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Abstract: Nurses, due to caring for children 24 hours a day, play a vital role in the management
of children’s’ postoperative pain. However, little is known, holistically, about how nurses manage
children’s postoperative pain, including interactions among fellow nurses, other healthcare
professionals and caregivers. Thus, this study aimed to describe how nurses manage children’s
postoperative pain in the real-life context of a pediatric surgical intensive care unit and a pediatric
surgical unit.

A descriptive case study was conducted using a multiple-case (holistic) design. The case
study focused on how selected nurses managed Thai children’s postoperative pain. Data were
collected from multiple sources, including: 1) observations of nurses’ pain management activities
and interactions with physicians, children and family caregivers; 2) review of children’s medical
records, i.e. documents related to pain management policies, physicians’ prescriptions, and nurses’
pharmacological and non-pharmacological interventions; and, 3) interviews with nurses, physicians
and family caregivers.

Three nursing strategies used to manage children’s postoperative pain found were: 1)
analgesic administration; 2) providing alternative care or non-pharmacological interventions; and,
3) family caregiver involvement. The nurses’ pain management model revealed nurses had
interactions with physicians and caregivers that impacted the nurses’ decisions regarding
management of the children’s postoperative pain. In addition, the nurses’ patterns used in
management of children’s postoperative pain were identified and described. The findings imply the
need for clinical practice guidelines, as well as an educational program for children’s postoperative

pain management.
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analgesics.® However, often it is not easy for nurses
to interpret the pain responses of children, as they
must distinguish restlessness and/or crying as
secondary to pain versus being evidence of hunger
or fear.” ® This especially is problematic when
assessing children less than 3 years of age who have
not yet developed cognitive skills needed to describe
their pain intensity.’

Prior studies of postoperative Thai children
have focused on the effectiveness of non-
pharmacological pain-relief interventions (i.e.
touch with school-aged children, ° swaddling with
premature infants,'® '
infants'®).  Although

interventions have been shown, in Thailand, to more
13,14

and positioning with

non-pharmacological

effectively reduce postoperative pain among infants
and young children '® than does routine care, as well
as provide postoperative pain relief among term and
preterm infants, " little is known about how nurses
use non-pharmacological interventions in
management of children’s postoperative pain.
Nurses have been found to: not use a pain
assessment tool when making decisions in pain
administer less than recommended and prescribed

15, 18

doses of analgesia to children; refuse to give

analgesics because it is either too early for another
dose or the medication has not been prescribed;'* *°
and, neglect to record pain intensity in patients’
charts.”® Thus, valid and reliable pain assessment
tools are needed to identify those who require
intervention, and to evaluate the effectiveness of
administered pain management.”" However, little is
known about how nurses manage postoperative pain
in children, particularly in regard to pain
management decision-making strategies, in the
context of the post-surgical unit, and their
interactions with physicians and other caregivers.
Thus, to holistically describe how nurses manage
postoperative pain in children within a clinical

setting, a descriptive case study was conducted.
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Method

Design: This descriptive research used a
multiple case (holistic) study design (six registered
nurses-RNs) for the purpose of answering “how”
and “why” questions about a contemporary set of
events (i.e. children’s post-operative pain
management), over which the investigator had little
or no control.”® Such a design uses replication logic
(literal or theoretical) to increase external validity
and identify consistencies when selecting cases.”” **
The three literal replication cases were selected due
to having similar characteristics to the model (first)
case regarding management of children’s
postoperative pain. The two remaining cases served
as theoretical replication cases and were selected in
an attempt to obtain contrasting findings.
Replication cases, in accord with Yin’s replication
logic technique,”” were selected until saturation was
reached and the primary investigator (PI)
understood how the nurses managed children’s
postoperative pain.

Data were collected from multiple sources,
including: 1) observation of the six RN’s (cases)
pain management activities and their interactions
with 2 physicians, 20 children and 13 family
caregivers; 2) interviews with the six RN cases, 2
physicians and 13 family caregivers; and, 3) review
of medical records of 20 children receiving care
from the six RN (i.e. documents related to pain
management policies, physicians’ prescriptions, and
nurses’ pharmacological and non-pharmacological
interventions).

