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ARTICLE INFO ABSTRACT

Article history: Background: Few studies have examined the translation of nurses' knowledge of pain management into clinic
Received 1 July 2021 practice or how nurses negotiated the bureaucracy of caring to treat patients’ acute pain.

Revised 26 January 2022 Purpose: This study describes factors that influence pediatric nurses' actions in caring for hospitalized childrer
Accepted 28 January 2022 acute post-surgical pain.

i Method: Ray's Theory of Bureaucratic Caring provided the theoretical framework for this mixed methods study

ethnography and human factors engineering. Fourteen nurses were observed throughout their shifts (175.5 h)
elucidate humanistic and bureaucratic influences.

Findings: Of 105 pain assessments, nurses intervened with pharmacologic (n = 45) and biobehavioral (n =1
interventions for pediatric patients' post-surgical pain in less than 11 min; and 25 assessments revealed patier
did not have pain. Pain was assessed and no intervention was provided to 4 patients who were asleep, 5 patien
who refused, 2 patients who had no ordered analgesics and 10 patients who were assessed prior to peak effe
tiveness of their prior analgesic. Overall pain was well-controlled. Of the 28 themes identified, the interplay
6 categorized to the social/cultural humanistic, 7 political, and 6 technologic/physiological bureaucratic dime
sions most strongly influenced pain care.

Discussion: To achieve optimal pain care outcomes, nurses' and parents' pain management knowledge was &
influential for clinical practice translation than nurses' negotiation of other dimensions of bureaucratic caring

Theory of bureaucratic caring
Acute post-surgical pain
nurses' knowledge

Pain management

© 2022 Published by Elsevier In

Pain is a complex phenomenon that involves physical, sensory, affec-
tive, emotional, cognitive, and behavioral components that are interre-
lated with developmental, sociocultural, environmental, spiritual, and
contextual factors that affect how pain is perceived, managed, and eval-
uated (Anderson & Reynolds Losin, 2017; Institute of Medicine (US),
Committee on Advancing Pain Research, Care, and Education, 2011;
Raja et al,, 2020; Yamada, et al., 2017). Actions and reactions to pain
may be the result of personal, patient, and organizational forces that
nurses must negotiate (Beckett et al., 2015; Booker, 2014; Makhlouf
et al,, 2019: Tomaszek & Debska, 2018). If desire to care and respond
to patients' conditions are the action; nurses' responses based on
knowledge and experience, and tempered by intuitiveness, workload,
and interpersonal dynamics, provide the final reaction (Alotaibi et al.,
2018; Bartoszczyk & Gilbertson-White, 2015; Beckett et al., 2015;
Potter & Wilson, 2017; Yin et al., 2015). The reaction determines the
performance outcome: the potential for optimal pain relief.

Nursing practice is also complex (Huber et al., 2021; Notarnicola
et al, 2017; Potter et al, 2005; Ray, 1994; Ray & Turkel, 2014;
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Solomon et al,, 2016; Virkstis et al,, 2019). When caring for hospitali

patients with acute pain, the characteristics of the organization must
considered. Competing priorities, forces, and barriers within the org

zation, as well as the general culture of the organization, influence re
tions to acute pain (Olsson et al,, 2020; Potter et al., 2005; Wisner et
2019).

Literature review

Knowledge of nurses' role managing children's pain and barriers
effective pain management have come from surveys, retrospecti
chart reviews and interviews (Alotaibi et al., 2018; Andersen et
2019: Beckett et al., 2015; Czarnecki et al., 2014; Czarnecki et
2019: Stevens et al., 2012, 2013, 2014; Twycross & Finley, 201
Yamada, et al., 2017). These methods are surrogate strategies t
have been used to inform our understanding of potential influen
on nurses' pain management practices but fail to identify actual
contextual issues that may impact nurses' clinical practice. In additi
interviews alone may result in discrepancies between self-reported
tions, social desirability, and actual clinical practice (Dihle et al., 2
Twycross (2002, 2007a) emphasized the need to move from intervi



aires to observational studies of how nurses manage chil-
in clinical practice.

observations studies have examined the complexities of
pain related nurse-patient-parent interactions, the potential
influences impacting nurses' pain assessment and manage-
Sow nurses translate pain management knowledge and nego-
izational influences to treat acute pediatric postoperative
clinical practice (Byrne et al,, 2001; Smeland et al., 2018;
2002, 2007a, 2007b, 2008; and Woodgate & Kristjanson,

ational studies of pediatric postsurgical pain management.
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1996). These studies stressed the need and demonstrated the strength
of observational methods to better ascertain what happens in clinical
practice and identify variables that may be susceptible to intervention.
These studies focused on the effects of pediatric nurses' knowledge
and attitudes regarding pain relief, perceived priorities, and nurses' abil-
ities to overcome barriers to pain management, nurses' emotional chal-
lenges to with communication and management of pain, and adherence
to clinical practice guidelines for pediatric pain management. Findings
imply gaps between what nurses know and what nurses do (Table 1).

Sample Methods

Purpose

Themes

« Observations of 13 nurses caring
for 16 children daily after ortho-
pedic surgery on postoperative

pediatric surgical unit days 2-6 out of hospital stays

in a children's lasting 3-21 days

hospital in Liverpool, * 2-10 min open-ended interviews

England with nurses

5-35 min open-ended interviews

with patients and 20 parents

16 children
8-16 (mean 12 £
2.9) years of age on a

266 children:

89 were 0-5 years sia care units (PACU)

old completed the Pediatric nurses’
40 were 5-7 years knowledge and attitude survey-

old, Norway (PNKAS-N). 138 nurses

surgical unit in an
urban teaching
hospital in
Melbourne, Australia

tured observation using a clinical
pain assessment tool, field notes,
and audit of drug doses ward
12 nurses completed a Pain
Management Knowledge Test

(2007b).

12 nurses completed the Pediatric

Pain Training Needs Question-

naire to determine how impor-

tant nurses considered pain
management tasks to be for 4 age
groups of patients (2008).

11 children,

193 Nurses from 6 post- anesthe- Identify

PACU nurses'
pediatric
postoperative pain
management
knowledge, attitudes,

shifts for a total of 175 h of struc-  pediatric nurses
manage children’s
pain on a surgical

Observe patient-nurse  Major Theme: “doing well”
communication
related to pain.

« parents considered their child to be doing well when ‘enduring’ or

‘coping with' pain.

For nurses, doing well meant reaching functional milestones, staying

on expected schedule of recovery, and not displaying pain behaviors

regardless of whether the patient was in pain. “She's great. She

doesn't even say when she's in pain” (p. 71 )-

Both parents and nurses had minimal expectations of pain relief. “You

just can't seem to control their pain. As nurses you're trained to

believe that you can keep the patient pain free, but well, that just

doesn't happen” especially with required nursing activities; “She's

alright until you turn her and then I'm the wicked witch” (p. 73).

When pain behaviors were observed, nurses construed pain as unreal,

unwarranted or not-deserving of intervention

Nurses attributed patients' displays of pain behaviors and distress as a

result of anticipating pain rather than a true pain experience. Nurses

denied the legitimacy of pain behaviors, instead blaming parental

influence or personality rather than pain.

Nurses even indicated that patients did not deserve help for their pain

behaviors and distress since they were malingering or complaining;

“teenagers are a pain any way” (p. 72).

Byrne concluded: Nurses defend themselves emotionally against

children's pain, which may compromise communication

« Knowledge deficits, mainly in pharmacologic management, such as in
risk of addiction and respiratory depression identified

« Pain was assessed using validated tools in 19% of the children; and
only 9% of children aged <5 years.

+ More than 66% of children received an inadequate dose of morphine
postoperatively.

136 were were observed caring for 266

>8 years old, children (70 h/unit, Total of and clinical practices.

& 1 child's age was 416 h). « Determine whether Smeland, et al., concluded: Nurses have knowledge deficits about

unknown there is a link pediatric pain management and do not always use their knowledge in
between knowledge practice, particularly in relation to pain assessment. There is a need to
and actual practice, improve nurses' knowledge of pediatric pain management and to test
using asurveyand  interventions that support the use of that knowledge in practice.
observations.

