

Med iators 

Nurse 

Knowle&e-Belief Mediators. In each phase of the empathic process (Gailop et al., 
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1990a), mediating variables can influence whether nurses express their empathy in a helping 

response. In this study, nurse mediaton were only minimally related to the patient outcomes 

of analgesics administered and pain intensity. Two nurse beliefs, (a) that postoperative 

morphine should be reduced with patient nausea and (b) that patients overstate their pain 

restricted the empathic response of holding through analgesic administration. The lack of trust 

in patients' self-report suggested that some nurses had their own benchmark of what pain 

level was acceptable, and possibly when and how it was to be expressed. Further exploration 

is required to explain why nurses gave only 47% of the average analgesic dose prescribed for 

patients who experienced moderate to severe pain. Levels of professional education and 

inservice education were very similar within this nurse group and did not provide enough 

variance for analysis. The majority of these nurses, independent of their empathy or 

knowledge-bel ief levels , perceived their nurse and medical col leagues to be supponive of the ir 

pain management decisions. However, nurses who lack knowledge of their patients' pain 

levels and options for treatment will be unlikely to challenge the status quo. Where nurses 

have been actively involved in improving pain practices, such as in the position of Pain 

Resource Nurse, difficulties have been experienced with both CO-workers and doctors (Ferrell. 

Grant. Ritchey , Ropchan, & Rivera. 1993). 

Characteristics. Younger nurses were more empathic, with age contributing 9% of the 

variance in empathy. An explanation is difficuit and may relate to younger nurses having 

more recent education and shorter experience within the unit culture. Nurse birthplace 

contributed significantly to both empathy (17% of the variance) and knowledge-beliefs 

( 16 %). The specific cultural beliefs, compounded by professional programmes, that 
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influenaxi these nurses' decisions about pain management are not known. To undentand 

another 's experience. questions about meaning and feelings are required, and these may not 

have been considered appropriate. as previously discussed. Pain itself rnay be perceived as 

having a purpose. sometimes moral or rel igious, and may be regarded as a positive experience 

to be endured. In many non-Western countries, unrelieved pain is accepted as cornmon, and 

opioids are minimally available, even for cancer patients. In any culture, tacit beliefs become 

a part of background meanings that influence how people view their current context (Benner 

& Wrubel . 1989). Although these beliefs unconscious l y guide Our everyday practices and 

may not be readily recognized, they are important to examine for change to occur (Schein, 

1992). Both staff and patients will need help to differentiate those culturall y-valued bel iefs 

that are helpful from those that are base. on inaccurate knowledge about pain and its 

treatrnent. Discussion of the meaning of pain and past experiences with pain, as well as 

current expectations about it, will be an essential component of any staff or patient education 

programme. 

Patient 

Patient expressivity was problematic because most patients would not ask for help 

voluntaril y. High ratings for pain before medications and inadequate relief despite medication 

connibuted to patients' pain intensity along with their past pain experience. Patients may not 

have (a) recognized their right to optimal pain relief. (b) been able to articulate their pain 

in a way that health professionals could understand. (c) been knowledgeable about pain 

management options, andlor (d) been supported by caregivers in previous requests for help. 

Ward and colleagues (1 993) reported patients' interpersonal communication concerns about 
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taking analgesics, such as "good patients do not wmplain." Future examination of wncerns 

in addition to that of addiction is required to determine their influence on patients' disclosing 

their pain. Older and les educated patients were found to be more reluctant both to report 

pain and to use analgesics, and those with more concerns had higher pain b e l s  (Ward et al., 

1993). Patients undergoing CABG surgery. tend to be older and reluctant to disclose pain 

as well as their concerns about treatrnent. 

Patients who receive preoperative teaching have better postoperative outcornes 

(Hathaway, l986), including shorter hospital stays than control subjects (Wasylak et al., 

1990). In the present study, 54 % of patients had attended a preadmission programme or 

had seen a vidw about the surgery, but three quarters did not remember that any pain 

assessrnent or management strategies were discussed. It will be important for future patient 

educators to carefully consider the timing and type of education programmes, along with the 

importance of reinforcement strateg ies . Izawa (1 97 1) suggested that spaced practice sessions 

over time are more effective than massed sessions where a11 teaching is given at one time. 

Ferrell, Rhiner, and Ferrell (1993) proposed that brief teaching sessions, which use a 

combination of rnethods, are more effective when patients are already dealing with health 

issues and pain. Anxiety has been reported to be greatest in the 24 hours before surgery 

(Cupples, 1990); therefore, preoperative anxiety could interfere with learning at this tirne. 

Most nurses in the present study had attended minimal or no recent pain-related inservice 

and may not have been well enough prepared to educate their patients. There was a trend 

for nurses with more pain knowledge to be seen as attending more to patients' pain, in spite 

of the homogeneous nurse sample. 
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Context 

Prganizational Culture (Homital Site Differences and Similarities). Site differences were 

demonstrated for (a) nurses ' pain knowledge-bel iefs and their inservice education, (b) 

patients' perceptions of their interaction with the nurse, and (c) contextual issues of analgesic 

prescriptions and administration. As one would expect, patients at the two sites where the 

most analgesics were administered, remembered being asked specific pain questions and rated 

their interaction as more effective. Conversely, patients at the site where the least analgesia 

was administered described minimal interaction with their nurses. Nurses at the latter site had 

the least inservice education and low knowledge-belief scores; in addition, their functional 

nursing approach focused on tasks not on patients' overall needs. However, patients at al1 

sites were undermedicated and reported considerable pain independent of nurses' empathy 

and pain know ledge-bel ief scores. 

Pain relief was an espoused value at several sites. However, pain as a management issue 

was not a priority at any site, as indicated by the minimal analgesic use and pain inservice 

education for both patients and nurses. The prevalence of PRN acetarninophen with or 

without codeine by the 2nd postoperative day irnplied an expectation of minimal pain and 

did not refiect the individuality of responses to pain. The greatest contributors to analgesic 

administration were the contextual variables of analgesic orders (20 8) and site (8 %), but 

not the more appropriate patients' pain intensity (4%). Standing orders for analgesia need 

to be questioned. For example,. why is parenteral morphine ordered for the first 24 hours 

and then not changed to oral morphine or oxycodone with acetaminophen for moderate to 

severe pain? Why are the least effective opioids most frequently prescribed? The most 
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cornmon order is codeine with acetaminophen which is a mild opioid that causes nausea in 

many patients. When patients receiving opioids are nauseated after surgery, nurses tend to 

rdum or discontinue the opioid rather than give an antiemetic. Some patients with nausea 

were taken off the opioid and given plain acetaminophen on the 2nd day after bypass 

surgery! Many analgesic practices have not chiinged over yean; consequentIy, these practices 

become unreflective rituais that remain uncontested over time. 

The investigator did not examine unit or hospital policies or standards related to pain 

assessrnent and management. However. data supported that implicit values rather than formal 

statements were guiding practices in these sites. The TPR (vital signs) flow sheet on one unit 

included a graph are. for pain intensity that was not used for any patients in this study. This 

recognition of pain as a fifth vital sign is an excellent move toward greater nurse 

accountabil ity , but unfortunatel y this expectation was not valued and/or understood by 

nurses at the bedside. Nurses at another site were progressive in their use of patient- 

controlled analgesia (PCA) postoperatively, but they did not include a pain rating on theù 

record sheet! At another site, a fkamed patient prayer acknowledging unrelieved pain (see 

p. 155). was placed on the wall by the nursing station, very close to the elevator where it 

was visible to al1 visitors. 

In summary, there were some important differences by site. However. the similarities in 

pain levels and inadequate analgesic administration reflected implicit or explicit beliefs that 

pain relief was not valued or a prioriq in postoperative care. in future research, nurses will 

be asked to identify the current policies and/or standards that most influence and direct their 

care. Values may be so irnplicit in the unit culture. that nurses may not recognize them. 
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Sumrnary - 

This study provides a partial understanding of factors that wntribute to empathic 

behaviour. While nurse characteristics and pain-knowledge explained almost a third of the 

variation in empathy, a significant portion remains unknown. A future study involving nurses 

with high pain knowledge-belief levels would determine whether significant variance in 

empathy exists for this group. Further psychometric testing of the TPMI is required as the 

validity of some of its items may haved wntributed to the modest results. The influence of 

birthplace and the appropriateness of the SPIRS for non-Western health professionals also 

need further exploration. 

This study conaibutes to an increased understanding of the complexity of the patients' 

pain experience. Some important contributors to the amount of analgesics administered and 

CO pain intensity are identified in the regression models. The largest predictor of analgesia 

administered is context related, that is analgesic prescriptions and site and not patients' pain 

intensity as expected. Pain intensity ratings are weakly related to analgesic administration and 

are not related to analgesics prescribed (excluding pain NOW at rest). Most of the variance 

in pain intensity (3 hour) is explained by patient intervention ratings; the amount of 

analgesics administered and empathy explain minimal variance. The influence of other patient 

beliefs associated with barriers to taking analgesics needs to be explored in more depth. It is 

distressing that empathy and overall pain knowledge and beliefs are not predictors of greater 

analgesic doses being administered and lower pain intensity. The lack of variance in nurses' 

educational preparation precluded analyses of the impact of education on patient outcornes 

in this study. Education needs to be examined with different samples. 