Sample: Prior to conducting the study, three
pilot cases were investigated. Each pilot case
included one RN who: a) worked in the post-
operative section of the pediatric surgical intensive
care unit (PSICU); b) was conveniently selected;
and, c) was assumed to have experience in
managing children’s postoperative pain. The PSICU
was selected because children in the unit received
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various pain treatments, including: continuous,
intravenous or epidural catheter, analgesic infusions;
intermittent intravenous injections; and, oral
analgesics. Although the pilot cases, including
review of three children’s record and interview of
one physician and two family caregivers, were
conducted in the same manner as those in the actual
study, none of them were included in the actual
study. Results of the pilot cases helped in
understanding the routine practices of nurses’
management of children’s postoperative pain, and
resulted in modification of the data collection
procedures and propositions of the study’s protocol.

Names of the two units that provided care for
children post-operatively were obtained from the
director of the Surgical and Orthopedic Surgery
Nursing Division of the hospital. The head nurse of
each unit provided names of potential subjects, who
then were contacted and informed about the study
during a ward meeting. Thirty RNs who: a) worked
in a pediatric surgical intensive care unit (PSICU)
or a pediatric surgical unit (PSU) in a university
hospital; b) had experience providing care for
children, one day to 15 years of age, who had
undergo surgery; and, ¢) were assumed to have
experience managing children’s postoperative pain
were considered potential study subjects. Six RNs
were conveniently selected from the 30 RNs. These
six RNs provided sufficient data to meet the
requirement of saturation,”” as well as an
understanding of how nurses manage children’s
postoperative pain.

As recommended by Yin,*°

a case study
protocol was used as a means of increasing the
reliability of the findings, as well as a guide to
promote triangulation and maintenance of a chain of
evidence during data collection. The protocol
included: a) an overview of the study; b) study
objectives, questions and initial propositions; €)
field procedures; and, f) a data analysis method. A

chain of evidence was maintained, via observation,
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interview and re-interview, regarding the: 1)
nurses’ administration of analgesics; 2) nurses’
provision of alternative care and non-
pharmacological interventions; and, 3) family
caregivers’ involvement.

The first (model) case was selected after the:
a) RN’s involvement in managing children’s
postoperative pain was observed; b) head nurse was
informally interviewed about RN’s postoperative
pain management abilities and, c¢) patients’ medical
records were reviewed regarding the RN’s
postoperative pain management abilities. This
process lead to determination that the RN: a) had 10
years of PSICU work experience; b) had
experienced a variety of pain management
situations; and, c) was skilled in analgesic
administration, interaction with physicians and
caregivers, providing non-pharmacological
interventions and allowing family caregivers to
become involved in management of their loved
one’s postoperative pain.

The model case findings served as a guide
for selection of the second to fourth (literal
replication) cases that were used to confirm and
compare findings to the model case. Findings from
the four literal replication cases served as a guide in
selection of the two theoretical replication cases,
while maintaining the chain of evidence, so as to
better understand the processes and patterns nurses
used in management of children’s postoperative
pain. Understanding of this process was enhanced
using information gathered via observation and
interview of 2 physicians, 20 children (10 were
asked about their feelings and pain intensity) and 13
family caregivers.

For the purpose of confidentiality and
preservation of the nurses’ anonymity, pseudonyms
were used. Three of the RNs (Yindi, Prida and
Prani) worked in the PSICU, and three (Vina,
Waree and Mina) worked in the PSU. Both units
provided postoperative care for children. Yindi,
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Prida, Prani and Vina had more than 10 years
experience providing care to postoperative children
and being charge nurses. Waree and Mina never
worked as charge nurses, but had three years
experience providing care to postoperative children.

Ethical Considerations: Prior to data
collection, approval to conduct the study was
obtained from the Institutional Review Board (IRB)
of the PI’s university and the hospital where data
were gathered. The PI provided the 6 RNs and 2
physicians a written description of the study prior to
asking them to sign a consent form to participate.
Family caregivers, who consented to allow their
children to participate, also were asked to sign a
consent form. Children, who were old enough to
understand and were cared for by the six RNs and
their respective family caregivers, received a verbal
description of the study from the PI. Those over age
5, whose family caregivers consented for them to
participate, were asked to provide written or verbal
assent.