13 nurses on one + Observation of 5 h/shift for2-4 ~ Describe how + Nurses ranked obtaining a pain history, use of behavioral indicators,

administration of analgesics, use of biobehavioral methods,
reassessment, documentation, involving parents, communicating
with patients, and seeking advice from the multidisciplinary team as
moderately to highly critical for effective pain management (2008).
Nurses administered analgesics when children complained of pain
rather than on a regular basis (2002; 2007a).

Nurses did not prioritize pain management in actual clinical practice
(2002; 2008). Specifically, nurses did not (a) obtain a pain experience
history routinely on admission, (b) use valid and reliable pain assess-
ment tools consistently, (c) take into account behavioral or physio-
logical indicators of pain (d) provide pre-emptive analgesia (e) use
biobehavioral interventions for pain relief routinely, (f) involve par-
ents in the assessment and management of their child's pain, (g) seek
advice from the multi-disciplinary team regarding managing chil-
dren's pain, (h) document pain assessments and interventions, (h)
re-assess for effectiveness of pain management interventions, (i) talk
to children and their parents about all aspects of pain management
(2002, 2007a, 2007b, 2008).

Twycross concluded: theoretical knowledge did not impact (1) nurses’
analgesics practices (2) use of non-drug interventions (3) reassessment
of pain or evaluation of intervention effectiveness (4) documentation,
or (5) communication with the multidisciplinary team (2007b).

Describe how parents  Major Theme: “Take Care,”

(continued on next page)
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Table 1 (continued)
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Citation Sample Methods Purpose Themes
and 2-6 years of age and nurses respond to * Parents provided comfort measures and vigilantly monitored their
Kristjanson 22 parents, and 23 young children’s children's pain.
(1996) nurses post-operative pain.  * Nurses used relied mainly on parental reports to assess pain, provi

on 2 pediatric

surgical units in a

children's hospital in

central Canada. « Exploratory observation:

« 2-8 h/day, up to 6 days after sur-
gery for a total of 250 h of obser-
vations.

« Informal interviews with nurses

+ Semi-structured open-ended
interviews with parents and
pediatric patients

ing technical care but unable to adequately relieve children's pain.
Communication between parents and nurses regarding pain were
typically limited to whether the child was hurting and when the |
analgesic was administered.
Nurses had difficulty articulating how they knew a child was in pain
or verbalizing the uniqueness of each child's pain behaviors, instead
referring to their lack of experience in caring for particular patients,
haven't taken care of him” (p. 277).
Nurse to nurse communication regarding pain was general, relying
adjectives such as “fine” or “good” (p. 280).
Parents and nurses valued children for being “good” and tolerating
coping with more pain than other children who displayed more ov
signs of pain (p. 278).
Time was a barrier to nurses' effectiveness in assessing for pain. Epi-
sodic pains, such as bladder spasms, were often missed since nurses
time spent assessing children was brief, infrequent, and resulted in
delays of analgesic administration. Nurses were observed providing
opioid analgesics every 3-4 h, but often children experienced pain
again 2 h later
Nurses frequently did not reassess the patient to determine analges
effectiveness.
Duration of pain seemed to be more important to parents and nur:
than intensity of pain.
Nurses gave most analgesics during the first 48 h after surgery wh
they expected pain to be moderate to severe. Nurses then expected
pain to subside and were less concerned about mild to moderate pai
Nurses prioritized incision pain over other “unusual pains” (p. 278).
Children's diagnosis and acuity resulted in a hierarchy of appropria
ness for pain with more pain being expected among more ill child
or those with more visible injuries.

Twycross (2007a, 2008) suggests professional socialization, lack of
role models to challenge the organizational culture toward pain man-
agement, and a lack of prioritizing pain management as explanations
for these gaps. However, these researchers focused on individual
nurse-patient-parent interactions related to pain, isolating these inter-
actions from the complexities of managing a patient load on a postsur-
gical unit. Through observation, these studies documented how
pediatric nurses actually manage pain; but, they failed to ascertain
how nurses' decision-making processes and organizational factors that
may have influence pain assessment and management clinical practices.
While these studies provided evidence of poor pain management prac-
tices on 10 postsurgical units over 20 years, none of these studies were
conducted in the United States; so they are insufficient for ascertaining
whether these practices truly reflect a more general professional culture
of pediatric nursing (Twycross, 2007a, 2008). Therefore, additional ob-
servational studies are needed to examine how nurses integrate pediat-
ric pain management into their daily care tasks, how nurses make pain
management decisions, and how organizational context, such as poli-
cies, resources, prevailing organizational values and beliefs, teamwork,
and leadership influence nurses pain management (Woodgate &

Kristjanson, 1996).

Theoretical framework

The Theory of Bureaucratic Caring explains the work of nurses in
clinical practice and factors that affect performance outcomes (Ray,
1989). Bureaucratic caring delineates educational, social/cultural, and
spiritual/religious dimensions of caring as “humanistic;” and describes
political, technologic/physiological, economi, and legal dimensions as
“bureaucratic.” Caring is centered among the equally spaced dimen-
sions, emphasizing the goal of nurses and convergent forces that

influence nursing care (Fig. 1). Arrows toward or away from care illy
trate the dynamic interplay of care dimensions, and their influencei
nurses' abilities to achieve caring.

Inductively developed, the Theory of Bureaucratic Caring is based|
qualitative research to advance the meaning of caring from a nursi
administrative perspective and an understanding of hospitals as cultu
systems (Ray, 1989; Ray & Turkel, 2014). The Theory of Bureaucra
Caring may provide guidance to better understand clinical practi
but no clinical investigations have used the Theory as a framewa
Based on pediatric pain management literature reviewed and a pi
study, the Theory of Bureaucratic Caring was adapted as the theoreti
framework for this study of the structures, processes, environmen
and cultural variables that nurses negotiate to manage acute pa
surgical pain (Table 2).

The purpose of this study was to explore the clinical practice of p
viding acute pain care to hospitalized pediatric patients. Aims were
(1) describe the structures, processes, and cultural/environmental vi
ables that influence acute pain management ina pediatric post-surg
department; (2) deductively categorize influences using the 3 huma
tic and 4 bureaucratic dimensions of the Theory of Bureaucratic Cari
and (3) evaluate the interplay of care dimensions and nurses' nego
tion of bureaucratic caring.

Methods

This mixed-methods study used human factors engineering (Pg
et al., 2004; Potter et al, 2005) and ethnography (Cutler, 2(
Liamputtong & Ezzy, 2005). All methods were piloted at another ¢
dren's hospital with 14 different nurses (1 night shift and 1 day ¢
for each day of the week). All nurse recruitment, observations, anc
terviews for this study were conducted by a nurse scientist who



ed as a pediatric acute pain management clinical nurse
o over 15 years; but never at the children’s hospital selected

25 operationally defined as nurses' cognitive work and actions
2 of pain assessment to intervention (Battisto et al,, 2009;
2004: Potter et al, 2005). Pain assessment included any in-
shat alerted the nurse to the patient's pain, such as self-report,
or pain behaviors. The administration of pro re nata (PRN),
analgesics and biobehavioral (non-pharmacologic) strategies
‘aterventions of interest. Cases were defined as the time and
from pain assessment to pain intervention. Influences of case
were previously reported (Manworren & Atabek, 2021).

sceiving institutional review board (IRB) approval, this study
scted in the post-surgical department of a 297-bed free-
non-profit, Magnet-designated children’s hospital in the

>s. The department is staffed by 69 nurses who rotate be-
2d 18 bed units and provide care for more than 12,600 surgical
»s annually, with a mean daily census of 34.7 patients with a
=nzth of stay of 3.6 days.

4 sampling plan

seenous and judgmental sampling was used to obtain an
smation-rich understanding of the phenomenon (Cutler, 2004;

45
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Fig. 1. Adaptation of the Theory of Bureaucratic Caring for the clinical problem of pediatric acute post-surgical pain.

Liamputtong & Ezzy, 2005). Homogenous sampling was chosen to min-
imize variation in influencing factors by gender, shift, and role. Based on
principles of homogenous sampling, the literature, and pilot data, obser-
vations were restricted to female nurses who worked full- or part-time
on the weekday day shifts in direct patient care roles and did not have
graduate nursing degrees. Nurses were classified as “Experienced” or
“Less experienced” based on a threshold of 3 years in pediatric nursing.
All nurses who met inclusion criteria (N = 24) were invited to partici-
pate in the study. Nurses were informed that the focus of the study
was observation of their clinical care and factors that influence their
pain assessment and management of post-surgical patients during a
routine 12-h shift. Judgmental sampling allowed the researcher to use
judgment to select appropriate members of the culture to observe.
Thus, charge nurses were included in the sample, but were only ob-
served when providing direct patient care. Nurses were contacted indi-
vidually to gauge the nurse's interest in participating in a shift
observation up to four weeks prior to the day of clinical observation.
No nurses refused to participate or dropped out of the study. The re-
searcher purposively shadowed one nurse ata time for an entire shift.