Clinid Practice 

The majority of patients in this study experiend moderate to severe pain and were 

undermedicated regardless of the hospital site and/or culture. Nurses did not anticipate the 

extent of discomfoft resulting from increased activity after CABG surgery, which included 

an IMA grafi for most patients. Patients' perceptions of nurses' attending to their pain 

experience were not positive, and there were discrepancies in nurse and patient perceptions 

of their interaction in assessing pain. 

Nurses in this smdy were not perceived by patients as being helpful, their knowledge 

about pain assessment and management was inadequate, and their use of subjective inquiry 

as refiected in the empathy scores, was more superficial than caring. By contrast, nurses in 

this sample were very confident in their pain knowledge and management abilities, which 

corroborates previous research findings (Brunier et al., 1995; Clarke et al., 1996: 

Vortherms et al., 1992; Wallace et al., 1995). This positive self-perception may be an 

obstacle to nurses' participating in any inservice programme, particularly with contextuai 

stressors related to staff downsizing , nursing care del ivery patterns, and budget restrictions. 

The findings from this study will help to encourage a recognition that patients at al1 sites 

experience significant pain, which rnay prevent optimal recuvery. 

Pain content and expectations for pain assessment, management, and documentation, 

need to be a required component of initial staff orientation and continuing inservice 

education programmes. In order to clariQ patient concerns, nurses themselves need more 

education about assessment approaches and management options, including op ioids. Tacit 

beliefs that are culturally grounded may limit empathic responses, and beliefs based on 
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incorrect knowledge need to be recognized and clarified. Evidence of research utilization in 

practice needs to be rewarded in performance evaluations. Ferrell, Whedon, & Rollins 

(1995) propose that al1 new staff be required to demonstrate theu competency in basic pain 

management principles before caring for patients. They also suggest that pain problems be 

given the same priority in patient-care conferences as other health issues. 

Successful assessment and management of postoperative pain is partly dependent on 

establ ishing a positive relationship between the caregiver and patients (AHCPR, 1992). 

When nurses report using an assessment tool that patients do not mal1 being used, a problem 

exists. Either the communication process is ineffective or espouseci values are not being 

practised. Patients' self-reports are the most reliable indicator of their pain experience, yet 

at least a third of these nurses disagreed with patients' ratings and/or beiieved patients 

overstated their pain. These beliefs would not facilitate the development of an empathic 

environment, where patients can trust the caregiver to see them as a person with unique 

needs. Thetapeutic empathy requires more than a superficial interaction ii. order to 

understand the experience of another (Gallop et al.. 1990a). Non-specific questions, such 

as, 'Are you al1 right?" or "Do you need anything?,' will not result in effective pain 

management. Educational strategies must emphasize the variabil ity in patients' pain 

perceptions and responses and discourage nurses' standard ized expectations of postoperative 

pain. The rationales for nurses' administering only 47% of the analgesia prescribed need to 

be examined. 

Most patients did not remembet anything about pain being discussed in the current 

per ioperative videos and/or classes related to their b ypass surgery . Patients lack knowledge 
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about the unfamiliar world of being a patient, including pain management. Many patients 

in this sample were not openly expressive about their pain and even may have denied pain 

if asked a general question or to rate their pain at rest. Patients who do not wrnplain of pain 

may be wmpliant and quiet because they have withdrawn from an environment where 

unrelieved pain is an ongoing impingement. Moderate to severe pain may be perceived as the 

norm. Some patients' inability to remember preoperative teaching and to request 

postoperative relief rnay be a coping strategy to deny a perceived traumatic experience. 

These patients need caregivers' support and teaching to recognize the inappropriateness of 

this strategy for optimal recovery. 

On admission, patients' knowledge and concerns about experiencing pain need to be 

clarified, along with theù previous pain history and pain expectations. Patients need to know 

that excellent pain relief is possible for most people and that several treatment options are 

available. The process of holding involves teaching patients when and how to articulate their 

pain experience, including pain intensity , quality , duration, and impact. It also involves 

helping patients to understand the importance of keeping pain levels as low as possible and 

of taking an active role in seeking help with moderate to severe pain. More effixtive patient 

and family pain education resources are required to enable patients to be more involved in 

their own pain management. 1 believe that with education, patients who are wmpetent and 

w il1 ing can self-administer their own analgesics, not only through patient-wntrolled pumps 

(PCA) but orally as well. 

Pain management is peripheral in staff responsibilities (Strauss, Fagerhaugh & Glaser, 

1 974) ; moreover, the acute-care hospital organization mode1 does not encourage attention 
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to the interactional aspects of pain management (Fagerhaugh & Strauss, 1977). 

Acmuntability for pain management varies. For example, some p hysicians prescr ibe 

inadequate doses of analgesics, nurses do not necessarily administer what is prescribed, and 

patients do not express their need for help with pain. Balancing priorities is complex when 

the acuity of patients increases while the nuning staff to care for them is reduced. However, 

nurses' role of monitoring analgesia (Donovan, 1990) was not evdent with this sample. 

Although important site differences in this study were evident related to analgesics, inservice 

education, and staff-patient interaction, pain management at the bwt sites was not very 

effective. 

Changes in pain practices will not occur readily unless hospital administrators and unit 

managers initiate forma1 policies that are proactive in requiring pain relief practices. As well, 

qua1 ity improvement rneasures are required to monitor the implementation and effectiveness 

of these policies. The revised hospital accreditation standards now include documentation of 

pain assesment, management, and patient responses to treatments for pain (CCHFA, 1995). 

This pain-related documentation contributes to legitimizing policies that require greater 

accountability for pain relief. Unless pain management becornes an institutional priority , 

major modifications w il1 not occur. 

ReSearch 

The focus of hiture research will need to examine (a) the psychomeaic properties of 

both the SPIRS and the TPMI-, (b) the indicatoa of organizational culture that facilitate or 

obsmct effective pain relief, and (c) interventions to clarify pain knowledge gaps and 

misbeliefs of both caregivers and patients. Furtker testing of the validity of the SPIRS 
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measure is required with health professionals from a variety of cultural groups, including those 

born and educated in non-Western countries. The scoring categories may place emphasis on 

behaviours such as asking about feelings, which are not seen as therapeutic or even 

permissible in other cultures. This measure also needs to be exarnined with nurses of varying 

education levels. The SPIRS wuld be tested across al1 teaching levels of professional 

programmes as an indicator of empaihic development related to curricula goals and to the 

integration of interpersonal process content. 

The TPMI is a new measure whose reliability and validity require further examination 

with a variety of nurse populations. The rnodest relationships found with the TPMI may relate 

to the validity of some of its items and further psychornetric testing is required. The measure 

was able to differentiate between the scores of this nurse sample in relation to different 

mrdiovascular settings and nurses' birthplace. an indicator of construct validity (Streiner & 

Norman, 1992). Factor analysis will be necessary to confirm the dimensions used in this 

measure in relation to nurses' beliefs about opioids, the patients' pain experience. and nurses' 

perceived competency and support in practice. 

The importance of understanding organizational culture in health care environments 

needs to be addressed for change to occur (Schein, 1992; Van Ess Coeling, & Wilcox. 

1988). Patienu in this study described ineffective pain management, regardless of hospital 

site. The cultural norm, that caregivers accept, ignore, or minimally mat pain. seemed 

enrrenched in al1 wards. This implicit value needs to be recognized and challenged. not only 

with individual caregivers, but with the institution as a whole. Practice modiricaions, including 

application of research, are more likeiy to occur when these modifications are required by 
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officiai policies or given formal recognition as being important (Coyle & Sokop, 1990; 

Varcoe & Hilton, 1995). However, institutional support must involve more than paper 

philosophies espousing optimal pain management. Ferre11 et al. (1 995) propose that 

institutional structures to support pain relief efforts must be in place for management 

practices to improve. Their institutional assessrnent measure provides questions to examine 

four categories of support for pain relief: (a) forms and documentation for pain assessment, 

protocols, and medication guidelines; (b) educational resources for basic and ongoing 

education; (c) policies that pain relief is expected and monitored; and (d) innovative 

suategies and quality improvement projects that confirm the priority of pain. These questions 

emphasize the importance of a wmmitment by the entire institution and will be important 

in future research to assess an institution's accountability for pain management. 

In hture intervention studies, educational strategies for both nurses and patients need to 

be examined, as well as the impact of these suategies on pain practices. Discussion of beliefs 

that obsmct effective practices are as important to include as factual content. Previous 

research has dernonstrateci contradictory evidence about the benefits of pain inservice 

education for nurses. Reports have not always been clear about the content and methodology 

used, and studies do not use standardized approaches. Education sessions that are limited to 

techniques for assessment and management have not been as effective as sessions that address 

a broader understanding of pain as well as the process of management. Donovan and Dillon's 

(1987) nurse sample did not identifi patients' pain any more frequently after education 

about pain assessment, treatment modalities, and standardized care plans for pain. Similarly, 

oncology nurses attending a 45-minute class on documentation of eight categories important 
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for pain assessrnent did not significantly change their documentation practices afrer the 

inservice (Camp-Sorrell & O'Sull ivan, 199 1). In conmut. oncology nurses demonstrated 

improved scores following a more wmprehensive 3 hour programme that included both 

knowledge and befiefs (Myers, 1985). The improved scores were maintained for 2 weeks, 

although the impact of nurses' new leming on pain practices in the clinical setting was not 

measured. Several of these researchers recommended that educational sessions be short and 

repeated over time. The interpersonal process involved in the encouragement of patients to 

share their thoughu and feelings about their pain experience was not mentioned in these 

studies. 