Procedure: As shown in Figure 1, each step
in the data collection process was repeated for each
nurse-child pain management pair. The first step in
the process involved observing the nurses’ pain
management activities with each child for 2 to 4
hours. The children receiving pain management
were 6 hours to 2 days postoperative. This time
period was selected because pain tends to peak two
days after recovery from anesthesia. Each RN was
observed with 2 to 4 children in an attempt to
determine how and why the nurses made decisions
regarding pain management.

During each observation, the PI sat about 3-
4 meters from the child’s bed, so as to be able to
observe the nurses’ activities and their interactions
with the child, physicians and family caregiver, but
not disrupt the child’s behavior. To minimize the
effect of the PI’s presence on the nurses’ behavior,
the PI built rapport with each nurse by spending time
on site before data collection. During each
observation, core elements were noted, including

Data Collection

L

Step I: Direct Step II: Review of

Step III: Interviews _ | Step IV: Interviews

Observations Child’s chart/record

of Nurse of Caregiver

{

|

Interview of

physician

Developing Case
Study Database

Data Analysis

Figure 1 Flow chart of data collection
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the: a) child’s appearance and ability to
communicate verbally and non-verbally, including
expressions related to pain; b) organizational culture
and work atmosphere of the clinical setting; ¢)
nurse’s activities related to pain management (pain
assessment, pharmacological and non-
pharmacological interventions, reassessment of pain
and documentation); d) time the nurse visited the
child, assessed the analgesic administered and re-
assessed the analgesic’s effectiveness; and, e)
interactions among the nurse, physician, child and
family caregivers. Content related to observation of
core elements were recorded in field notes, as well
as were direct quotes of conversations, related to
pain management, nurses had with the children,
physicians and family caregivers.

The second step in the data gathering process
occurred after each observation and involved
reviewing the respective child’s chart for
information related to the: child’s age and gender;
type of surgical procedure; physician’s prescribed
pain medications; and, nurse’s documentation
related to pain management, pain assessment, and
and

pharmacological non-pharmacological

interventions. Based upon the medication
information retrieved, the nurse’s performance of
analgesic administration was calculated (i.e. amount
of analgesic administered by the nurse in
relationship to amount of analgesic ordered by the

physician).

The third data collection step involved
unstructured, tape-recorded interviews with the
nurse. In order to maintain confidentiality,
interviews were conducted, at the nurse’s
convenience, in an unoccupied conference room.
Prior to beginning each interview, the PI reminded
the nurse about the purpose of the study and asked
her to provide demographic information (i.e. age,
education and years of nursing experience). Each
initial interview began with a broad, open-ended
statement, “Please tell me about your experiences in
managing children’s postoperative pain,” to allow
the nurse to express her story in her own words.
More focused questions (i.e. “How do you know a
child is having postoperative pain?” “How do you
administer analgesics?” and, “How do you make a
decision to administer an analgesic?”) were asked
to elicit detailed information about the nurse’s pain
management decisions. Subsequent interviews were
conducted in order to clarify information obtained
from the first interview and observations. Each nurse
was interviewed 2 to 4 times (see Table 1). Each
interview lasted approximately 30-60 minutes. At
the end of each interview, the RN was asked if she
had any questions or wanted to share any other
insights. Note taking did not occur during the
interviews. Immediately following each interview,
field notes were written addressing the: interview
environment; RN’s general appearance and non-
verbal behaviors; and, PI’s perceptions regarding
the interview process.

Table 1 Number of observations/interviews of each nurse and number of interviews of family caregivers of

children under each nurse’s care

Case Observations (Times) Interviews of Nurse (Times) Interviews of Caregivers (Times)
Yindi 2 4 2
Prida 4 3 2
Prani 4 3 3
Vina 3 3 2
Waree 5 2 2
Mina 2 3 2
334 Pacific Rim Int ] Nurs Res ¢ October - December 2010
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The fourth step in the data collection process
involved interviewing, in a private location, the
family caregiver who looked after the child for more
than one hour, during the PI’s observation of the
nurse. As a result, the number of family caregivers
interviewed (n =13) was less than the number of
children (n = 20) receiving pain management from
the nurse participants (n = 6). The purpose of the 2
to 3 family caregiver interviews (see Table 1) was
to obtain each caregiver’s perception of the RN’s
management of the respective child’s postoperative
pain. Each interview was tape-recorded and lasted
30 to 45 minutes. Each caregiver’s initial interview
began with a broad, open-ended statement, “Please
tell me about your experiences in dealing with
postoperative pain in your child.” More focused
questions then were posed (i.e. “What do you think
about the nurse’s pain management for your child?”
and “What problems or barriers does the nurse face
in alleviating your child’s pain?”) to elicit
information regarding the caregiver’s perception
about the nurse’s performance in managing the
child’s pain. Immediately after each interview, field
notes were written addressing the family caregiver’s
responses to the interview questions.