Since nurses' responses to indications of children's post-surgical
pain and their negotiation of the bureaucracy of care was the focus of
study observations, the IRB only required written informed consent
from the observed nurses. Interactions with parents, visitors, physicians,
other nurses, and other members of the healthcare team were noted.
Observations and interviews were conducted until additional observa-
tions failed to provide new information or no longer changed the anal-
ysis (Cutler, 2004; Liamputtong & Ezzy, 2005).
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Table 2
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Humanistic & bureaucratic dimensions as defined by theory of bureaucratic caring and adapted for this clinical study.

Theory of Bureaucratic Caring

Study Findings and Categorized The]
of Influence

Adapted Model to Guide
Data Collection

Humanistic Education

Dimensions

Educational programs
Information
Teaching

Communication

Compassion

Concern

Involvement

Intimacy

Love

Empathy in caring

Respect & trust in providing care

Social / Cultural

Spiritual / * Acts of faith
Religious * Empowerment
« Creativity
* Choice
* Hope

“Brotherly love”

Bureaucratic Technologic /

Dimensions  Physiological physiological functions of the patient. * Patient condition * 0-10 pain scale
* Post-surgical day * Behaviors
* Physiologic changes * Advanced planning
* Behavioral indictors * Biobehavioral interventions, analge-
+ Pain technologies (PCA,  sic actions & side effects
epidural) * Rate of IV push
* Analgesic actions &
side effects
+ Unit layout
Economic Allocation of reseurces to provide care while maintaining the * Workload (acuity) * Interruptions & delays
viability of the system * Travel time * Travel for analgesics (no liquids)
* Time with patients * Gather other liquids (food) to get
+ Staffing oral analgesics down
Political * Role stratification * Regulatory require- » Patient handoff
+ Division of labor ments * Analgesics not available
* Power * Orders * Parents' roles
* Decision making + Communication / esca- + Letting the patient decide
+ Communication patterns lation * Nurses' decisions
* Regulatory influences * Prompted assessment
* Distribution of resources within an organization + Consultation and teamwork
Legal * Responsibility * Witness * Witness
* Accountability * Parental presence * No analgesic orders
« Liability * Prescriptive authority
* Right

Rules and guiding principles of behavior

Adhering to culturally defined standards of moral behavior

Knowledge and skill to operate and use equipment to maintain the

Nurses' degrees
Nursing level

Patient experience
Nurses' experience
Reports of pain

Age, gender, ethnicity

* Nurses' knowledge & experience
+ Patients' previous pain experience
Pain education

Pain alert
Patient age

* Length of stay + Communication of pain expectation
* Non-pharmacologic * Assessment timing
interventions * Broken promises

Patient familiarity Negotiating giving oral analgesics

Pain goal Nurses' goals

Diagnosis Post-surgical day

IV, intravenous; PCA, patient-controlled analgesia.

Data collection

Time, location, pain assessments, and interventions were recorded
in real time as field notes for each nurse observation. In keeping with
ethnographic research principles and to gain insight into nurses'
decision-making processes and specific influences or difficulties en-
countered which may have affected the nurses' pain management deci-
sions (Manworren & Atabek, 2021; Potter et al., 2005), nurses were
asked after each pain management intervention: Tell me what influ-
enced you in treating the patient's pain. At the end of the shift, nurses
were asked: 1) What were your care priorities? Did they change during
the shiftand why? 2) What was your pain management goal? Were you
able to achieve that goal? What helped you? What hindered you? All
answers were transcribed in real time by the researcher and the tran-
scription was verified by the nurse immediately after the end of shift
interview.

Immediately after each shift, the researcher reviewed field notes for
completeness. The hospital's pain assessment and analgesic policies and
procedures were also reviewed. Field notes were examined for adher-
ence and discrepancies with clinical observations and clinical tools,
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processes, policies, and systems relevant to pain assessmentJ
management at the hospital.

Data analysis (see details of qualitative analysis in supplemeni
information)

Five phases of qualitative data exploration were completed: (1)
tial reading and review of individual shift observations, (2) readi
pain assessment-to-intervention intervals, (3) second reading of i
vidual shift observations, (4) constant comparison of additional shift
servations with previous observations, and (5) final review of all
assessment-to-intervention intervals across the study. Four leve
coding were used to analyze qualitative data describing: (1) nu
processes, (2) nurses' pain assessment and management practi
(3) influencing factors, and (4) categories of influencing factors acc
ing to the 7 dimensions of bureaucratic caring. Descriptive stati
were used to analyze influences, care dimensions, nurses' and pati
characteristics, and nurses' workload. Analysis was supported by qu
and descriptions of pain assessment and intervention interactions.




findings

=< cared for a total of 65 pediatric patients; 46 were
% =ach nurse cared for at least 2 post-surgical patients
Table 3). Of 143 observed pain assessments, 38
—ause either medical patients were assessed or the as-
sgeor to or after administration of a scheduled analgesic,
@ or patient-controlled analgesia (PCA). There were 25
wical patients did not have pain (24%). On average,
for patients' post-surgical pain in less than 11 min,
s interventions 45 times (43%) and biobehavioral in-

Smes (12%). (Manworren & Atabek, 2021; SDC#1,
som JONA/A823). Of the 22 times pain was assessed
was provided, 4 patients were asleep, 5 patients re-
5ad no ordered analgesics, and 10 patients were
effectiveness of their prior analgesic intervention
Azabek, 2021; SDC #2, http://links.lww.com/JONA/
werz!l pain was well-controlled.

sgucratic dimensions

key findings (1-6 per humanistic and 2-7 per bu-
<on ) that were categorized as themes that influenced
megotiation of the bureaucracy of caring to manage pa-
argical pain (Table 2).

\f themes was reached after 11 shift observations, but a
14 different nurses were completed (Table 3).

memsion: 3 influential humanistic themes

«dze and experiences: All but 2 nurses had worked as
= throughout their careers (Table 4). Half of the nurses
dusively at the study site for their careers of 2-15
srved nurses had limited exposure to other nursing
=r bureaucracies of caring.
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The most common knowledge deficit observed was that nurses re-
quired patients to eat prior to administering oral opioid-containing an-
algesics. Since observed during care by 6 of the 7 nurses with >3 years of
experience and only 1 nurse with <3 years of experience, this finding
suggests that this is an old care myth or a practice that nurses adopt
over time to manage opioid analgesic side effects. For all ordered oral
opioid-containing analgesics, the electronic medication administration
record (eMAR) had a note “take with food to avoid GI upset,” suggesting
the culture of the organization supported this knowledge deficit.

Nurses did not always wait for the onset or peak analgesic effect be-
fore performing painful procedures and reassessing patient pain. Based
on the Pediatric Nurses (and healthcare providers') Knowledge and At-
titude Survey (Manworren & LaPrise, 2021) and the American Pain
Society's postoperative pain guidelines (Chou et al., 2016), additional
knowledge deficits were rare, but 8 were observed during 5 shifts.
Nurses' education and experience did not seem to influence these
knowledge deficits or how nurses assessed and managed pain.

Pain education: An institutional pamphlet was given to families on
admission. It defined pain and clarified, “while all pain cannot be stopped,
almost all pain can be reduced.” Three different nurses and 1 surgeon ad-
vised patients, parents, and a grandmother to avoid severe pain. When
prompted, nurses educated mothers about analgesic effects, including
onset, duration, and side effects. Nurses provided additional analgesic
education upon discharge.