Longer, more comprehensive programmes have been successful in changing knowledge 

and beliefs about cancer pain. Two cancer pain education initiatives have utilized the concept 

of role models to facilitate the application of teaching in changing pain practices (Ferrell et 

al., 1993; Weissman & Dahl, 1995). Ferrell et al.3 (1 993) 40-hour course induded both 

classroom teaching about major pain content and clinical application on patient-care units. 

The participants became Pain Resource Nurses (PRNs) (N=26), and forma1 and informa1 

support were available as they developed their role. Although the change in their pretest- 

posttest scores was 35 46, the impact of their learning on patient pain relief was not 

rneasured. The Wisconsin Cancer Pain Initiative Role Mode1 Program involved one day of 

lectures and small group sessions, including case-based workshops (Weissman & Dahl, 

1995). Posttest knowledge scores improved markedly for the participants, who included 196 

physicians and nurse educators together with their clinical partners. As well, proposed action 

plans were developed by these teams to be implemented in their senings. Twelve months 
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later, 64% of these teams had completed or partially wmpleted their projects to improve 

pain practices. While these programmes may not be realistic in surgical senings in the current 

context of staff and fiscal restraints, their focus on clinical application and role models to 

improve pain practices is important to consider. Both programmes emphasized the need for 

institutional support and resources to encourage information transfer to practice. Both 

encouraged interdisciplinary efforts to change ineffective pain approaches. Ferre11 et al.*s 

(1993) PRNs comrnunicated more readily with physicians about their patients' experiencing 

pain. 

Most patients in the current study rernembered M e  or nothing being discussed with 

them about pain assessrnent or management. Therefore, current educational approaches for 

these patients need to be revised to give patients the tools to communicate pain and the 

permission to do so. Several researchers have documented changes in patients' behaviour 

following education, wh ile others have focused on clarifiing patient concerns that interfere 

with pain relief. A COACHING protocol for outpatients with lung cancer resulted in greater 

agreement between patients' and nurses' assessments post-teaching (Wilkie, Williams, 

Grevstad, & Mekwa, 1995). This protocol involved teaching patients to monitor their pain 

changes in relation to pain location, intensity, quai ity , and pattern and to communicate these 

to their health professional. Patient education about pain therapies has increased patients' 

use of analgesics after surgery (Scott, Clum, & Peoples. 1983; Wilder-Smith & Schuler. 

1992). Misbeliefs about pain treatment are prevalent as patients have expressed similar 

concerns about analgesics whether or not they have had pain (Ward et al., 1993) or cancer 

(Levin et al., 1985: Ward & Gatwood, 1994). Ward and colleagues also found that several 
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wncem involved interpersonal communication such as, 'good patients do not complain; " 

therefore. any patient intervention would need to emphasize patients' right to optimal pain 

relief and their role in obtaining it. The effectiveness of giving pain guidelines preoperatively 

to patients, including a simple pain assessment tool and neaunent options, could be 

val idated with postoperative pain intensity ratings and analgesics received using a randomkd 

sample. 

Future research will include a two-phased intervention study designed to involve both 

patients and their nurses. As patients are now admitted immediately prior to surgery and 

nurse cutbacks have decreased time available for inservice education, interventions will be 

simple and brief to emphasize key points. For such a study, one group of patients will be 

g iven simple pain-related guidel ines in their preadmission package. A brief follow-up 

clarification session will be given preoperativel y (a) by telephone to patients at home and (b) 

after their admission to hospital. Telephone coaching has been found to be effective with 

convalescing cardiac patients (Gortner & Jenkins, 1990) and will be useful to begin teaching 

before the brief time period between admission and surgery. A short video addressing 

common concerns about opioids, simple assessment tools, and management options would 

be shown on the second day after surgery to reinforce previous teaching. Cupples' (1990) 

CABG patient sample. who received pre- and post-admission information about the surgery . 
were more knowledgeable postoperatively and were discharged home more quickly. 

Postoperative pain intensity ratings and analgesics administered will be used to val idate the 

degree of learning and/or belief change. Nurse sessions will include interpersonal process 

content along with pain information and beliefs and policies that direct curent practices. 
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Both patients' perceptions of their nurse's anending to their pain and their nurses' empathy 

and knowledge-beliefs about the pain experience will be assessed after the intervention. 

Conclusion 

The purpose of this study was to examine the relationship between nurses' ernpathic 

responses and their pain management approaches as reflected in patients' pain imnsity rating 

and analgesics administered afttr surgery. Nune, patient. and contextual mediators that might 

influence this process were also examined. Nurses and patients were paired to permit a 

cornparison of nurses' empathy and mediators such as pain knowledge-beliefs with their acnial 

practices for patients following wronary bypass surgery . Winnicott, Ga1 lop, and Melzack and 

Wall contributed to the theoretical basis that directed this study. 

Nurses in this study were only moderately ernpathic, which did not significantly influence 

patient outcornes of pain intensity or analgesics prescribed. The weak positive trend berneen 

nurses' empathy and patients' wont pain in the previous 3 hours was unexpected and needs 

further exploration. The trend, that patients of the most empathic nurses believed that they 

had received sufficient analgesia and that their nurse understood their pain experience to a 

greater degree, was encouraging and needs further examination. 

This study provided evidence of a problem between nurses' empathy and their pain 

knowledge and beliefs; only a moderate positive relationship existed between the SPIRS and 

the TPMI. Deficits in knowledge and problematic beliefs were evident for nurses independent 

of their empathic level. Nurses may wish to help the patient in pain but may not have 

sufficient knowledge to do so. Nurses' birthplace was the major predictor of both empathy 

and pain-know Iedge bel ief scores; therefore, empath y, as a Western notion, needs further 
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examination with regard to the SPIRS and to the pain practice expectations of subjective 

inquiry. An important component of this study was its examination of perceptions of nurse- 

patient pain. These responses demonstrated discrepancies between nurses' expresseci beliefs 

about their pain assessment and management and their acnial practices as wnfirmed by their 

patients. Nurses' espoused ideal of minimal pain was contradicted by patients' high pain 

ratings, and their stated use of an assessment sale was not wnfirmed by most patients. 

Nurses and patients ampted moderate to severe pain as the norm, and neither recognized 

the inadequacy of the analgesic administration and related pain relief. Both nurses and 

patients needed clarification of the patient role in pain management. These data will be used 

to develop pain education programmes for patients undergoing bypass surgery , their families, 

and the nurses caring for them. 

The multidimensional nature of unrelieved pain is evidant in the regression models for 

the patient outcomes of analgesics administered and pain intensity. These models helped to 

explain a significant degree of variance for these outcomes; it is interesting that patients' pain 

intensity contributed less to the amount of analgesics administered than did context mediators 

and two nurse knowledge-belief items. The lack of a relationship between empathy or overall 

pain knowledge-bel iefs and analgesics administered was not expected . Empath y contributed 

only rninimally to variance in 3-hour pain intensity ratings. Both the consistent unrelieved 

pain across al1 sites and the differences in analgesic practices suggest that an examination of 

organizational culture is required in relation to institutional practices. The contribution of 

patients' prior pain experience, pain ratings, and unexpressivity about their pain to the pain 

intensity models gives direction to both practice and future research. 
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These findings emphasize the complexity of the pain management process. including the 

interaction between the patient and careg iver . 1 n future research and practice exam inations , 

the relationship amongst nurse, patient, and contextual variables will need to be included. 
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a of NiaNu Lirerabire 
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1- Co 1- 

"a feeling of entering into the feeling 
or spirit of another person, and a 
consequent sense of king simiiar to or 
nearl y identical wi th the O ther person" ; 
uses Kaa (1963) delinPation of rawkimple 
and sophisticated empath y to di fferenaate 
experienced feeling from the process involving 
bath subjective feelings and objective analysis. 

* process wbereby one leam to understand 
another and, thereby, mutuaiiy share 
experience with him\her., .ability to put 
oneself in another's position" 

"is a foteninner of sympathy; a neutrai 
process which unlike sympathy does not 
impiy action based on this perception 
of accurace thinking and feeling" 
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overwhelmed by them" 

clinical empathy is divided 
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et al. (1981) 

"is the capacity for participating in 
or vicarïously experieaciog another's 
feelings" "is an important mode in the 
esthetic pattern of knowing ' 

"is a therapeutic ml.. .to share 
experience the fèelings 
of the patient. .is temporary and 
one partakes of the quaiity and 
wt the degree of feiings. The 
main motive. ,.is to achieve an 
understanding of the patient" 

"ability to enter into the life of 
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action of the patient and the reaction pn>cess rarher than 
of the health professionid" multidimensional phenornenon, ro 

iaclude inducement, matchhg and 
participatory -hel ping phases; derived 
h m  Barren-Lennard 

"ability to perceive the meanings of another 
persoa and to communicate that understanding 
to another." 
* reconstnrcts the concept of empathy fiom 
nursing, psychology, philosophy; al1 empathy 
experiences are ultimately based on a common 
humanity; what varies is the criterion upon 
which the empathizer is able to recognire 
the humanity of another. 