After the four data collection steps were
completed on the six nurse cases, two physicians
were interviewed for the purpose of describing their
pain treatment practices and collaborative efforts
with each of the six RNs regarding management of
the children’s postoperative pain. The physician
interviews addressed how each physician controlled
or alleviated children’s postoperative pain, as well
as what each physician thought about each of the six
nurse’s management of children’s postoperative
pain. Each interview lasted approximately 45 to 60
minutes and was tape recorded. Immediately
following each interview, field notes were written
addressing the physician’s responses to the interview
questions.

Vol. 14 No. 4

Data Analysis

Observation data, recorded in the field notes,
and interview data, transcribed from the tape-
recordings, were analyzed using content analysis
achieved by way of four stages: 1) analysis of
separate data sets; 2) individual case analysis; 3)
cross—case analysis; and, 4) final overall analysis.
Coding, discussion and summarization of the
qualitative data were conducted with the assistance
of one qualitative inquiry and one case study
research expert. The six RNs were asked to review
the accuracy of the interpretations of the findings.

Descriptive statistics were used to calculate
the number of times each nurse was observed and
interviewed; the number of times each family
caregiver was interviewed; and, the maximum/
minimum amount of analgesics ordered by the
physicians and administered by the nurses.
Analgesics administered by the RNs were converted
to morphine equianalgesic doses to provide a
standard of comparison among the cases.

Results

Nurses used three strategies in management
of children’s postoperative pain: a) analgesic
administration; b) alternative care or non-
pharmacological interventions; and, ¢) family
caregiver involvement. As shown in Figure 2,
nurses’ interactions with physicians and family
caregivers were found to impact their decisions
regarding management of the children’s pain due to
the fact that while analgesic administration was the
most common strategy the nurses used for
alleviating pain, the nurses also interacted with the
physicians’ to obtain permission to administer
analgesics. The more experienced nurses were better
able to interact with the physicians than were those

with less experience.
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Figure 2 Nurses’ pain management model

A. Analgesic Administration

The nurses’ decision making processes,
regarding analgesic administration, fell into three
patterns. These patterns included: 1) following pain
treatment; 2) advocating that a child receive pain
medication; or, 3) collaborating with physicians to
adjust pain treatment.

Pattern 1 - Following pain treatment: The
dominant characteristics Waree and Mina used,
when following pain treatment regarding
administration of analgesics, involved doing: 1) as
they learned from experienced nurses; and, 2) only
as was indicated in the pain treatment prescriptions.
Although they had learned to administer analgesics
via acute pain management courses, they practiced
as they had learned from the experienced nurses.
They could not make decisive decisions regarding
their practice and feared making independent
decisions. If they encountered problems or were

unable to alleviate a child’s pain, they sought advice
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from the charge, or more experienced, nurses. They
believed any wrong decision would cause trouble for
their colleagues, and rarely worked in collaboration
with the physicians to plan analgesic administration.
For example, even though both of them had attended
a training course and workshop on acute
postoperative pain management within the past year,
they were uncertain about, and fearful of, making
decisions when faced with a complicated pain
management problem. Rather, they asked more
experienced nurses for advice, explained their
uncertainty about making a decision to administer an
analgesic and perceived they had less experience.
Pattern 2 - Advocating that a child receive
pain medication: The dominant characteristics that
Prida and Prani used with respect to advocating that
a child receive pain medication included: 1) making
decisions to administer analgesics based on
knowledge learned from experienced nurses, their
training or practical experiences in managing

children’s pain; and, 2) advocating children receive
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pain relief. When they found the physicians’ had not
prescribed a pain medication, they immediately
asked the physicians about the pain medication.
Unlike Waree and Mina, Prida and Prani
independently made decisions to re-administer pain
medication when needed. Prior to the time for re-
administration of pain medication, Waree and Mina
asked the children whether they could tolerate the
pain. If a child was having difficulty tolerating pain,
they consulted the physicians about administering
more pain medication. Both Prida and Prani worked
closely with and had good relations with the
physicians, as well as believed the physicians trusted
them regarding analgesic administration. Prida
remarked: “We don’t have any problem with
doctors about administering analgesics. I think they
believe, from our experience, that children will be
fine with our decisions regarding analgesic
administration.”