Patients' previous pain experiences: The most common type of surgery
was orthopedic, but the most common surgical procedure was laparo-
scopic appendectomy (n = 6). Nurses, patients, and parents discussed
their past experiences with pain. Previous pain experiences of 16 pa-
tients, specifically pain of previous surgeries and pain relief or lack of
pain relief with previous analgesics and analgesic doses, were discussed
with 9 nurses. Patients' previous pain and analgesic experiences in-
formed nurses' analgesic dose and frequency decisions; yet patients
who had previous experiences with surgical pain tended to have pain
that was more challenging to control, as reported by patients and par-
ents. “Usually, they give her something scheduled and morphine on top,

Cases No No

MNarse Assigned + - Work  Previously Post-surgical Medical or Medical, Schedule,
Pts Admissions Discharges or Off  Cared forPts  Pts Trauma Pain Intervention PCA or Epidural
Pts for Pain
1 5 1 2 w 4 3 2 5 4 2 7
E 2 5 1 1 0 0 3 2 3 0 0 6
3 6 2 3 0 2 4 2 3 2 2 2
4 5 1 2 w 3 2 3 3 0 0 3
5 5 1 2 0 0 3 2 0 1 0 3
3 3 1 1 0 1 2 1 10 2 5 0
7 4 1 1 w 2 3 1 1 2 0 4
7 5 1 1 0 1 4 1 4 2 1 1
0 5 1 4 w 4 5 0 4 2 2 2
n 4 0 0 W 1 3 1 8 2 3 1
4 4 1 1 W 3 3 1 2 2 0 0
6 5 1 1 0 1 4 1 7 1 3 5
s 4 1 1 W 0 3 1 5 2 0 3
B 5 1 3 0 1 4 1 3 3 4 1
4 65 14 23 23 46 19 58 25 22 38

Total = 143 Assessments

mumber of patients the nurse discharged to home during her shift.

ates the order in which nurses were observed, for example the first 5 nurses observed had less than 3 years of pediatric experience, whereas the 6th nurse observed

working in a direct care role and the 7th nurse observed was an experienced nurse.
<) were the total number of unique patients the nurse was assigned to care for during her shift. Admissions were the number of patients the nurse admitted to the unit

<= worked the day before the observation; whereas O indicates the nurse$ was off work the day before the observation.
Patients indicates the number of patients the nurse had cared for during previously worked shifts. Three nurses had never cared for any of their assigned patients prior

ver of pain assessments to interventions the nurse completed during her shift.
number of assessments in which no pain was reported, whereas No intervention for pain, is the number of assessments that indicated the patient had pain; but the

an intervention.
-ates the number of time pain management interventions were provided that were not PRN and therefore not in scope for this study, for example patient-controlled
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7)

Total (n=1

Experienced (n = 4) Charge Nurses (n = 3)

Table 4
Observed nurses' knowledge and experience.
Characteristic Less Experienced (n =
Nursing experience, years, mean (range) 2.1(2-3)
Pediatric experience, years, mean (range) 2.1(2-3)
Unit experience, years, mean (range) 1.7(1-2)
Age, years, mean (range) 25.6 (23-30)
Entry degree 2 ADN
5BSN
Current degree 2 ADN
5BSN
Number of nurses worked or off prior to observation 4 worked
3 off 1-5 days

8.8 (4-14) 10.3 (5-15) 5.8 (2-15)
5.8 (2-11) 10.3 (5-15) 49 (2-15)
3.5(1-6) 9.7 (3-15) 39(1-15)
37.8 (26-60) 44.7 (31-57) 33 (23-60)
3 ADN 1 ADN 6 ADN
1BSN 2 BSN 8 BSN

2 ADN 3 BSN 4 ADN
2BSN 10 BSN

3 worked 1 worked 8 worked

1 off 3 days 2 off 3-9 days 6 off 1-9 da

ADN, associate degree in nursing; BSN, Bachelor of Science in Nursing.

this is worse than her belly surgery,” stated the mother of a 15-year-old
whose pain after laparoscopic cholecystectomy was reportedly not as
well controlled as her pain after posterior spinal fusion or
appendicovesicostomy.

Social/cultural dimension: 6 influential humanistic themes

Patient age: Most nurses used standardized, developmentally appro-
priate, valid, and reliable pain assessment tools consistent with the hos-
pital's policy (Wong-Baker Faces scale for children 3-7 years of age and
a0-10 numeric rating scale [NRS] for older children). However, younger
patients, 0-6 years of age, usually cried to alert nurses of their pain
(Table 5). Older patients were able to self-report their pain intensity,
but nurses relied on parents and grandmothers to provide supplemen-
tary assessments of patients' self-reports of pain and patients' pain be-
haviors.

Communicating pain expectations: Six nurses were told in shift report
about patients' and parents' pain management expectations and incon-
sistencies with nurses’ expectations of pain behaviors. Nurses discussed
these concerns face-to-face after formal shift report. These patients
were labeled by nurses as having a “low pain tolerance” or were sub-
jected to unique rules. “Mom said, don't tell him he can have the Dilaudid
because he will ask for it all the time.” Nurses expressed concern about
patients' specific requests regarding how to administer intravenous
(IV) medications. Nurses negotiated discrepancies with their expecta-
tions by making intervention decisions for patients. Seven nurses com-
municated to 10 patients and their parents that complete pain relief was
unrealistic. Four of these patients had pain that was not controlled.

Table 5
Patients' characteristics.
Characteristic Post-surgical Medical or Total n = 65
n =46 Trauman =19
Gender (n)
Male 18 (39%) 9 (47%) 27 (42%)
Female 28 (61%) 10 (53%) 35 (58%)
Age, years
Mean (range) 7.7 years 7.9 years 7.8 years
(2weeksto24 (1 monthto17 (2 weeks to 24
years) years) years)
<3 years (n) 19 6 25
3-7 years (n) 4 5 9
>7 years (n) 23 8 31
Ethnicity/Race (n)
White 32 (70%) 10 (53%) 42 (65%)
Black 10 (22%) 4(21%) 14 (21%)
Hispanic 4 (8%) 5 (26%) 9 (14%)
Days hospitalized, days, 3(0-22) 5.5(0-29) 3.7 (0-29)
mean (range)
Post-surgical day (n)
0 11
1 14
2 -
3 7
4-12 10
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Assessment timing: Most nurses completed their initial patient
sessments by 08:00; but 3 nurses did not begin their initial assessm
until after 08:00. Of patients assessed before 08:00, 14% were in
40% of patients initially assessed after 08:00 were in pain. The nu
of times a patient received a pain medication during the previous
and the time of the last dose was reported during shift report on all
cept 6 post-surgical patients.

Pain alert: Nurses were alerted to patients' post-surgical pain d
initial patient assessments (10 cases) and routine reassessments
cases). Nurses also assessed patients in response to calls for inte
tions (17 cases). Two of these assessments were also nurses' initial
sessments.

Broken promises: Four nurses broke their promises to patients
parents to intervene for 4 patients who were experiencing acute
operative pain. Despite stating, “I'll bring the medicine when she
have it,” “We could try acetaminophen or ibuprofen,” “I will bring her
phine as soon as I can give it,” nurses never administered these analg
to their patients.

Negotiating: Ten nurses negotiated the administration of oral ana
sics with 17 patients and their parents. Negotiations focused on mas
the taste of analgesics. Two nurses rewarded 2 patients for taking
oral analgesics, 1 with a popsicle the other with a gift basket.

Spiritual/religious dimension: 1 influential humanistic themes

After their shifts, all nurses evaluated their pain goals as bein,
least partially met (Table 6). Only 1 nurse, the nurse who did not
any patients in pain, evaluated her goal “to make sure patients
pain-free,” as being achieved.

Technologic/physiological dimension: 6 influential bureaucratic themes

Post-surgical day: Post-surgical patients were hospitalized for an
erage of 3.26 days (range, 0-22 days) (Table 5). Of 16 post-surgical
tients who nurses discharged during their shifts, 10 were less thana
from surgery. Increasing days from surgery correlated with decreass
rates of intervention.

0-10 numeric pain rating scale (NRS): Although there were 23
surgical patients >7 years of age, only 12 interventions were provi
by 7 nurses following 8 patients' use of the NRS. Most interventi
(n = 9) were for NRS scores of 5-9, (M = 7.4). However, a nurse in
vened for a patient score of 4 and another nurse intervened for pati
scores of 0 and a second patient score of 1. “Our pain team tells us
4 is comfortable.” Interventions did not follow 11 NRS uses by 9 n
to assess or reassess 10 patients for scores from 0 to 8 (M = 3.2).
3 of these patients reported NRS scores of 0.