"a unitary construct involving a a multidimensionai mode1 
mui tidimensional phenomenon with 
emotion, cognitive, communicative & 
relationai cornponents" 



TABLE 2 

Brown (1990) 

Clay (1984) 

Eas tribrook (1 993) 

Forryth (1979)  

Da f i n i t i o n  

uaar thora of Davii' XSU 

"taking the r o l s  of the other, 
viswing the world as  the other 
riria it and vicariously 
experiancing tha other' a 
f aelings 

" taachorO i r b i l i  t y  Co know 
i tudonts' proforrad rssponses 
ra  a t t i t u d e s  C cmotianal 
raactions" 

"proceas where hslpers 
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soc ia l  acuity about othsrs"  

axadna  the ralat ionahip of 
i d f - r o p o r t d  uppathy with 
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undarr tanding 
another  ... axper iancing uiothex 
person ' i  wotld as i f  you were 
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No173 RN. 6 127 nae graduato 
s tuden t s  
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doaignod fzom O U ~ C O P Q  rosoarch 
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Layton' a Emprthi Tes t ,  EU,BLFU , 
ECRS 



MacDonald (1977) 

m c l c ~ y ,  Hughes C C a r t e r  (1990) "accurata p r c a p t i o n  of 
c l i e n t S .  world by h o l p r ,  
c ~ u n i c a t i o n  of  t h i a  
undoraruiding t o  the  c l i e n t  and 
c l i o n t O a  porcoption of  tha  
hs lpo r t  a understanding" 

"accurate ampathy involvea b o a  
s e n a i t i v i t y  t a  c u r r e n t  f ee l inga  
and verbal  f a c i l i t y  t o  
comunica ta  t h i a  understanding 
i n  a languago a t tunad  t o  the 
c l i e n t '  a f ee l ingsw 

Northouse (1979) 

Olson (1993) 

Olson & Xwasiw (1907) 

"verbal  & non-verbal behaviour 
which coxmunicatas a 
a e n s i t i v i t y  t o  C rersonably  
accurnte  understanding of 
another' s f rame of reference"  

" I b i l i t y  t o  se. the  uniqueness 
C d f f e r e n c a a  i n  o the r s "  

"nur ia  oxprarsed ampathy i s  t h e  
sk i11  of  understanding what a 
perron i n  aaying C f ea l ing ,  c 
communicating this 
under i t rnàing vorbal ly"  

"hm throm componants : 
o f f a c t i v e ,  cogni t iva  b 
coxaunicative 

exploration of âiCfmrancaa i n  
rmpathy batwaen -10 and Lemale 
nuraing rtudentm; Na4 groupa of  
15:aaloa i n  nag, feuulmn i n  
nagt w n  no t  n8.8, fammlo8 not 
nsar ;  Bogan' a -thy S c r l o  

exmina t ion  of ro l a t ionah ip  
batwaan nur sea4uss  o f  ampathy C 
p ta  aol f -disc loaura;  -12 nae- 
p t  p a i r s  i n  butn u n i t ;  Gaz&, 
Walter. C Cbildara t o o l  

documentation of ve rba l  L 
nonverbal bahaviours 
f a c i l i t a t i n g  ompatbic 
coramunication i n  i n i t i a l  
i n to rac t iona  k t w o e n  piych n i e  
C p t s ;  N-6 p t s .  C 1 UScN; 
videos; TNU Accurata.-athy 
Scala 

exarnination of r e l a t i o n s h i p  
botween ampathy L o tha r  
c h a r a c t e r i s t i c s  of s rudents  c 
taachers  i n  4 nag progrrau; N= 
10 teachers/20 s tuden t s  per 
program; Truax Rela t ionship  
Scale ,  f i lmsd i n t e r a c t i o n  

e x d n a t i o n  of rmlat ionship  
batween t r u s t  C q a t h y  i n  nse- 
naa dyrda; Na36 tmrchaxs Lxom 3 
diploiru schoolr ;  Hobart 
Fahlberg Empathy Abi l i t y  

invas  t i g r t i n g  
ra la t ionahlpa  o r i a t i n g  botwaen 
na. axpraaaad ampathy and p t  
parcmived riapathy r d i r t x e a r ;  
N=7ORN C 70 raràsurg pta; 2 
ho ip i t a l a ;  SPIRS,BTXS, PWS,  
H M C L  

masuramant of  a c t i v e  l i s t a n i n g  
s k i l l a  on beforo  c af tmr  
program (na6 h r s ) ;  N= 26 RNs i n  
1st y r  nag ; Behaviour Test  of 
I n t i r p ~ r i o n i l  skLl l s ,  P B  
scanar i o i  

m n  l n  nurs inp h ighae t  i n  
rinpathy,than non-nsa t rn r r l a i ,  
nie-f.io.las and l a i t l y  non-nso 
= l a s  . 

98t  nso r i apanras  to p t  f r c t u a l  
i n f o  L problra i . t îc  r e a u l t a  aa 
nso ompathy l a v a l i  low; n o t  
r o l a t a d  t o  c l h i c a l  oaperionce, 
educatfon o r  t r a in ing ;  m a l 1  
no. 

high love la  of rrapathic 
coinmuiication notad; 8-11 
nrnnbers C focua on i n i t i a l  
con tac t  only  

s tuden t  ampathy love1 inva r sa ly  
r e l a t e d  t o  expariance,  no s ign .  
d i f f e ronca  f o r  f a c u l t y ,  
s t u d a n t s ,  p rogram;  no r o l  
imtweon s tudont p r c a i v a d  
teachar  .mprthy r taacher  l avo l  
of mmpathy 

a p o c i f i c  t r u a t  nogat ively  
co r ra l a tod  with uapathy 

nag c o r r  bmhraon nsa  
riapathy p t  d i i t r o a a ,  p o i  c o r s  
k t w o e n  ni. q a + h y  6 p t  
aapathy (BTIS);  SOIRSI i n  sriri. 
d i r a c t i o n  but no t  s i g n i f i c a n t ;  
c o r r  SPIRS C BTI9 = . 4 3  

td s i g n i f î c r a t  i nc roa ia  i n  r c t i v o  4 
l i r t e n i n g  i k i l l s .  



Olron c Lwamiu (1989) 

Raid-Ponta (1992) 

shad111 cl al. (1986) 

S t a t lmr  (1977) 

"varbal onrpathy i 8  t h m  accura t e  
ras ta taamnt  of tha  f a a l i n g  and 
content  of anothar '  a au88agan 

" a b i l i t y  t o  recognize,  sense ,  
undaratand fmelings t h r t  
uaother han a r r o c i r t a d  w i t h  
behavioural and ve rba l  
axpraaaiona and t o  accu ta to ly  
corraiunicate t h i  J understanâing" 

r t a t e a  t h a t  a conuuonly 
mantionad b u t  poorly understood 
concept; r e f e r s  t o  
othara 'def  i n i t i o n a  b u t  doasn' t 
s t a t e  preferrnca  

"a c e n t r a l  Cocus and f e e l i n g  
with and i n  tha  c l i e n t ' s  world; 
involves an accurate  porception 
of the c l i e n t ' s  world by the  
he lpa r ,  comunica t ion  of t h i s  
undorstanding t o  the  c l i e n t ,  
and the  c l i e n t ' s  percept ion of 
the  helpee 's  understanding" 

" a b i l i t y  t o  sense  l ea rne r s '  
p r iva to  world as i f  i t  wera 
your own without,  l o s ing  the "as  
i f "  qua l i ty"  

"procaas whera he lpe r  
undorstand. th0 
fea l ingr /axpar iancer  of u io the r  
i n  hera  & nou Lace-to-face 
m c o u n t i r ;  a u c c a i ~ f u l l y  
coaraiunicatar t ù i s  undars tu iâ ing 

invaa t iga t ion  i f  d i f f a r a n c a i  
rx îmt  i n  nmms'varbal - 4 t h ~  Ln 
xoiponsa t a  c l ianta 'having 
pain ,  dap r i s s ion ,  anxia ty  o r  
angor; Na66 i n  6 a c u t r  c a r s  
hosp i t a l e  b 2 hea l th  agenciea; 
vidaos ; Bshavioural Ter t of 
Interpersonal  Procaai 

axaadnation of powmr of  7 
deaiographic va r i ab la r  t o  
p r a d l c t  amprthic i n t a r a c t i o n s  
batwem nag homa s t a f f  and p t r  ; 
Na127 from 11 long-tarm c a r i  
f a c i l i t h a  wi th  13% RN.; Trurx 
C Carkhuff b p a t h i c  
Undarrtanding f o r  Xntmrpersonal 
P roc i s r  

examination of r s l a t i o n s h i p  
batween emprthy s k i l l s  a f  
p r h r y  nses  and distress 
levmls of thmir p t i ;  Na65 RNa b 
p t s  on 11 aurg ica l  un i t a  i n  ona 
a e t t i n g ;  La Honica Empathy 
Prof ils 

e x a d n a t i o n  of r e l a t ionsh ip  
between undergraduate BScN 
s tuden t  empathy r a t ings  b t h e i r  
educat ional  l e v e l ;  ?in135 from 2 
progr-; L a  Monica ECRS 

exunination of change toward 
s tuden t  s e l f - ac tua l i za t ion  with 
a parceived ampathic teacher- 
s tuden t  r e l a t ionah ip ;  N=31 i n  1 
school;  Truar C Carkhuff 
Rela t ionship ,  Personal 
Orienta t ion Inventory.  