Prida and Prani were observed interacting
with the physicians, giving them information about
the children and advocating they receive pain relief.
Upon each child’s return from the recovery room,
Prida and Prani would check the medical orders and
ask the physician about analgesic administration
when no pain treatment had been prescribed. In
addition, upon assessing a child as having pain, they
would report the pain score to the physician and ask
about analgesic administration. Prida explained: “If
the doctor did not prescribe a pain medication, 1
would ask to confirm the reason just to make sure he
had not unintentionally neglected to order the pain
killer.”

Although Prida and Prani appeared to have
experience managing children’s pain, and
demonstrated confidence in making decisions, they
became frustrated and discouraged and sought the
charge nurses’ or physicians’ advice when faced
with more complicated pain management situations.
Regarding a child who continued to experience pain
after they had tried everything they knew to decrease

Vol. 14 No. 4

the child’s pain, Prida commented: “The case was
so complex that I told the senior nurse I had never
seen a situation like this. We gave a lot of pain
killers, but the child still had severe pain. I didn’t
know what to do.”

Pattern 3: Collaborating with physicians to
adjust pain treatment: The dominant characteristics
of the nurses (Yindi and Vina) who used
collaboration with physicians to adjust pain
treatment included: 1) advocating for the children’s
receipt of pain medication; and, 2) collaborating
with the physicians to adjust the dosage or rate of
analgesic administration. The interactions between
the nurses and physicians were dependent on their
working relationship and trust of each other.

Even though Yindi and Vina had extensive
experience providing care for postoperative children
(14.5 & 23.5 years, respectively), they
collaborated with physicians to adjust pain
treatment. They believed pain medication should be
administered as soon as a child started to feel mild
pain. Thus, they checked the physician’s orders
carefully to see if they needed to consult with the
physicians and did not wait until a child could not
tolerate the pain. When Yindi and Vina believed the
analgesic dosage prescribed was not enough to
control a child’s pain, or the analgesic was not
ordered to be re-administered within specific a time
frame, they negotiated with the physicians to adjust
the pain treatments. Yindi noted: “If a child feels
more pain before the time of the re-administration
of the analgesic, I will discuss with the doctor and
ask permission to give the analgesic before the
spacing time in the order.”

When a child received continuous analgesic
administration via an epidural catheter, the
anesthetist was responsible for prescribing the pain
treatment, indicating the minimum and maximum
rate of analgesic administration, and solving pain
nurses were

management problems. The

responsibility for administering the analgesic at the
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indicated rate. However, Yindi was observed to
occasionally adjust the analgesic infusion based on
the reactions and changes of the children. For
example, she administered the analgesic flow rate to
the maximum rate when children experienced severe
pain and decreased it to the minimum rate when they
had mild pain. If a physician failed to indicate the
minimum and maximum rate or bolus dose of
continuous analgesic intravenous infusion to be
administered for breakthrough pain, Yindi would
decide and administer an additional dosage if she
could not contact the physician. She said, “I decide
to administer additional doses at half of the dosage
rate for a child. For example, if a child has been
prescribed to receive 0.6 cc./hr, I will administer
approximately 0.3 cc. via infusion and assess pain
intensity again.”

Even though the physicians were responsible
for planning the children’s pain treatment, the
nurses, due to their postoperative pain management
knowledge and experience, appeared confident
making decisions regarding when to administer
analgesics. Thus, the physicians trusted them and
supported their decisions. The nurse-physician
interactions revealed their collaborative relationship
and facilitated determination and administration of
mutually agreeable pain treatment. The physicians
expressed satisfaction with, and confidence in,
Yindi and Vina because of their experience
managing children’s postoperative pain. One
physician stated: When the nurses assess the
children’s pain intensity and record their pain scores
in their charts, I examine this information.
Sometimes, when I am on rounds, I just ask the
nurses how much pain the children are having. The
nurses then approach me and tell me the children’s
pain scores. The nurses’ reports about pain intensity
and analgesic administration are helpful to me
regarding adjustment of analgesic dosages.