Validated use of the NRS requires the nurse to state what is
measured and the anchors for the scale; for example, the hospital p
stated nurses should use the following script: “on a scale of 0 to 10
0 being no pain and 10 being the worst possible pain, how much
are you having now?" Nurses only used the 0 to 10 NRS as valid
and scripted in the hospital policy twice (Table 7). Some nurses di
state they were asking about pain, most did not define the ancho
the NRS, and some even changed the anchors. Sometimes it was diffi
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than five, under control ( This nurse's

patients' pain scores after medication

administration were @ zero or a one. )

1. (First Patient): Get off epidural and
tolerate oral pain meds and keep
pain below a three or four (This
patient's highest pain score was a
two)

2. (Second Patient): Keep on top of pain
with oral or IV pain meds thought
might need IV ‘cause not on epidural
as long and keep pain less than four
because of his developmental delay
and changes (This patient never used
a numeric or faces scale).

3. (Third Patient): Encourage PO intake

Keep them comfortable and meet

parents' goals for the little ones.

Making sure goes down to comfortable

level, you know they say you can't get

them to a zero, but the one patient was

a zero, so comfortable with activities.

Keep my patients as comfortable as

possible

Since | had patient yesterday, more

control with post-surgical patient. There

is going to be some pain, but you want it
to be controlled and manageable so they
can do ADLs.

Here we like to keep our pain under a

three, but sometimes you can just keep

it tolerable, keep them as comfortable as
possible, you can't make everyone's
pain go away, but you can make them as
comfortable as possible

say My goal is to control pain as best I can

and if not working I consult the provider

(This nurse did consult a surgeon for one

of her patient's pain)

Get ‘em up and walking, | wouldn't

expect (patient) up and running but

comfortable

_ the best [ could I don't know 1. (First Patient): Really just to get her

st patient) ‘cause she went pain under control, ‘cause it doesn’t

1 think I did with (second sound like she had well controlled
pain because she may have been
over-rating her pain. [ don't think if
you are an eight you can just lay
there, maybe if you are a four. But it
is not about my perception of pain
and her and my perceptions are
different.

2. (Second patient): Make her pain
tolerable

3. (Third patient): His pain was
tolerable

4. (Fourth patient): Really doesn't
complain of pain

my patients aren't crying
and (patient) is not

‘patient) was my only
and by the time | got him

text are quotes from post-shift interviews. Except text in parenthesis and
added for clarify by the author.

ine what the nurse was asking, “If 0 is no pain, I call this the
name) scale and a 10 would be like those old Tarzan movies.
what | mean, maybe like a burn. Have you ever had a bad
The patient simply replies, “No™; but did his answer mean he
pain, or he didn’t understand what the nurse was asking or
he had ever had a burn?

Table 7
Use of numbers rating scale for pain.

Pain Management Goals Nurse use of Numeric Rating Scale for Pain Patient

Keep patients comfortable, control pain i i

before it gets too high Can you give me a number between 1and 10? 7

Maintain a level of comfort for my Where is your pain level aton a 1 to 10 scale? 8

patient On a scale of 1 to 10, how achy Likeal

Meet patients’ expectations Onascaleof 0t 10,0 being no pain, 10 the worst ever? 0

Have them after med administration to On a scale of 0 to 10, how is your pain? It'san8

have them at therapeutic range less What is your pain? Ona scale of 0 to 10? Uh, 1
Like a4

If 0 is no pain and 10 worst, what is your pain right now
Are you hurting? Ona0 to 20?7 0
Before | started this medicine, what was your pain? [t wasan 8

0k, tell me what your pain number is. It'san8,8%
How's your pain? Patient responds, “Fine.” Nurse repeats, “Fine.” About a 6
What would you rate your pain? Likea 6

0K bud, how would your rate your pain now? 8or9
What's our pain level now? 74

How is your pain now, did that morphine help? 5

How would you say your pain is? Likea4dor5
What would your rate your pain now? A6

How is your pain level? patient responds, “It still hurts.” Nurse, Yes
“Still an 82"

Are you hurting? Patient responds, “No." Nurse, “What's your Justal
number?”

What number is it? 2

Are you hurting? patient responds, “No.” Nurse, “On a pain scale?” Itisa 3or4

Are you hurting? patient replies, “No.” Nurse, “What number AO

would you give it?”

Behaviors: Crying was the pain assessment for 12 cases. Crying pa-
tients were 2 weeks to 6 years of age, including 4 of the 5 post-
surgical patients <1 year of age. Seven patients were crying during
their initial shift assessment, and nurses were alerted by the sound of
crying while still outside patients' rooms. Additional behaviors that
led nurses to intervene were whining, kicking, and screaming. Nurses
asked mothers and grandmothers to clarify the meaning of patients’
cries and to supplement their assessments of pain behaviors.

Advanced planning: Ten nurses pre-medicated 12 patients for poten-
tial pain. The most common reason for pre-medicating patients was for
ambulation and physical therapy; 3 nurses pre-medicated 3 patients for
4 dressing changes. After a nurse gave hydrocodone/acetaminophen
immediately before a dressing change, the patient cried throughout
the procedure. The nurse had not waited for the onset of analgesia,
which would have required more advanced planning. Nurses also
used advanced planning by either giving analgesics when the time in-
terval between doses had elapsed or informing parents to ask for the an-
algesic at that time. Six nurses provided this type of advanced planning
to prevent pain 12 times for 8 patients (1-3 doses/patient).

Biobehavioral interventions, analgesic actions, and side effects: In addi-
tion to giving analgesics, nurses intervened with a variety of biobehav-
ioral interventions: swaddling, non-nutritive sucking (pacifier),
consoling, repositioning, heating pads, and distraction. All patients
who were repositioned had orthopedic surgeries; however, reposition-
ing increased these patients' pain. Biobehavioral interventions were
usually given when it was not time for the next analgesic dose. All ex-
cept 3 patients who received biobehavioral interventions also received
analgesics.

Acetaminophen limits were a concern during 11 of the 14 observa-
tions. A physician assistant (PA) called to change the frequency of or-
dered hydrocodone/acetaminophen from every 4 to every 6 h to
decrease the patient's daily acetaminophen intake. Six patients had
both an acetaminophen/opioid combination analgesic and acetamino-
phen ordered. When an infant had pain just 2 h after receiving acet-
aminophen, a nurse used biobehavioral interventions. The infant also
had an acetaminophen/opioid combination analgesic ordered, but the

nurse and co-signing nurse concluded that another acetaminophen-

49



R.CB. Manworren

containing analgesic could not be given within 4 h of the previous dose.
Nurses warned parents of this challenge when asking them to decide
between 2 acetaminophen-containing analgesics.

Printed instructions warned parents to limit acetaminophen use, but
some patients were discharged without these instructions. Nine nurses
discharged 13 patients on acetaminophen-containing analgesics. Al-
though it had not been ordered, 3 nurses merely recommended ibupro-
fen instead of acetaminophen.

Analgesic side effects and the potential for analgesic side effects in-
fluenced the decisions of 9 nurses' care of 22 patients. The most com-
mon side effect nurses negotiated was 17 patients' potential for
nausea. Only 4 patients reported nausea; no patients vomited during
observations. Nurses also consulted to differentiate pruritis from allergic
reactions and asked about alternative analgesics to prevent either reac-
tion. In addition, a nurse decided to trial a patient off morphine due to
hypnogotic myoclonus.

Rate of IV push opioids: Some nurses first diluted [V opioid analgesics
in the medication room. Nurses administered IV opioids by slow and
steady push, intermittent push, or syringe pump. This inconsistency
may have led to a patient's request, “push it at hand.” Variance in IV
push techniques may have also led to a patient's “light-headedness,"
another patient's “loopiness,” and another's “chest tightness.”

Economic dimension: 3 influential bureaucratic themes

With 5-6 nurses/shift (M = 5.7), 1 of whom was the charge nurse,
care was provided ata 1:3 to 1:4 nurse:patient ratio with 14-18 patients
at the start (M = 16.4) and 10-18 patients at the end of each shift (M =
14.2). There were 2 care partners (nursing assistants) for 13 shifts and a
unit clerk for 12 shifts. Discharges exceeded admissions for all shifts
(Table 3). Most discharges occurred between 10:00-14:00; the latest
was at 19:02. Of the 6 nurses who discharged >1 patient, 4 nurses
discharged 2 of their patients in the same hour. Admissions arrived
after discharges for 8 shifts. Most admissions (n = 7) arrived between
15:00-17:00; the earliest was at 7:02 and the latest was at 17:41.
Nurses volunteered to go home early during 2 shifts, and observed
nurses were then assigned additional patients to keep the nurse:patient
ratios consistent. Patients were admitted from the post-anesthesia care
unit (PACU, n = 7), emergency department (n = 2), pediatric intensive
care unit (n = 2), and directly from physicians' offices (n = 3).