t o  determine nse & p t - f d l y  
percept ions  of empathy of 
heaLth profess ionala  i n  emerg 
depf ;N=23,  p t - f r tPi ly61;  ECRÇ 

r e l a t i o n s h i p  betwaen arnpathy a s  
parcaived by a helpea and the  
comunica t ion  of  a ha lpa r  i n  a 
the rapeu t i c  encountar; N=32 
RNs; a c t o r  r imulat ions;  BLRf 

r a t e ranca r  t o  p t i '  axpraiimd 
fmmlings uara grmator f o r  pain  
thon f o r  depraai ion o r  anx ie ty ;  
attampted t o  auppraas w r a  
expressions of u u i a t y  o r  anger 
than pain  

s t a f f  who u e r i  younger, with 5 
y e r r s  expsrienca or l e s a  uare  
the  moat empathie 

g r e a t e r  use of nse anipathy 
dec ra i s rd  p t s l  à i a t r o s s ;  naea 
scored low i n  unpathy 6 p t s  
acored low i n  d i s t r e s s ;  v s rba l  
responsea d a c r e ~ i a d  4 t h  naea' 
ago b yeara of arp.rioncm; 
g r o a t e r  mducation c o r r e l a t e d  
with decrrasad porceiving,  
f e e l i n g  6 l i s t e n i n g  sco res ;  t he  
g r e à t e r  t he  nse  a k i l l  the 
g r e a t e r  t he  à i a t r e s s  
oxperienced by p t s  

m i n  e f f o c t  f o r  rchool progrkm 
but no t  f o r  lava1 a t a t u a ;  no 
r a l a t i o n i h i p  bmtwaen g r r d r r  and 
enipàthy; sub jec t s  had 
moderately well  devsloped 
ampathy; poss ib l e  c u l t u r e  b iaa  
r g a i n s t  s e l f - r epor t ing .  

s tuden t s  g iving supe r io r  
teachar-s tudent  r a t i n g  ahowed 
more change; sudl  no. 

a l 1  empathy r a t i n g  were i n  good 
t o  vory good cange; no 
discr inr inat ion with pt-nsa , p t -  
dr or nsa-nse sco res  

no d i f f e rence  i n  behrviourr  of 
low & high empathixasa; 
suppor t iva  reinforcement b 
giving information r a l a t e d  t o  
u p a t h y ;  furthor v a l i d a t i o n  N 
needad of contant  ca t agor i a s ;  

00 

a m 1 1  no. 





Major Measures of Empathy Used in Nursing Research 

Mtasurt Eoipath~ Description Psy M c  Use in Nursing 
Definition Promes m 

-Y 
constnid 
Rating Scale 
@CRI) 
(LaMoniCa, 
1981) 

Ability CO recognize, 
seme, and understand odiers' 
expressed feelings and to 
accurately conuilunicate 
understanding to other. 

A rnultilevel, complex proçess 
with 3 phases of relationai 
response, each di fferiiig in 
locus and conrcnt: 1.enipaciiic 
recognition and I I  .expressed 
enipathy of tlierapist and I I I .  
received empaihy of parierit. 
Experiencing process and 
content of orher's awareness. 

Accurate perception of the 
client's world by therapist, 

FromTruax (1961) & T m  & 
Carkhuff s (1  967) Accurate Ernparliy 
Scale. 5-point rating of rherapists' 
verbal responses with niinirnally 
facilitative Ievel k ing  the 
niidpoint of 3 (therapist and 
person express sarne affect and 
meaning). Judges rate interviews 
or audiotapes. 

Narrow range of scores. 
Reliabiliry: interrater 
differences at higli levels. 
Little test-'retest evidence. 
Few raters for many segments 
with few rherapists. 
Va1idiry:Iacks discnminat ion 
fiom other ratings e.g. warnirh. 

Used in Hill& Knowles, 
1983; Kalisch, 197 1 ; 
LaMonica, 1976; Layion, 
1979; Mansfield, 1973; 
M ynatt, 1985; Pennington 
& Pierce, 1985; Sparling 
& Jones, 1977; Williams, 
1979. Scores low. Corirent 
of responses unknown. 

16 item, wirhin 64 item RI, rated Reliubilicy : split -bal f and Used in Brown, 1990; Forsytli, 
on 6 point scale of agreenient witii test-retest. 1979; Gagaii, 1983; Hagan B: 
no rirutrd position. Rating of self Validiry: factor aria1 y sis for Halaris, 1983; Kaliscli. 197 1 ; 
b y dierapist (niysel f-to-otiier [MO]) construct; little agreenierir Laytori, 1979; Laytoii & Wykie, 
and by patients (otller-to-self [OS)). between MO-OS ratings aiid 1990; Stetler, 1977. Suirability 

conclude that differr~it sources for hospiral settirig quesiioiicd. 
of assessment; not developed 
for hospital populations. 

81 item raied on 6-point Liken scaie. Reliability: split-half Used iii  LaMoiYca, 198 1, 
Raters are clients, peers, or dierapist. Validity: little discriniinarive 1987; Reid-Ponte, 1992; 

conmunicaiion chat undersiaiids Paper and pencil self-report. ability. Rogers, 1986: S h d a i i  et al.. w 
to client, and client's Re~ised unpublislied nieasure-LaMo~uca No publislied data for LEP. 1986. First iiurse-desigiied O 

perception tiiar therapi sr Empadiy Profile (LEP)-30 forced choice nieasure. 
understands. items to niiiuniize social desirability 

iiot co~iirolled for iri ECRS. 



Me;wrc -Y Description PsychOmetnc Use in Nursing 
Definition Pmpexties Resauch 

A persoaality attribute; a 33 statements ask therapist to rate self 
vicarious emotionai response on responses to situations involving 
where one bas a heightened feelings; agreedisagree on 4-point scale. 
responsiveness to anothcr's 
emotiooal expenence and is 
more likely to engage in 
helping behaviour . 

Act of reconstructing for 39 tru ie faise question s ask about 4 
onesel f, another's mental components of social self-confidence, 
state; capacity to adopt even temperedness, sensitivity , and 
a broad moral viewpoint. nonconformity . 

S M  Ment Wish to h o w  or understand the 
I n t d o n  experience of anorher; a 
Responst Scale process dependent on attention 
(Gaüop, 1989; of nurses to meanings and 
Wop et ai., interpretations patients give 
lm) to events in their lives; a 

3 -phased, tirne-sequenced 
process with mediators and 
potential outcomes at each 
phase. 

Reliability : spl it -bal f Used in Gallop (1989) for 
Validity: Questionable construct construct validity. 
validity re broad definition and 
discriminative ability. 

Reliability: test-retes t Used in Brunt, 1985; Forsydi, 
Validity: factor analysis 1979; MacDonald, 1977; trait 
confirmed 3 constnicts: measure. 
relevance of several items 
questionable. 

4 equivaient pages, each with a patient Reliabiliry: interrater reliability 
description and 5 patient statements to and test-retest 
which chc nwse writes verbai responses, Validity: criterion with QMEE 
Order of 5 statements randomized per 
page. Responses are rated using 11 
scoring categories of responses grouped 
within 3 levels of c m :  1. no care, 
II. solution, and III. affective 
involvement. 

Used in Burcher, 1992; 
Eastabrook, 1990; Gallop, 
1989; Gallop et al., 1990b; 
Olson, 1993. 
Nursedesigned measure based 
on Gallop's conceptual niodel 
of enipatliy . Includes iiurse, 
patient and context niediators. 



APPENDIX B 

STUDY EXPLANATIONS AND CONSENTS FOR PATIENTS AND NURSES 



Clunical Information Sheet - Patient 

I am involved in a nursing study with Dr. Paul Garfmkel related to pain management and 
nurse-patient interaction. A part of this study is to ask patients about their postoperative 
experience and any pain they had during this time. Your physician is aware of this study. 

You may not benefit directly from the study. The information ultimately will be used to 
design nurse education programmes toward more effective pain management in the 
future. 

1 would like to explain this study so that you can decide if you are willing to take part. 
The interview will take 8 to 10 minutes. You will be asked to rate your pain by making a 
mark on several lines and to check some adjectives which may describe your pain. You 
will be asked to mark several other lines in answering questions about what pain you 
expected to have and how well you think your pain has been managed. Several questions 
ask about your age, place of bkth and language and pain location. 1 would like to look at 
your chart to see how much pain medication you have been given. 

From your answers and those of other patients, we hope to have a clearer idea of how to 
be more effective in minimizing unrelieved pain for patients having surgery. 

It is your decision whether or not you want to participate in the study. Your decision will 
not influence the care you are receiving in any way. 

If you agree to participate, your answers to al1 questions will be completely confidential. 
Your name will not be on the answer sheet and will not be used in any report of the 
study . 

You can stop participating at any time and cm refuse to answer any question. This will 
not affect the care you receive. 

Do you have any questions? Are you willing to participate? 



Patient Consent 

Judy Watt-Watson has explained a nursing study that she is doing with Dr. Paul Garfinkel 
that asks patients about their experience with pain since their surgery. 

I understand that the interview wiIl take 8 to 10 minutes and that 1 will be asked: 
(a) IO rate my pain by making a mark on severai lines 
(b) to check some adjectives which may describe my pain 
(c) to mark several other Iines about what pain 1 expected to have and how well 1 
think my pain has been managed. 
(d) questions about my age, language and birthplace, and pain location. 

1 understand that al1 answers are confidentid, that my name will not be on the 
questionnaire nor will 1 be identified in any written report of the study. 

1 understand that 1 am free to withdraw from the study at any time and to refuse to 
answer any questions; this decision will not affect my care. 