Each child’s maximum analgesic dosage
ordered by the physicians, as well as the amount
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administered by the nurses, is shown in Table 2.
The mean percent of analgesic administered by the
nurses was used to confirm the pattern of the nurses’
decision-making regarding analgesic
administration. Yindi’s, Prida’s and Prani’s mean
percent of analgesic administered was more than 50,
while Vina’s, Waree’s and Mina’s mean percent of
analgesic administered was less than 50. Most of the
children in the PSICU underwent major operations.
Thus, the physicians ordered continuous analgesic
infusions, via intravenous or epidural catheter, or
intermittent intravenous injection, to control their
pain. Not surprisingly, the PISCU nurses, compared
to those in the PSU, gave the largest percentage of
analgesics. This probably was due to the fact that
since the children in the PSU underwent minor
operations, the physicians prescribed oral or
intravenous intermittent analgesic. Thus, it was rare
to find a child with a continuous analgesic infusion
in the PSU. Although Vina appeared to be capable
of making excellent decisions regarding
administration of analgesics, children with minor
surgery experienced less pain intensity than did
those who had major surgery and, therefore, did not
require analgesic administration. Thus, she used
non-pharmacological interventions for their pain

control.

B. Providing Alternative Care or Non-
pharmacological Interventions

When providing alternative or non-
pharmacological interventions, the nurses
independently made decisions, based on their
experiences and knowledge, regarding management
of the children’s postoperative pain. They provided
the younger children pacifiers, as well as held,
rocked, bundled, touched, stroked, rubbed and
repositioned them, including placing them in a baby
rocker seat with their head elevated 45 degrees and
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Table 2 Maximum dosage of analgesics ordered, and actual dosage and percentage of analgesics administered

Nurse Pain Treatment Analgesic Administration
Case Child Max. dose Administered by nurse % of analgesic Mean percent of analgesic
No. (MSEQ) (MSEQ) administration administered

Yindi 1 prn via intravenous 1 1 100%
70.84 %

2 Drip via epidural catheter 0.36 0.15 41.67%

Prida 1 prn via intravenous 2 1 50%

2 prn via intravenous 0.16 0.8 50%
L 75 %

3 Drip via intravenous 12.6 12.6 100%

4 Drip via intravenous 2.64 2.64 100%

Prani 1 Drip via intravenous 12.6 12.6 100%

2 No analgesic treatment - - -
3 No analgesic treatment - - - 100 %

4 Drip via epidural catheter 110.48 110.48 100%

Vina 1 prn via intravenous & prn via oral 9 - 0%
2 drip via intravenous & prn via oral 11.9 6.9 57.98% 19.33 %

3 prnvia intravenous & prn via oral 10.5 - 0%

Waree 1  prnviaintravenous & prn via oral 11.4 10 87.72%

2 prn via intravenous & prn via oral 8.5 - 0%
3 prn via intravenous & prn via oral 6.25 6.25 100% 43.43 %

4 prnvia intravenous & prn via oral 21.25 6.25 29.41%

5  prn via intravenous & prn via oral 13 - 0%

Mina 1 prnvia intravenous & prn via oral 11.4 10 87.72%
43.86 %

2 prnvia intravenous & prn via oral 8.5 - 0%

Note: MSEQ = Morphine Equianalgesic Doses

their knees slightly lifted. For the older children, the
nurses touched, talked to and repositioned them, as
well as held their hands. In addition, the nurses
distracted the children by playing with, reading and
listening to them, as well as encouraging them to
listen to the radio or watch television. They provided
the children psychological support both before and
after administering analgesics, especially when the
analgesics did not sufficiently control the children’s
pain. Yindi explained: After the children are given
pain medication, they will not sleep right away.

They need consoling, comforting and distracting

Vol. 14 No. 4

from their pain for about 5-10 minutes before they
will fall asleep. Both giving pain medication and
psychological care are needed.

Mina perceived that psychological support
was an important pain relief intervention because
pain cannot be divorced from its psychological
aspect. She said: Sometimes, children feel pain, but
they do not need the pain killer; they need
psychological support. Sometimes, they need both
pain medication and psychological support,
including talking and comforting.
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When the children had severe pain,
alternative care alone often was not effective in
reducing the intensity of the pain. In such cases,
both analgesics and alternative care needed to be
provided. Yindi stated: There must be a combination
of many interventions like talking, comforting or
distracting a child’s attention from pain. All of these
must be done together. We also have to give enough
time to each child.