Interruptions and delays: Four nurses were interrupted 6 times, for
example, to answer phone calls. In addition, 6 nurses were delayed 9
times by waiting in line for computer access or when patients left the
unit.

Travel for analgesics: Nurses traveled to the medication room to re-
trieve analgesics 43 times. Differences in travel times (M = 34 s,
range 6-80 s) reflected different distances from patients' rooms.

Gathering of liquids and foods for oral analgesic administration: Nurses
retrieved liquids and foods to facilitate patients taking oral analgesics 14
times. Differences in travel times (M = 94 s, range 22-342 s) reflected
different distances from patients' rooms and the kitchen, as well as
time to retrieve items like cups and straws.

Political dimension: 7 influential bureaucratic themes

Charge nurses had an important hierarchal role in the pediatric sur-
gical unit's culture. Their role seemed to insulate nurses from care inter-
ruptions. Charge nurses checked and verified all orders, notified nurses
of new orders, including discharges, assigned new patient admissions,
and managed staff workload and communication with physicians and
other clinical departments. When in charge, nurses did not provide di-
rect patient care. Care partners obtained vital signs, assisted patients
with hygiene, and performed tasks as delegated by nurses and the
charge nurse.

Patient handoff: The process for transferring patients to the post-
surgical unit required verification of medication orders by a pharmacist,
entry into the eMAR and automated medication dispensing system
(AMDS), and availability of medications. A challenge in transitioning 2
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infants from the PACU was determining whether to intervene for pi
or hunger. ‘

Analgesic availability: Pediatric nurses intervened with analgesics|
times. Six nurses commented in post-shift interviews that having o
rect analgesics ordered and available facilitated achieving their p
management goals.

Parents' role: All but 5 patients had parents/family with them duri
observed shifts. The hospital culture celebrates family-centered c
and parents' satisfaction. One nurse explained, “Just do whatever her pt
ents want, that's what we do here, isn't it?” When asked what help
nurses meet their pain management goals, 3 nurses mentioned “p¢
ents,” more specifically “parents who were active in plan of care,” and “|
ten to parents and what they say.” Another nurse stated, “It's hard wh
parents aren't here.” Almost all pain assessment and management int{
actions were with mothers; nurses were equally reliant on gran
mothers.

Parents either alerted nurses to their child's pain while the nuz
was in the patient's room or by calling to request a pain managementj
tervention. Nurses informed parents on 10 occasions about the né
time analgesics could be given and asked parents to call when thi
child was awake or needed the analgesic. Nurses relied on parents
verify pain assessments, provide supplemental information to clar
patients' pain, especially behavioral indicators of pain, or coach th
children to communicate their pain 40 times during study observatios

Of the 58 pain assessment-to-intervention cases, 9 nurses relied |
14 parents to make decisions that resulted in 25 interventions. Nurs
asked parents to choose when more than 1 analgesic was ordered a
followed through on their decision even when nurses disagreed wi
the decision. However, when mothers were unsure about intervenis
they requested nurses' advice and uniformly supported nurses' def
sions.

While parents assisted 9 nurses with medication administration {
9 patients, parents of children 2-7 years of age preferred not to admi
ister analgesics. Parents provided or assisted nurses with providing bi
behavioral interventions 4 times during study observations. Paren
consoled their infants and assisted in repositioning their children aff
orthopedic surgeries.

Letting the patient decide: Six nurses let 8 patients decide to interves
for their pain 16 times. This included 6 requests for analgesics or bioh
havioral interventions by 3 patients who had previous surgeries. Oth
decisions were precipitated by a patient request, advanced plannig
and 4 routine reassessments. The youngest patient asked to decid
was 6 years of age.

Patients did not always decide to intervene. Four nurses let 4 p
tients decide not to intervene on 5 occasions. Three of these patients
ported pain of <4 of 10 on the NRS. One nurse then advised, “Don't wy
until it hurts too much.” '

Nurses' decisions: Nurses decided to intervene when pain was nf
controlled. When care teams were unsure if or why patients were|
pain, nurses determined causes and intervened. Nurses' decisions pa
moted biobehavioral interventions, and nurses encouraged patients|
take analgesics despite resistance.

Prompted assessments: Nurses assessed patients in response to cal
for analgesics on 6 occasions, but never more than once per paties
Travel to confirm the need for interventions took 12-13 s.

Consultation and teamwork: To assist in making pain managemel
decisions, 8 nurses consulted or were consulted by other nurses ag
healthcare providers. Nurses usually first consulted a nurse with ma
experience, but nurses rarely escalated pain management decisions|
prescribers. Consultation with PAs and surgeons was usually postpond
until prescribers were on the unit. Poor communication between sy
geons and PAs hindered patients' post-surgical pain management|
times during 4 different shifts. In addition, 2 nurses did not genera
consults despite their patients' poorly controlled pain. In post-shift i
terviews, 3 nurses reported that care teams helped them achieve the
pain management goals,



msion: 2 influential bureaucratic themes
patzesic orders: All but 7 of the 46 post-surgical patients had an-
aedered, including 3 infants whose ventricular-peritoneal
e externalized 2-4 days prior to observations and 4 patients
series were 5-12 days prior to observations. One nurse
2 prescriber when a patient was in pain, but all ordered anal-
been exhausted. Another nurse did not intervene twice be-
sesics were not due.
=d and PRN analgesics were ordered for 11 post-surgical pa-
<t nurses waited and reassessed patients after giving sched-
sesics to see if PRN analgesics were needed. Only 1 nurse
»d IV ketorolac and a PRN oral analgesic at the same time.
messing and co-signing: Of 43 PRN analgesic interventions, 40 re-
2 legal witness (wait time M = 122 s, range 10-357 s) to verify
given and the amount wasted. Policy also required nurses
for the removal and discard of controlled substances in the
4 AMDs. Three nurses needed to re-call for a witness when
‘=sponded to their first request.

study sought to bridge the gap of nurses’ knowledge of pain
=t and translation into clinical practice (Avallin et al,, 2018;
2006; Jangland et al, 2018; Twycross, 2007a, 2007b) by de-
surses' negotiation of the bureaucracy of caring to assess and
children's acute post-surgicél pain. This is the first observa-
4y to explore the complexity of interacting influences that pro-
deter nurses from achieving optimal acute post-surgical pain
nt for hospitalized children in United States. This is also the
to observe nurses during their entire shift, recognizing that
Samiliarity with their assigned patients and changes in care de-
fluence pediatric nurses' pain management decisions. Finally,
first deductive study using the Theory of Bureaucratic Caring
289) as a framework to investigate clinical nursing practices. Ten
< of influence were categorized to the humanistic dimensions as
2l (3), social/cultural (6), and spiritual/religious (1); and 18
< were categorized to the technologic/physiological (6),
% (3), political (7), and legal (2) bureaucratic dimensions.
ssions further defined these dimensions of caring (see Table 2).

wnic dimensions

ses’, parents', patients', and other clinicians' knowledge of pain
se=ment should reflect the state of the science and the art of caring
of Medicine (US), Committee on Advancing Pain Research,
4 Education, 2011). Educational aspects of caring have been de-
s information, teaching, and educational programs (Ray, 1989).
= suggests that nurses who are better educated and have more
2 experience are more skilled in making optimal pain manage-
=cisions for patients (Manworren & LaPrise, 2021; Nagib et al,,
Wirkstis et al., 2019; Yin et al,, 2015). However, the only nurse
-sistic that influenced care was experienced nurses' (>3 years)
mce that patients eat before taking oral opioid-containing analge-
s practice exposed experienced nurses' knowledge deficits of
ism of nausea from opioids.
g is the first study to report this knowledge deficit. Opioid-related
is not a local effect; instead, nausea is a central effect from
sceptor binding in the fourth ventricle of the brain (Imam
018, Mallic-Searle & Fillman, 2017). There is no evidence that
faod with oral opioids will “avoid Gl upset.” Opioid-related nausea
wemiting, whether from oral or IV formulations, should be treated
centrally acting antiemetics, like ondansetron, not food
scan Pain Society, 2016).
ses, PAs, and pharmacists were observed to have analgesic
~doe deficits. Manworren and LaPrise (2021) identified time to
«sic onset and peak as a knowledge deficit shared by nurses,
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physicians, pharmacists, and physical therapists. Twycross (2002,
2008) also identified that despite ranking administration of analgesics
highly, nurses did not provide pre-emptive analgesics. Pharmacologic
knowledge deficits were again identified in this study, but previously
reported exaggerated concerns about addiction and respiratory depres-
sion from opioids (Manworren & LaPrise, 2021; Smeland et al., 2018)
were not observed or discussed with the researcher, patients, or par-
ents.