1 understand that 1 will not benefit directly from the study but the information obtained 
may benefit patients in the future. 

1 give permission for Judy Watt-Watson to obtain information from my chan about my 
pain medication orders and how much medication 1 have received. 

1 have been offered a copy of this form and a later summary of the study results if 1 wish. 

1 consent to take part in this snidy. 

Subject Signature W itness Signature 

Date 

If you require more information, piease cal1 Judy Watt-Watson who is a PhD student and 
nursing faculty member, University of Toronto (978-2069). 



Clinicat Information Sheet - Nurse 

1 am involved in a nursing study with Dr. Paul Garfinkel of the University of Toronto ro 
examine pain management and nurse-patient interaction. Patient data is required for 
validity testing of hypotheses. 

1 would like to explain this study so that you-can decide if you are willing to take part. 
The study takes about 35 minutes and involves answering three questionnaires on: 

(a) knowledge and beliefs about pain management and beliefs about patients' 
experiences of and responses to pain. 

(b) nurse-patient interaction using nurse written verbal responses to short hypothetical 
statements of patients experiencing some difficulty . 

(c) general interaction measure for validity. 

You may not benefit directly from the study. From your answers and those of other 
nurses, we hope to develop more effective educational programmes for nurses, in order to 
improve pain management in the future. 

It is your decision whether or not you want to participate in the study and what ever you 
decide is fi ne. Whether or not you decide to participate will in no way affect your job. 

If you agree to participate, your answers to ail questions will be completely confidential. 
Your name will not be piaced on any answer sheets and will not be used in any report of 
the study. You are fkee to withdraw from the study at any time and to refuse to answer 
questions if you wish. If you agree to participate and complete the questionnaires. you will 
be given a stipend of $20.00 for your time. 

Do you have any questions? Are you willing to participate? 



Consent - Nurse 

Judy Watt-Watson has explained to me the purpose of this nursing study with Dr. Paul 
Garfinkel which is to examine pain management and nurse-patient interaction. 

1 understand that the study involves three questionnaires and takes about 35 minutes. 

I understand that 1 may not benefit directly from the study. The data from my answers 
and those of other nurses will be used to develop more effective educational programmes 
for nurses, in order to improve pain management in the future. 

1 understand that al1 answers are confidential, that my name will not be on the 
questionnaire nor will 1 be identified in any written report of the study. 

1 understand that 1 am fkee to withdraw from the study at any time and to refuse to 
answer any questions; this decision will in no way affect my job. 

1 have been offered a copy of this form and a later summary of the study resulu if I wish. 

1 understand that I will be given a stipend of $20.00 when 1 complete al1 questionnaires. 

1 undentand that if any questions arise, 1 c m  contact Judy Watt-Watson at 978-2069. 

I consent to take part in this study. 

Subject Signature 

Date 



APPENDIX C 

INrnUMENTATION 



Appendix C. 1 

TORONTO PAIN MANAGEMENT INW5NTORY 
Nurse Information 

a. Education b e l :  RN - BScN - MScN- Other 
b. Years of nursing experience: years 
c. Years working on unif- years 
d. Ge&: F- M- 
e. Piaœ of birth: 
f. ianguage spoken at home: 
g. Age: years 
h. Prior Pain Contïnuing Education Sessions: 
none- <3hrs. halfday - fullàay - other 

PLEASE PLACE A MARK (/) ON THE FOLLOWING LINES 

1. What percentage of patients in hospital who take narcotics for pain become addicted? 

2. With effective management, what pain rating should patients experience after surgery? 

O 100 
NO Pain WORST Pain Ever 

3. How often do patients tend to overstate their pain? (ie. what percentage of the tirne) 

0% 100% 
Never Always 

4. How o€ten do you agree with patients' statemenu about their pain? 

0% 100% 
Never Always 

5. To what degree does adequate pain relief depend on the type of surgery the patient 
has had? 

Never Always 

6. How often do patients tell you without being asked that they are having pain? 

0% 100% 
Never Always 



7. How often do patients ask you voluntarily for an analgesic? 

Never 0% 1 0 %  Always 

8. What percentage of post-operative patients where you work experience mild or less 
pain? 

9. What percentage of post-operative patients where you work experience moderate pain? 

10. What percentage of post-operative patients where you work experience severe pain? 

11. What percentage of the time would you give narcotic analgesics oraily where there is 
a choice of route? 

Never 0% 100% Always 

12. What pain rating should patients have before the next analgesic dose is given? 

O 100 
NO Pain WORST Pain Ever 

13. How often do you tell patients that they need to wait for their next analgesic? 

Never 0% 100% Always 

14. How often would you give analgesics to patients with chronic pain if they can be 
d istracted? 

Never 0% 100% Always 

15. A 45 year old construction worker cornplains of severe incisional pain two days after 
surgery in spite of tylenol no.3 tabs ii q4h. Would you give him the ordered morphine 
lOmg SC q4h? 

Never 0% 100% Always 

16. Mrs. N's morphine has been increased within a range because of her unrelieved pain. 
She has begun to experience nausea and is given an antiemetic. Your nuning colleague 
suggests you should also decrease the morphine dose. Would you follow this advice? 

Never O 100 Always 



17. Mr. Z., in spite of receiving morphine lOmgrn SC q4h, continues to have moderate 
pain on his first post-operative day. Would you ask the physician for a higher dose? 

Never O 100 Always 

18. How difficult is it to have analgesic orders changed when patients continue to 
experience pain? 

O 100 
NOT Difficult Extremely Difficul t 

19. To wha? degree do nurses on this unit agree with your decisions about managing a 
patient's pain? 

Never 0% 100% Always 

20. To what degree do physicians on this unit agree with your decisions about managing a 
patient's pain? 

Never 0% 100% Always 

21. How often do you use a rating scale to assess pain (eg 0-IO)? 

Never 0% 100% Always 

22. How adequate do you feel your current knowledge is about pain assessrnent and 
management? 

O 100 
NOT Adequate Very Adequate 

23. How competent do you feel in effectively managing patients who are having pain? 

O 100 
NOT Competent Very Competent 

24. List the main approaches you use to evaluate the effectiveness of your pain 
management? 



24 1 

25. Are your patients using patient-controlled pumps for analgesics? Y=- No-. 

if yes, list the ways thwe pumps have affecteci your approach to pain management? 

26. What is the most difficult problem(s) for you in assessing and managing pain? 

27. Many studies conclude that pain is not managed well in medical-surgical settings. In 
your opinion, why does unrelieved pain continue to be a problem? 

THANK YOU VERY MUCH FOR YOUR HELP 
Judy Watt-Watson 



Appendix C.2 
Code No. 

PLEASEWFUTE A SHORT RESPONSE TO EACH PATIENT STATEMENT A S ~ Y O U  
WERETALKING Tû THE PATENT. 

Anne D a patient in her mid-twenties. She was admitted to hospitaJ 2 2 y s  ago for tesa 
and possible singery. 

W e  d e r  your care this patient says: 

"1 just want to stay in bed - please. * 

You answer: - 

"My family would worry if they knew about this." 

You answer: - 

" Life's not worth living. There is nothing anyone can do. " 

You answer: - 

It's really nice having a nurse who understands me. not like the others." 

You answer: - 

"Please don? ask anymore questions-don? you ever give up?" 

You answer: - 



Joan is a patient in her mid-fifties. She was admitted to hospital 3 days ago for tests 
following a sudden occurrence of jaundiœ, Wgue and dark urine. 

While d e r  your care this paîient kys: 

"Would you please just leave me alone. " 

You answer: - 

"Please leave me alone, 1 just don't want to get up. " 

You answer: - 

"You're different from al1 the others. 1 can really talk to you. " 

You answer: 

"Don't waste your time with me. I'm better off dead. " 

You answer: - 

"This is the last thing my family needs." 

You answer: - 



Fra& is a patient in his mid-sixties. He was adrnitted to hospital 4 days ago for 
pneumonia. 

- - -p 

While d e r  your care this patient says: 

" Why should 1 get up - there is no place to go." 

You answer: - 

"You're the only one who treats me like a real person, not just a job." 

You answer: - 

"Why do you keep trying to talk to me anyway." 

You answer: - 

"People at home are going to have trouble with this. " 

You answer: 

" You've no idea how 1 feel. 1 wish I were dead and what can you 
do anyway?" 

You answer: - 



Charles ù a patient in his mid-Mes.  He was admitted to hospita1 2 days ago for severe 
chest pain. 

Whiie d e r  your care the patient says: 

"Everyone around here just tells me what to do, you're the only one who listas. " 

You answer: - 

"1 want to be left alone - 1 don? want to go anywhere." 

You answer: - 

1 don? want to answer anymore questions - please let me alone." 

You answer: - 

"1 don't want to burden my family with my problem." 

You answer: - 

"1 wish staff would just let me kill myself - that's the most helpful thing they could do." 

You answer: - 



SCORING MANUAL FOR THE S.P.I.R. SCALE 246 

Eacti fndividuat ptirasc of a rcsponsc (made by the rcspondcnt) to a SPlR stimulus staicrncni (utlerd 
by a clicni) Is caied (by ilic rater) by assigning onc or more ~ a t ~ g 0 r y  labels to i l .  

c.g. STIMULUS: Iitc is not wodh living ... 
FIESPONSE: we all go through rough thes  
RATiNG: €31 (platitude) 

- 
DEFINITION: Catcgory Label 

A category fabei canslsts ot a letter and a number. the letter represents a class of categodes. The 
number represents spedfic ~ a t e g ~ e s  of a dass. 

exampies of dasses: 

A is the dass of responses which are very likeiy to produce defensiveness in others. 