Since there were no guidelines regarding
implementation of alternative care or non-
pharmacological interventions, on either the PSICS
or the PSU, the nurses evaluated, based on each
child’s response, the effectiveness of the
interventions. Therefore, the nurses had close
interactions with and provided alternative care
suggestions to the family caregivers involved in
supporting and consoling the children.

No distinct pattern of providing alternative
care emerged, in this study, among the six nurse
cases investigated. However, the more experienced
nurses were found to have more skills providing

alternative care than did the less experienced nurses.

C. Family Caregiver Involvement

The nurses paid attention to the family
caregivers and gave them opportunities to participate
in the care of their respective child. The nurse-
caregiver interactions were found to fit four patterns
of involvement, wherein the family caregiver: 1)
plays a passive role; 2) follows the nurses’
suggestions; 3) plays an active role; or, 4) makes
demands.

Pattern 1 - Caregiver plays a passive role:
At times the family caregivers were noted to play a
passive role or were less involved in managing the
children’s pain, especially when the nurses were
assessing the children’s pain intensity and making
decisions regarding administration of analgesics.

The caregivers did not have much of a role in such
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situations. They only provided information
regarding the children’s complaints. For example,
one of the mother’s was concerned about potential
side effects from the pain medications and reluctant
to let her child receive an analgesic. However, she
did not express her concerns, even though Yindi,
after assessing the child’s pain intensity, told her the
child was experiencing pain and needed pain
medication.

Pattern 2 - Caregiver follows the nurses’
suggestions: Family caregivers were observed
following the nurses’ suggestions, regarding the
caregivers’ provision of alternative care, before and
after analgesia administration. For example, Vina,
while providing care to a crying three year old,
encouraged the child’s mother to talk to and comfort
the child.

Pattern 3 - Caregiver plays an active role:
The family caregivers showed ability, based on their
past pain relief experiences, to assess the children’s
pain and provide them alternative care. However,
their assessment of the children’s pain appeared to
be dependent upon their perceptions and attitudes.
One mother remarked: When my child felt hurt, I
wanted her to be relieved and didn’t know what to
do. I only held her hands and it helped a bit. Like
last time when she said that she hurt, she asked me
to hold her hands.

Caregivers, who were identified as using this
pattern of involvement, actively assessed their
child’s pain and provided alternative care when
needed. Their involvement appeared effective in
alleviating mild pain. However, this method was not
effective in relieving pain among those with severe
pain.

Pattern 4 - Caregiver makes demands:
Family caregivers were likely to make demands and
become over-protective of their respective child
when they had to stay in a special room. At such
times, the family caregivers continually sought the
nurses’ assistance in the care of the children. Such
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situations lead the nurses to feel frustrated,
discouraged and uncertain about their decisions
regarding pain management. When the family
caregivers showed interest in what the nurses were
explaining, the less experienced nurses were more
likely to be certain regarding their decisions
regarding pain management.

When the caregivers were loud or aggressive
when making demands, the less experienced nurses
were noted to become worried and stressed about
their decisions regarding pain management. On the
other hand, the more experienced nurses would
explain what they were doing and tell the family
caregivers how they could participate in their
children’s pain management. Mina said: My actions
or words may not be enough for the parents to trust
me. Theretore, I will ask more experienced nurses to
take over, because I am still a young nurse and
sometimes the parents will not believe me. But if a
more experienced nurse speaks with them, the
parents will listen even though what is explained is
the same thing that I just told them. I have to be
careful about this situation and not make decisions

alone.

Discussion and Conclusions

This study outlines the patterns of nurses’
decision making in analgesic administration. The
findings were categorized into three patterns: 1)
following pain treatment; 2) advocating that a child
receive pain medication; and, 3) collaborating with
physicians to adjust pain treatment. The less
experienced nurses, although they had attended a
course in acute pain management, were found to
follow the routine pain treatment regimen and
demonstrate low self-confidence when making
decisions about contending with a child’s
uncontrollable pain. In addition, they often
consulted the charge nurses before administering

analgesics and resorted to learning about effective

Vol. 14 No. 4

analgesic administration from the more experienced
senior nurses on the units. As a result, the more
experienced nurses, on the two units used as data
gathering sites, served as role models for other
nurses regarding effective analgesic administration.
The findings of this study are similar to the findings
of an ethnographic multiple-case study conducted
by Willson®* that showed the pattern of care
demonstrated on a unit has an effect on the pattern of
care administered by individual nurses, such as
decisions about assessing pain and administering
analgesics.