Nurses relied on parents' assistance to intervene with oral analgesic
administration. On the other hand, parents of the children 2-7 years of
age preferred not to administer oral analgesics. This may explain previ-
ous reports of parents' resistance to administer analgesics to their young
children after discharge home (Al et al., 2020; Boztepe et al., 2016;
Longard et al., 2016; Razdan et al,, 2019; Zolghadr et al., 2014). Nurses
could facilitate parents' knowledge and confidence with both analgesic
administration and biobehavioral interventions by engaging parents in
teach-back methods (Brega et al., 2015; Ha Dinh et al., 2016).

Patients' previous pain experiences did hinder pediatric post-
surgical pain management. It is well known that acute pain is difficult
to control when patients have chronic pain (Brooks & Golianu, 2016;
Schneiderhan et al., 2017) or require chronic opioid therapy (Gordon
et al., 2016: Stone et al., 2020), but this is the first study to describe
the challenges in controlling acute pain in patients who reported well-
controlled post-surgical pain after prior surgeries and during previous
hospitalizations. Considering that some pain was expected during post-
operative recovery by most nurses, parents, and prior research, more re-
search is needed to determine the influence of prior post-surgical pain
experiences, pain and pain management expectations, resistance to try-
ing other interventions, or physiological responses to subsequent acute
pain experiences (Joergensen et al., 2019).

Although education facilitated pain management, communicating
pain expectations was identified as a social/cultural influence that de-
layed interventions. This may reflect differences in patients', parents’,
and nurses' expectations for pain relief after surgery or their different
definitions of “doing well” (Byrne et al,, 2001). Social aspects of care in-
clude communication, compassion, concern, involvement, intimacy,
love, and empathy in caring (Ray, 1989). Respect and trust in providing
care involves adhering to culturally defined standards of moral behav-
ior, but broken promises of pain interventions were observed.

When patients' pain behaviors were inconsistent with nurses' ex-
pectations or culturally defined standards, nurses communicated these
deviations, and pain went untreated or was undertreated. These so-
cial/cultural pain management influences are well documented
(Anderson & Reynolds Losin, 2017; Byrne et al,, 2001; Herr et al,,
2019; Kaminsky et al, 2019; Mueri et al, 2021; Woodgate &
Kristjanson, 1996).

Like previous observational studies, nurses communicated that com-
plete pain relief was unrealistic even when this was not requested by
patients or parents (Byrne et al., 2001; Woodgate & Kristjanson,
1996). With the current opioid epidemic, scientific literature also
seems to stress reduction in opioid prescribing over pain relief
(Kelley-Quon et al,, 2020; Kumar et al,, 2017). Thus, complete pain relief
may no longer be a social/culturally accepted goal, even though this
study provided evidence that complete pain relief after surgery could
be safely achieved.

Spiritual/religious aspects of care include acts of faith, empower-
ment, creativity, choice, hope, and brotherly love (Ray, 1989). Spiri-
tual/religious aspects of pediatric pain management may include hope
for complete pain relief, having faith in surgical recovery, and generat-
ing creative solutions to intervene for patients' pains. Nurses negotiated
creative ways to get patients to swallow oral analgesics, but these nego-
tiations took time, and therefore hindered care. On the other hand, if
these negotiations had been ineffective, the patients would not have
benefitted from the oral analgesics they did not swallow.

In this study, only nurses' pain goals were categorized to the spiri-
tual/religious dimension. Nurses were asked about their decision-
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making during observations and about their goals after their shifts. This
dimension may be inherent to the cognitive work of nursing, and there-
fore difficult to observe (Battisto et al., 2009; Potter et al., 2005).

Bureaucratic dimensions

Themes of influences categorized as technologic/physiological ex-
panded the bureaucratic dimension from the knowledge and skill to op-
erate and use equipment to maintain physiological functions of the
patient (Ray, 1989) to also include patients' physiologic status and in-
terventions that alter physiological functions. Use of valid and develop-
mentally appropriate pain scales empowered children to self-report
pain (Herr et al., 2019). Crying was an efficient method of alerting
nurses to pain and securing prompt parental biobehavioral responses
(Woodgate & Kristjanson, 1996). Nurses were also alerted to patients'
pain by parents' requests for analgesia and NRS scores indicating mild
to severe pain. Nurses' failure to use appropriate pain assessment tools
is well-documented (Andersen et al., 2019; Byrne et al., 2001; Shen
et al, 2017; Smeland et al., 2018; Stevens et al., 2012, 2013, 2014;
Twycross, 2002, 2007a, 2007b, 2008; Woodgate & Kristjanson, 1996;
Yamada, et al., 2017), but this is the first study to show that use of inap-
propriate pain assessment tools, including of lack of use of validated be-
havioral tools and inappropriate use of self-assessment tools, did not
hinder nurses from intervening to manage children's pain. Parents pro-
vided biobehavioral interventions to alter their children's physiological
pain (Edmonds & Twycross, 2018; Roth et al., 2021; Vasey et al., 2019).
Unlike previous observational studies, nurses also chose biobehavioral
strategies to manage children's pain, specifically when analgesics were
not due or to supplement analgesics (Twycross, 2002, 2007a, 2007b,
2008; Woodgate & Kristjanson, 1996).

The economic dimension of bureaucratic caring emphasizes work-
load and staffing and involves the allocation of resources to provide
care while maintaining the viability of the system (Ray, 1989). Work-
load and staffing determine direct care time, and thus influence the
cost of care (Twycross & Collis, 2013). There was little variance in
staffing during the 14 shift observations; however, interruptions and
delays that pulled nurses away from direct patient care hindered their
responsiveness to children's acute post-surgical pain (Solomon et al.,
2016). Travel time to retrieve analgesics and gather liquids and foods
could be reduced by having secured medication storage in patient
rooms and delegating stocking of rooms to care partners.

The effectiveness of initial pain management interventions imple-
mented during a nurse's shift influenced the type and timing of subse-
quent assessments and interventions. The predominant culture of the
unit was to complete initial patient assessments promptly. It was un-
clear why some nurses delayed their initial assessments, but previous
shift reports did not seem to influence when nurses assessed patients
for pain. This is the first study to report that late initial pain assessments
hindered pain management.

Nurses were observed to assess patients and promptly intervene to
manage and prevent children's post-surgical pains. Nurses' decisions fa-
cilitated caring and demonstrated the decision-making power and role
stratification of the political dimension (Potter & Wilson, 2017). Nurses'
decisions within their scope of practice strongly influenced pain care.

Nurses relied on parents to alert or confirm children's pain
(Edmonds & Twycross, 2018; Kaminsky et al., 2019). Unlike Vasey
et al. (2019), it was common for nurses to let parents decide whether
to intervene for children's pains, and nurses asked parents to choose
when more than 1 analgesic was ordered. In pediatrics, the healthcare
decision-making rights of patients, who are legal minors, are the re-
sponsibility of parents and legal guardians (Katz et al., 2016; Navin &
Wasserman, 2017). Parents access healthcare providers and secure
treatments for their children's pains; therefore, parents' pain percep-
tions, expectations, beliefs, and treatment concerns influence children's
pain experiences (Edmonds & Twycross, 2018; Erogan & Celik, 2020;
Twycross & Finley, 2013; Vasey et al., 2019). Nurses deferred to the
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parents' power over their own clinical judgment and relied on
role stratification, division of labor, and political hierarchy to influ
pain care (Ray, 1989). Unfortunately, parents may not have the kn
edge to make these decisions, especially if this is their child's first e
rience with surgical pain (Edmonds & Twycross, 2018; Rosales et
2016; Voepel-Lewis et al., 2016).

