
South Dakota State University South Dakota State University 

Open PRAIRIE: Open Public Research Access Institutional Open PRAIRIE: Open Public Research Access Institutional 

Repository and Information Exchange Repository and Information Exchange 

Doctor of Nursing Practice (DNP) Practice 
Innovation Projects College of Nursing 

2023 

Chronic Pain Assessment and Documentation Protocol Chronic Pain Assessment and Documentation Protocol 

Implementation in Home Health Care Implementation in Home Health Care 

Lannese Purtell 
South Dakota State University, lannese.purtell@gmail.com 

Follow this and additional works at: https://openprairie.sdstate.edu/con_dnp 

 Part of the Nursing Commons 

Recommended Citation Recommended Citation 
Purtell, Lannese, "Chronic Pain Assessment and Documentation Protocol Implementation in Home Health 
Care" (2023). Doctor of Nursing Practice (DNP) Practice Innovation Projects. 190. 
https://openprairie.sdstate.edu/con_dnp/190 

This DNP - Open Access is brought to you for free and open access by the College of Nursing at Open PRAIRIE: 
Open Public Research Access Institutional Repository and Information Exchange. It has been accepted for 
inclusion in Doctor of Nursing Practice (DNP) Practice Innovation Projects by an authorized administrator of Open 
PRAIRIE: Open Public Research Access Institutional Repository and Information Exchange. For more information, 
please contact michael.biondo@sdstate.edu. 

https://openprairie.sdstate.edu/
https://openprairie.sdstate.edu/
https://openprairie.sdstate.edu/con_dnp
https://openprairie.sdstate.edu/con_dnp
https://openprairie.sdstate.edu/con
https://openprairie.sdstate.edu/con_dnp?utm_source=openprairie.sdstate.edu%2Fcon_dnp%2F190&utm_medium=PDF&utm_campaign=PDFCoverPages
https://network.bepress.com/hgg/discipline/718?utm_source=openprairie.sdstate.edu%2Fcon_dnp%2F190&utm_medium=PDF&utm_campaign=PDFCoverPages
https://openprairie.sdstate.edu/con_dnp/190?utm_source=openprairie.sdstate.edu%2Fcon_dnp%2F190&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:michael.biondo@sdstate.edu


CHRONIC PAIN PROTOCOL   

 

 

 

 

 
Chronic Pain Assessment and Documentation Protocol Implementation in Home Health 

Care: Review of Literature 

 

 

 

 

 

BY 

Lannese Purtell 

 

 

 

 

 

 

A paper submitted in partial fulfillment of the requirements for the degree 

Doctor of Nursing Practice 

South Dakota State University 

2023 



CHRONIC PAIN PROTOCOL  ii 

Chronic Pain Assessment and Documentation Protocol 

 

This Doctor of Nursing Practice (DNP) Project is approved as a credible and 

independent investigation by a candidate for the DNP degree and is acceptable for 

meeting the project requirements for this degree. Acceptance of this DNP Project does 

not imply that the conclusions reached by the candidate are necessarily the conclusions of 

the major department. 

 

 

 

        

                                                Dannica Callies, DNP, CNP, FNP-C, CNE       Date 

DNP Project Advisor    

 

   

     Heidi Mennenga, PhD, RN, CNE                    Date 

Associate Dean for Academic Programs 

 

 



CHRONIC PAIN PROTOCOL  iii 

Acknowledgements 

 

I wish to acknowledge the assistance of Dr. Dannica Callies, Dr. Jo Voss, and Dr. Robin 

Brown for helping me create a meaningful project and seeing the value of my project. Dr. 

Gergely Imre for serving as my graduate representative. My family for always believing 

in me. My husband, David, and children, Elijah, Noah, and Gabby for motiving me to 

succeed. 

 

  



CHRONIC PAIN PROTOCOL  iv 

Abstract 

Introduction: Chronic pain is an epidemic facing the United States health care system. 

Chronic pain is widespread and often undertreated by health care providers. A variety of 

survey and literature review techniques have pointed to inadequate education, negative 

beliefs, and lack of protocols on pain management as the cause.  

Methods: Cumulative Index to Nursing and Allied Health Literature (CINAHL), 

ProQuest, OVID, and Google Scholar were searched using the key terms: ‘pain 

management AND nursing AND protocol,’ ‘chronic pain AND protocol AND nursing,’ 

‘pain management AND home healthcare,’ ‘pain management OR pain protocol AND 

home healthcare AND nursing,’ ‘nursing protocol AND pain,’ and ‘nursing protocol 

AND pain AND randomized control trial.’ Articles were limited to those available in full 

text, published in scholarly peer reviewed journals, and written in the English language. 

A total of 14 articles was selected for the literature review. 

Gaps: Small sample sizes, perceived barriers, and poor generalizability have made 

implementing protocols based on the current research problematic. Additionally, there is 

a lack of available data on how these protocols translate into home health care. 