Nurses who are experienced in pain
management may not necessarily be those who have
many years of experience providing care for
postoperative children. The definition of
experienced nurses was illustrated by the nurses’
characteristics. The dominant characteristics of
experienced nurses were having: 1) knowledge
related to pain management, 2) their own practical
experiences in managing children’s pain, 3)
advanced skills in providing alternative care, and 4)
good relationships with physicians and family
caregivers.

In this study, experienced nurses made better
decisions and had higher self-confidence in
analgesic administration than the less experienced

. . 25,26, 27, 28
nurses. Prior studies

have suggested that
experienced nurses make better patient care
decisions than do less experienced nurses. Hamers
and colleagues * found experienced nurses tended to
be more confident and more likely to administer
analgesics than novice nurses. However, Twycross

and Powls *°

found both experienced and less
experienced nurses use similar strategies when
planning nursing interventions to alleviate pain in
children. This finding difference, most likely, was
due to the fact that, as part of the research design,
only “think aloud” scenarios were used, which may
not have reflected an accurate picture of the nurses’

practice in a clinical setting.
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The interaction of healthcare professionals
through teamwork, especially nurse-physician
interaction, is an important factor in nurses’
decision-making in pain management.’' The nurses,
in this study, had good interactions with the
physicians when they worked together to manage the
children’s postoperative pain. The nurses shared
information related to the children’s pain and made
joint decisions with the physicians to administer
analgesics. Compared to less experienced nurses,
the more experienced nurses more effectively
interacted with physicians, and were able to
negotiate and collaborate with physicians regarding
adjustment of dosages and rates of analgesic
administration.

Effective pain management in children
requires both administering analgesics and providing
non-pharmacological interventions. It has been
suggested that children’s postoperative pain can be
alleviated by wusing non-pharmacological
interventions as an adjunct to analgesics.’® In this
study, after administering analgesics, the
experienced nurses provided non-pharmacological
intervention for 10-15 minutes to help reduce the
children’s suffering from pain, while the less
experienced nurses provided non-pharmacological
interventions based upon past experience or at the
suggestion of more experienced nurses. In addition,
although all of the nurse cases were familiar with
many non-pharmacological interventions for pain
relief, they tended to use them inconsistently
because no guidelines were available for clinical
implementation.

Interactions between the nurses and family
caregivers were found to have an influence on the
outcome of pain management in the children. This
finding is consistent with the work of Woodgate and
Kristjanson, ** and Carter, McArthur and Cunliffe, **
wherein parents, as caregivers, were found to play a
pivotal role in monitoring their children’s pain and

comforting them via use of activities, such as
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reading, holding and stroking.

The findings of this research provide
information related to the patterns nurses use in
making decisions regarding analgesic administration
among postoperative children. The development of
educational programs and workshops that focus on
these patterns of practice could prove beneficial in
facilitating effective use of pharmacological and
non-pharmacological interventions to alleviate and
manage children’s pain.

Limitations and Recommendations for
Future Research

This study has major limitations that need to
be taken into consideration when interpreting and
applying the findings. Even though the information
was gained from direct observations, and other
sources supported the findings from the interviews
and document reviews, some views may not have
been represented (i.e. the nurses’ roles in using
patient control anesthesia equipment in pain
management, since this equipment was not used
among children in this study).

Although the researcher worked to make the
nurses (cases) comfortable while being interviewed,
the fact they were being observed, by the PI, could
have influenced their performance and behavior. In
addition, the children cared for by the nurses may
also have been influenced by the fact they were
being observed. This, in turn, could have affected
their behavior.

Due to the fact that limited investigation of
the role of family caregiver involvement in
children’s pain management has been conducted,
further research should be carried out in this area.
Such research should focus on the development and
implementation of programs focused on improving
family caregivers’ involvement in children’s pain
management.
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