E- Is the dass of resporises whidi do not tend to pcduce defensiveness. tend to keep the 
discusçfon gohg and address the wddying feelings scpressed in the stimulus staternent. 

exampfes of categories: 

82 Is an category of dass 8 wheré the respondent efiher: talks about self. thanks or accepts flattery 
from the dient or I d e s  for reassurance from dient 

exampies of 82: 
*1 always tv to be as under~tanding/helplul as possfbleg. 
7"m glad that p u  enjoy talkr'ng to mem. 
'1 really hope that yau enjoy cutning fo see me*. - 

NOTE: If no answer is given to a stimulus item. then category X I  is assigned to indicate this. e 

. 
RATJNG STRATEGIES 

The assignment of category label to response a n  be a d e d  at by a tomown strategy (starting 
with decisions about dass) or bottom-up strategy (çtartbig with dedsions about categories). Whatever the 
strategy for arriving at a given category label. the choice must canform 10 the' class as well as to the 
mteaow. In practice. when making difficult ratmgs both strategies are employed. 

Multiple category labels can be assigned to a response because of two reasons. 
* *  

1. * ft is possibie that the response lself is not a single entity and has different aspects (phrases), to i î  
wtiich can be and should be rated separately. For category, the ovedl [one of a response may be 
negative such that it is very likely to cause defensiveness (dass Al), however, the response may 
contain Idvidual phrases which are positiie ln tone. 

.. . . . . . . 
2. It is possibie that a given response which falls in the 0, E, or F categories, may be intetpreted as 

addressing more than one category and/or eliciting more than one response from a client. 

Copyrig~iio 1990. Gallop and Lancee 



THE TOPQOWN STRATEGY 

Tlils straiegy conslsis of asklng a series of questions. 

If tttis was sald io sorneone h the pos)lkn of the dlent wouid the dlent tend to feei bellt(l&, 
overpowered, humllhted, or feei the need !O deferd hfs/her posftlon or perspective? 

If YES or VERY UKELY to this questlott ttieri dass (s a h y s  A 

ii parts the response are l e s  m<dy to cause defenslveness, then rate as A l  as weil as any 
other category whfch is appllcabla 

IfNOorNOTUUEWtoabar/equestion,thecrdassknotA 

In whlch case ask yowself- 

If thls was sald ta bomeane in the posftim of the dent would the lnteracllm tend to be 
temilnata eîther by the dent or by the respandent? 

If YES or PROBABLY. then dasD lp ehher B a C. (see Hep 51 

If NO or NOT UKEW to above q u e -  (k-iesponse tends to keep the Interaction golng). then 
class is &€.or F. 

- 
In whlch case determirie mtkr the respcmse addressas the UNDERLYING FEEUNGS e>epressed 
or lmdfed by the dient. 

If NO then dass 1s O. 

If the response does a d d m  the UNDERLMNG FEEUNGS expresd or Irnplled by the dient then 
dass is either E or F. 

In which case detemine whether there is any enqulry about the origin or cause of these feelings- 

I f  there is no such enqulry, then the dass k E. 
If there is such an enqulry, then the dass Is Fe 

The difference between dass 8 and C is less dear. As is lndlcated on the scoting form there is a 
gradient of heipfulness. 

~ e s ~ o n s e s  in dass B tend !O have les  to do wfth the client, are mon, genedc. tend to be of-the- 
shelve, less relevant, l e s  speciiic. less bnnediate, at am's IengVZ and are more ISkdy,to bs 
respondent-oriented than dientaiented. 

9 

.Once a class is chosen, review al1 categories of that class(s) and select ONE whlch most dosely 
describes the response. If there are no categwfes listed whld descrtbe the response then: 

1. Review the decision process to see if it is possibie to select a different dass. 

or I I .  Use a BOTTOM-UP strategy (see trext page) 

Copyrighto 1990, Gallop and Lancee 



THE BOTTOM-UP STRATEGY 

Thls strategy conslsts of choosing the set of all categories which most dosely describe the response. Thl 
selection process must be fdlowed with a confimtlon protocd as described in the next series of steps. 

1. If some or al1 categories sdeded are from dass A (le. beiittles, sarcasm, etc.), then no furthei 
checklng 1s necassary. 

2 If al1 categoHes seiected are from dass 6 or C, then conlim that: 

The response tends to tennlnate the interaction and 1s not fikely to make the dient feei 
belittled, overpowered, humllhted. or make the the dient feel the need to defend hk/her 
posîtton or pempcth? 

- 
3. If there are any categories frorn das 0 but &t from E or F. lhen confimi that: 

The response tends to keep the interadion going butjs about the dtuatian descnbed 
In the stimulus Mement rather than about the underlying feelings expressed or frnpfied by 
the dient. 

4. If there are categories from E or F, then confimi that: 

The response tends to keep the interaction going and addresses the underlying feelings 
expressed or impiied by the dient riow setf-esteern' is an implicit undedying feding of 
most dients. 

*. 
5. I f  .there are categories from F, then d m  that 

The response inquires about the origin or cause of these undedying feelings. Note, 
underlying feelings rnay be expressed or implied. Itow sdf-esteem b an frnplfcR underiying 
feeling of most dlents. 

CopyrigiW 1990. Gallop and Lancae 



b e l i t t l e s  
discounts  concerns 
negates perspective 
accuses 
sarcasrn - 
demands specifics 
fully abdicates responsibilfty 
makes non-refutable explanation 

s . P . 1 . R -  SCALE 1.49 

NO ANSWER GIVEN El 

- - -  

~~TENDS TO TERMINATE INTERACTION: Rate one for each phrase 

VERY LXKELY TO CAUSE DEFENBIVeNE68: R a t e  response as whole 
[ R a t e  a lso  parts that do not cause defensiveness] 

platitude 
cliche 
repe t i t i on  
obvious flatte- 

1 

ta lks  about self 
thanks or accepts flatte- from client 
looks for reassurance from client - 

gives presuntptuous advice 
gives irrelevant opinion 
offers useless action 

II passes rasponsibilitp back to c l i e n t  -7 

Il expresses care or concern 
expresses interest 

advises what to do 
explains situation 
gives relevant opinion 
off ers useful action or referral 

- - 

11 TENDS TO. KEEP DISCUSSION GOING: ~ a t e  as many as apply 

prompts for futther  discussion 
invites exploration - C 

further questioning Dl 

recognizes reality of situation 
gives refutable interpretation D2 

addresses feelings El 

addresses low self-esteem 
inquires af ter causes of feelings 

Copyrighl* 1990. Gallop and i-ance~ 



Appendix C.3 250 

1. It makes me rad to see a lonely stranger in a group. 1 2 3 4  
2. People make too much of the feelings and sensitivity of animals. 1 2 3 4  

3. 1 often flnd public dispfoys of affection annoying. 1 2 3 4  
4. 1 am annoyed by unhdppy people who are just sorry for themselves. 
5.1 become nervous if others around me seem to be nervous. 1 2 3 4  
6. 1 and i t  silly for people to «y out of hopplnus. 1 2 3 4  
7. I tend to get emotionally involved with a friend's problems. a 1 2 3 4  
8. Sometimes the words of a love sorig con move me deeply. 1 2 3 4  

0. I tend to Jose control when I am bringing bad news to people. 1 2  3 - 4  
10. The people around me have a great influence'on rny moods. 1 2 3 4  

1 1. Most foreigners 1 have met seemed cool and unemotional. 1 2 3 4  

1 2. 1 would rather be a social worker than work in a job training center. 1 2 3 4 

13. 1 don't get upset just becouse a friand i s  acting upset. 1 2 3 4  
14. 1 like to watch people open presents. 1 2 3 4  

15. Loneiy people are probably unfriendly. 1 2 3 4  

1 6. Seeing people «y upsets me.. 1 2 3 4  

17. Some songs make me happy.. 1 2 3 4  

18. 1 really get involved with the feelings of the charactets in a novel. 1 2 3 4  

19.1 get very angry when l see someone being ill-treated. 1 2 3 4  

20. 1 am able to remain calm even though those around me worry. 1 2 3 4  

21. When a friend starts to talk about his problems, 1 try to steer the 
conversation to something else. 1 2 3 4  

22. Another's laughter is not catching for me. 1 2 3 4  

23. Sometimes ut the movies I am amused by the omount of crying and 
sniffling around me. 1 2 3 4  

24. I a m  able to make decisions without being infiuenced b y  people's 
feelings. 1 2 3 4  

25. 1 cannot continue to feel OK if people around me are depressed. 1 2 3 4  

26. It  is  hord for me to see how some things upset people so much. 1 2 3 4  

27.1 am very upset when I see an animal in pain. 1 2 3 4  

28. Becoming involved in books or movies i s  a little dlly. 1 2 3 4  

29. It upsets me to see helpless old people. 1 2 3 4  

30. 1 becorne more irritated than sympathetic when I see sameone's tears. i 2 3 4 

3 1. 1 become very involved when I watch a movie. 1 2 3 4  

32. 1 often ffnd that I can remain  cool in spite of the excitement around me. 1 2 3 4 

33. Little children sometimes c r y  for no apparent reason. 1 2 1 4  



T F 1 1. Before voUng l UiomugYy hvestlgate the qUsTdicatloris of all the candidates 
H I #l F 1 2. 2 never hesitate to go out of my wayto Wp Meone h trouMe. 