Patients were also empowered to report pain and request inte
tions (Herr et al,, 2019; Kaminsky et al., 2019). Letting patients deci
intervene facilitated caring. Political norms, however, dictated that
assessments be confirmed before delivering initial interventions
requested; confirmatory pain assessments were not required for s
quent intervention requests. Assessing pain to confirm intervention
quests delayed care.

Teamwork facilitated care, whereas lack of timely consultation
prescribers hindered care. Others have found that consultations
pain management specialists are reserved for patients with acute
who have longer hospital stays (Czarnecki et al., 2014). There were:
pain management team consults during study observations.
types of specialty consultations are often physician-driven (Czarn
et al, 2019). As previously identified, a lack of communication a
the medical staff hindered achievement of pain management g
(Alotaibi et al., 2018; Czarnecki et al., 2014; Czarnecki et al., 20
This hindrance was further magnified by nurses' resistance to co
prescribers unless they were already on the unit making patient ro

Ray (1989) identified legal aspects of care as responsibility, acco
ability, liability, rights, rules, and guiding principles of behavior.
influences include prescriptive authority, accountability for opioid
ministration, and the potential liability for lack of analgesic orders
inadequate pain management. When analgesics were immedia
available, patients were treated, and care was facilitated. The use
systems to witness removal and waste of controlled analgesics requi
duplication of documentation efforts (Wisner et al., 2019) and del
medication administration, thus hindering care.

It was rare that patients lacked analgesic orders; but critical ti
that this occurred were during transitions from care units. During
tient handoff, consistent and standardized formal shift reports
faxed transition reports facilitate nurses' ability to plan for pain
(Wisner et al., 2019). However, until analgesic orders were veri
and available, nurses could not intervene to manage patients'
The availability of scheduled and PRN analgesics facilitated nurses'
ity to provide care (Drew et al., 2018), although most nurses waited
reassessed patients for pain after giving scheduled analgesics to ev:
ate if PRN analgesics were needed. Pain may increase hospital len
of stay (Alotaibi et al., 2018), but patients with longer post-surgical
pital stays were less likely to have analgesic orders, and therefore
undertreated for pain.

Interplay of care dimensions and implications for future research

Throughout this study, the interplay of humanistic and bureau
dimensions influenced care. This interplay is critical for interpre
study findings. The legal influence, “no analgesic orders,” and the
ical influence, “analgesic availability,” often went hand-in-hand.
gether, these further influenced the economic dimension
“interruptions” and pain care “delays.” Behaviors, especially cry:
helped alert nurses to patients' distress, but did not increase nurses’
sponsiveness. Crying was a technologic/physiological influence,
nurses attended to parents' political influence and clarified the mea
of crying with parents before intervening.

The political influence of nurses' and parents' roles and decisi
making authority strongly influenced responses to patients' actual
potential physiological changes from painful activities with tec
logic/physiological strategies, like analgesics and biobehavioral in
ventions. Based on Ray's descriptions (1989), parental presence
initially categorized in the legal dimension of care. However, nu:
stated, and observations confirmed that parental presence facili




ing patients more comfortable and helping patients to bet-
scate their pain (Vasey et al., 2019). Since political aspects of
power, role stratification, division of labor, decision mak-
ication patterns, regulatory and payor influences, competi-
stribution of resources within an organization (Ray, 1989),
= role was re-categorized as a political influence. Previous
1asized the dominance of the political and economic di-
~ Potter & Wilson, 2017; Ray, 1989, 1994; Ray et al., 2002);
ded definition of the technologic/physiological dimen-
‘meerplay with the political dimension suggest pain manage-
=25 heavily on these dimensions.
‘2amn scores on the NRS facilitated pain management; however,
ses used discrete NRS scores to guide their interventions, pain
=nt was hindered. The study site culture and analgesic orders
nurses to a set pain score at which to intervene (Pasero
The political influence of allowing nurses to decide to main-
relief by providing analgesics when due, and to prevent pain
anced planning, facilitated care. Physicians tended to legally
2'zesics PRN, as needed (Drew et al., 2018), and nurses
wered with analgesics prescribed PRN gave them on a scheduled
ent and treat children's post-surgical pain. This is recom-
But rarely seen in clinical practice (American Pain Society,
®aice et al,, 2005). More commonly, researchers have reported
=es delay analgesic administration, and may ignore reports of
-ause of legal and political influences (Alotaibi et al., 2018;
= 21_2019). Therefore, the political influence of allowing nurses
Zecisions consistent with their education and scope of practice
orted over the simple technologic/physiological pain score and
restrictive, orders that tie analgesic administration to specific
=5 (Pasero et al., 2016).
ual religious goals of hope for pain relief may be most influ-
the political and technologic/physiological dimensions, and
& By economic and legal constraints, social/cultural norms, and
22l competency (Twycross & Finley, 2013). The inability to ob-
spiritual/religious dimension may explain why only 1 influ-
2s' goals—was categorized to this dimension. Unlike Vasey
2019) study, nurses' goals for pain management were consistent
parents' and organization's goals, suggesting alignment with
2tional culture. Nurses desired for their patients to be as com-
as possible, with pain managed and tolerable. For most patients,
sals were achieved; however, the mixed methods used in this
have biased the results.
wortunities were observed in which nurses failed to rescue pa-
om continued pain. The educational influence of nurses' knowl-
2s identified and has been consistently studied over the past 30
. Alotaibi et al., 2018; Manworren, 2000; Manworren & LaPrise,
McCaffery et al., 1990; Nagib et al., 2018; Smeland et al., 2018).
aton of nurses' knowledge and organizational structures and pro-
that influence translation are more difficult to study and have
ently received less attention (Dihle et al., 2006). Timing of the
ber's patient care rounds was the organizational process that
« to influence nurses' failure to escalate pain management con-
\ this study. This may reflect the organizational culture, the polit-
&mension, and nurses' failure to effectively negotiate this
cracy of caring. To understand factors that contribute to the con-
suboptimal management of pain, failure to escalate pain man-
=nt concerns to prescribers and the hierarchal roles of the
=2l dimension of caring require further investigation.
ious research has suggested that nurses' ability to overcome
may influence pain management decisions, implying that
= clinical practice may also reflect the political and cultural climate
ructure of individual healthcare institutions (Czarnecki et al.,
Czarnecki et al,, 2019). Movement and anxiety, as well as poor
snication among the medical staff, were contributing factors for
=d pain, but undertreated and unrelieved pain was rare in this
Individual patient experiences rather than the organizational
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culture may be the most influential reason for suboptimal pain manage-
ment. Influences categorized in the technologic/physiological and so-
cial/cultural dimensions should be the focus of future studies to tease
out the influence of organizations and individual patients on the man-
agement of post-surgical pain.

Conclusions

The theoretical framework of bureaucratic caring provided a means
to explore the complex factors that influence nurses' provision of acute
post-surgical pain management in a hospital setting. Nurses were ob-
served acting and reacting to assessments, care plans, interventions,
and evaluations. However, nurses' reactions were not the effect of ac-
tions, but instead were the result of personal and system interactions
of care priorities. The dimensions of bureaucratic caring are complex in-
fluences of nursing care. Each dimension presents a potential influence
or barrier to achieving the care goal of pain management. Influences cat-
egorized to the educational and economic dimensions were similar to
Ray's (1989) original descriptions. Ray's work focused on nursing ad-
ministration and emphasized the economic and political dimensions
of the Theory of Bureaucratic Caring; whereas this study focused on
clinical practice and further described the political, legal, and social/cul-
tural dimensions. The definition of the technologic/physiological di-
mension was greatly expanded and influences of the spiritual/
religious dimension were notably absent. Each humanistic and bureau-
cratic dimension of care advanced knowledge of the complexity of pro-
viding acute post-surgical pain management in hospital settings. This
application of the Theory of Bureaucratic Caring also illustrated the in-
terplay of organizational forces and barriers that influence nurses' abil-
ities to facilitate choice to achieve caring. In this study, the nurses were
recognized as negotiators of the bureaucracy of caring who facilitate and
modulate care decisions to focus on care goals and outcomes.
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