1 

F 3- It Ls sometlrnes hard for me 10 go .on wiîh my WOCk if l am not eneouraged. 

# T (1 F ( 15. There have been oaadaa when I took advantape of someona 
t 

T 

T 

T 

F 21. 1 am ahmys murte6us, even to who are disagrneabfa 

- F 22 AtUmesIhaveredlyhsMedonhaulrg~myomiway. 

F 23,' There have been ocCBsf01ls wfien I felt Iike smasNng thlngs 

F 24. 1 wuuid never thlnk of letting somme else be punWwd for my wrongdolngs. 

F ( 26. 1 have never (rkeci whan people expssed ideas very diffemt M my w 
1 1 

P 

F. 

F 

II T 11 F ( 27. 1 never m k e  long Mp wtlliail diecking Vie rafety of rny car. 
I 

10. on a few occaslori, I hm? g h  up doing.wxnethirig because I ttrought too IWe of my abüity. 

11.Iiiicetogosslpattimes -- 
12 Thm have beeri tlmes wheri I felt Mi r e m  agalnst peopie In authorüy even though 1 h e w  they 

were dght. 

( T 11 F ( 29. 1 have almoa never felt the urge to teü someone M. l 
F 31. 1 haveneverfelt that Iwaspudshedmthoutcause. 

F 3 2  1 sornetimes think when people have a misfortune they only got what they deserved. 

F 33. 1 have never deliberately said something that hua someone's feelings. 



SHORT-FORM M c G ~  PAIN QUESTIONNAIRE 

1 am going to read some adjectives. Please tell me the ones that describe 
your WORST pain in the last 3 hours. Please rate the adjectives that that 
describe your pain. 

THROBBING 

SHOOTING 

STABBING 

SHARP 

CRAMPING 

GNAWING . 

HOT-BURNING 

ACHlNG 

HEAVY 
- - - - - -  - - - 

TENDER 

SPLlTïlNG 

TIRINGEXHAUSTING 

SICKENING . 

F EARFUL 



Please t W  about the pain you have had since your surgery. 1 am going to 
ask you some questions about this pain. 
PIease put a mark across each line to aoswer the following questions like 
this: 

1. What pain do you have NOW when you don't move? 

No Pain O 100 Worst Pain Ever 

2. Take two deep breaths and cough (or move). What pain do you have NOW ? 

NoPain O 100 Worst Pain Ever 

3. What is the MOST SEVERE pain you have had in the last 3 boum when you move? 

NoPain O 100 Worst Pain Ever 

4. How UNPLEASANT has this M05T SEVERE pain been? 

Not Unpleasant O 100 Extremely 
Unpleasan t 

5 .  What is the MOST S E M l E  pain you have had in the 1st 24 hours when you move? 

NoPain O 100 Worst Pain Ever 

PPI 

O NO PAIN 

2 DISCOMFORTING 



Appendix C.5 
Part II. PATIENT PAIN EXPERIENCE SCALE 

1. What pain did you EXPECïto have after surgery? 

No Pain O 100 Worst Pain Ever 

2. How bad was the WORST pain you have experienced before? 

No Pain O lûû Worst Pain Ever 

3. How much has medication relieved your pain when you move? 

Not at al1 0% 100 % Completely 

4. What pain have you had just before you receive medication? 

No Pain O 100 Worst Pain Ever 

5. How often do you tell the nurse when you need a pain medication without being asked 
fust? 

Never O % 100 % Every Time 

6. How concerned are you about becoming addicted fiom taking narcotic analgesics? 

NO Concern O 100 Very 
concerned 

7. How often do you think you get the pain medication you need? 

Never 0% 100 % Every Time 

8. Did your nurse today ask you specific questions about your pain (ie.0-lO)? 
Yes No 

9. How well has your nurse today listened to what you Say about your pain? 

NOT Well O 100 Very Weil 

10. How well do you feel your nurse understands about your pain? 

NOT Well O 100 Very Weil 

11. 

Not 

12. 

How much do you think telling the nurse about your pain would help you? 

at al1 0% 100 % Completel y 

Did your nurse today ask you to be sure to tell himfher when you have pain? 
Yes No 



Part m: 

Demogral,hic Data 

Age: Years- 
Gender: M F 
Pain Location: leg- chest shodder(s) back 

other 
Piace of Birth 
Language spoken at home 
Attended Re-Admission Course: Yes- No 
Surgical Procedure: ACB ACB + IMA 

Part IV: 

Chart Data 

1. Anaigesics ORDERED ( h g ,  dose, mute, time) 

2. AnaIgesics GNEN ( h g ,  dose, route, the) 

3. Current Nurse 



Appendix C.7 

Level of Measurement and Data Source for Study Variables 

Variable Measurement k v e l  Data Source 

NURSE 

Pain Knowledge aod Beliefs 

Characteristics 
age 
education level 
insecviœ education 
nursing experiellce 
unit experience 
birthplace 

interval 
nominal 
nominal 
interval 
interval 
nominai 

SPIRS, QMEE 

TPMI 

TPMI 
TPMI 
TPMI 
TPMI 
TPMI 
TPMI 

PATIENT 

interval 
in terval 
nominal 

interval 
nominal 
interval 
nom inal 

MPQ-SF 
PPES(I-4, 6, 7, 9-11) 
PPES(8, 12) 

PPES (Part III) 

PPES (Part III) 
PPES (Part III) 
PPEs (5) 
PPEs (Part III) 





Table 1 

Exam~les of Pmblexnatic Level 1 Empathic Regonses Amas ail SPIRS Vignettes 

1.3 'Life's not worth living. There is mthing anyone can do." 
1 don? think that's right - while there's life there's hope.(2 18) 
You are young and there's so much ahead of you. (230) 
Corne on, don't be so negative. Anything is possible with God. How would you like IO 
talk to the chaplain? (52 1). 
Life is precious, you do believe that.. . be positive and look on the bright side. (206) 
Well my dear, try to look at the bright side of life. There are more less forninate out 
there than you. (241) 
There are a lot of people that can help you if you are willing to cooperate. (240) 

1.4 'It's really n i a  ha- a ourse who understands me, wt like the others. " 
Now look here Anne, you are not going to cause conflict between the nurses. (5 19) 
The staff here nies to understand you, not only me. (501) 
Al1 the nurses are very understanding. (12) 
1 try to do the best 1 can. (2 19) 
Thanks . (228) 

1.5 'Please don't ask anymore questions - don't you ever give up?' 
Well. 1 feel good when my patients are feeling better both mentally and physically. (502) 

2.4 "Don't waste yotn tïme with me. I'm bebter off dead." 
Don't Say that! . . .We dl go to some place one day when God is ready. In the meantirne, 
we al1 have to face the challenge - be strong. You can do it. (1 believe in bringing the best 
in people. I don? usually have patients throwing me out of their rooms or telling me 
off!). (522) 
Now don't Say that: you are one of the best patients I've ever had. (502) 

2.1 " Would you please leave me alone. ' 
1 need to do my work. (210) 

3.5 "You've w idea bow 1 feel. 1 wish 1 were dead and what cui you do any way?' 
Sure 1 do .....( 213) 

3.5 ' M y  do you k e q  trying to talk to me any way.' 
Why not you seem like a friendly enough guy. (506) 
I enjoy talking to you (239) 

4.3 "1 don't want to answer anymore questions - please leave me done." 
Please don't be difficult - I'm just trying to help you. (2 18) 

4.4 "1 don't want to burden my famüy with my problem.' 
Your family is there to support you.. .focus on gening stronger they'll feel better too. 
(226) 
Your family will understand your sickness.(233) You are not a burden to your family. 
(50 1) 
Try to understand you are not a burden, your family cares about you. (505) 
This is the time when family should stick together.. .you need each others' support. (230) 
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Tabie 2 

Differenœs in Pain Knowledee and &lie& Between Nurses with Hieh and Low Ern~athv 

PAIN MANAGEMENT INVENTORY @MT) 

Total 



Table 3 

Patient Pain Exberience Scale Ind~dua i  Scores 



Table 4 

Correlations between SPIRS and Patients' Pain Measures (Pearson r) 

PPES-A 



Table 5 

Hmtai Site 
SPIRS 

1 2 3 4 

PATIENT PAIN RATINGS NPCLSn 

PPES - 
a % time get medkatirm 0.55(.01) 
b- pain rating behe  lrtxt med 



Table 6 

Correlations between TPMI and Patients' Pain Measures (Pearson r) 

PATIENTS' PAIN RATiNGSIMPOSF) 

A d .  
a- ==w 
b. affective 
c. local 

V Ï  Anaiogue Sa&s 
a Worst pain kt 3 hrs- 
b- Worst pain iast 24 hrs. 
c, Painon movanenit 
d, Painriow (na moviog) 
e. How unpleaant (3 k) 

PATIENT PAIN EXPERIENCESCALE (PPES) 



pain ratings 

Figure 1. Boxplots for VAS pain ratings 



IMAGE EVALUATION 
TEST TARGET (QA-3) 

A P P L I E D  & I W G E  . Inc 
3 1653 East Main Street - . . , Rochester, NY 14609 USA -- --= Phone: 716/482-0300 -- --- F a :  71 6/288-5989 

Q 1993. Appiied Image. lx.. Ail Rights Reserved 