Recommendations: Pain management protocols are recommended to be in place for all 

areas of health care. Protocols can be used to improve knowledge, attitudes, and comfort 

of nurses caring for chronic pain patients. More evidence is needed on translating 

protocols into home health care. 

Keywords: chronic pain, protocol, home health, pain management 
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Chronic Pain Assessment and Documentation Protocol Implementation in Home 

Health Care: Review of Literature 

Pain has often been referred to as “the fifth vital sign” yet management of pain 

has been suboptimal (Drake & Williams, 2017). Chronic pain affects nearly 100 million 

Americans (Martorella et al., 2018). Chronic pain has been known to cause sleep 

disturbances, mental health disorders, and impair functionality and quality of life. Poor 

pain management leads to increased use of health care resources and increased health 

care costs (Drake & Williams, 2017). Negative beliefs as well as lack of education on 

treatment have been identified as barriers to receiving effective treatment and 

management of chronic pain (Hamdan et al., 2022). It is imperative that proper pain 

management protocols address both negative beliefs of pain and provide pain education 

to improve patient outcomes (Kahsay & Pitkajarvi, 2019). 

 Samarkandi (2018) reported that nearly half of all health care providers feel they 

lack knowledge in pain assessment and management. In addition, negative attitudes and 

beliefs held by nurses about patients with chronic pain lead to patients being dissatisfied 

with the health care they receive. Furthermore, nurses feel reluctant to implement policies 

and protocols to address the needs of patients with chronic pain. The review of literature 

conducted supports the need for chronic pain management education and protocols to be 

used in a variety of health care settings (Admassie et al, 2022). This is supported by the 

American Association of Critical Care Nurses (AACN, 2018). Egnatios (2015) noted that 

the use of pain management education is useful not only for home health care providers 

to better understand their patient’s disease process, but also to help educate and empower 

patients to better manage their condition. 
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The number of Americans receiving Medicare funded home health care in 2018 

totaled 5 million people. This number is expected to grow exponentially due to an aging 

population. By the year 2030, one in five Americans will be over the age of 65, and with 

nearly 50% of older adults reporting they have pain, education on pain management and 

use of pain management protocols is paramount (Egnatios, 2015). This statistic highlights 

the need for holistic patient care including management of chronic pain (Chimenti et al., 

2021). For these reasons, the following PICOT question was developed: In home health 

care nurses working with patients who have chronic pain (P), how does the 

implementation of a chronic pain protocol (I) compare with no current chronic pain 

protocol (C) impact nurses’ knowledge, attitudes, and comfort of chronic pain care (O) 

over 5 months (T)? 

Methods 

 This literature review consisted of searching the following databases: Cumulative 

Index to Nursing and Allied Health Literature (CINAHL), ProQuest, OVID, and Google 

Scholar. Keywords and phrases used to search the literature included ‘pain management 

AND nursing AND protocol,’ ‘chronic pain AND protocol AND nursing,’ ‘pain 

management AND home healthcare,’ ‘pain management OR pain protocol AND home 

healthcare AND nursing,’ ‘nursing protocol AND pain,’ and ‘nursing protocol AND pain 

AND randomized control trial.’ Articles were limited to those available in full text, 

published in scholarly peer reviewed journals, and written in the English language. A 

total of 14 articles were selected for the literature review (Appendix A).  

 Articles were graded using the Johns Hopkin’s Nursing Evidence-Based Practice 

Evidence Level and Quality Guide and can be found in Appendix B. Permission granted 
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for use of the model can be found in Appendix C. Studies reviewed include: two cross 

sectional; one cross sectional qualitative review; one scoping review; one multi-center 

cross sectional; one literature review; three quasi-experimental; one comparative, single 

center, retrospective study; one survey; one quality improvement; one randomized 

control trial; and one cross-sectional web-based survey.  

Evidence Findings   

The review of literature conducted supported the education of health care staff on 

chronic pain assessment, treatment, and documentation. Currently, most nurses report 

they have not received specialized pain management education both at college and 

professional levels (Chen et al., 2018; Kahsay & Pitkajarvi, 2019; Samarkandi, 2018). 

Nurses have reported negative attitudes and beliefs towards patients with chronic pain 

and feel reluctant to implement pain management protocols because of these 

misconceptions (Thompson et al., 2018). Nurses report improved ability to care for 

chronic pain patients when protocols are in place (Hamdan et al., 2022). 

Barrier to Pain Management  

Lack of Knowledge 

Use of surveys as a method of assessing both pre and post intervention knowledge 

is a common theme noted in this literature review. Survey methods included in this 

literature review ranged from 38 to 112 questions assessing the knowledge, attitudes, and 

barriers to implementation of pain management interventions. The results of these 

surveys consistently noted lack of knowledge and poor attitudes about chronic pain in 

pre-intervention testing. Kahsay and Pitkajarvi (2019) conducted a cross sectional 

qualitive review using a 112-question knowledge, attitude, and barrier to pain 
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management survey administered to 126 nurses. A validated assessment tool, Nursing 

Knowledge and Attitudes Survey Regarding Pain (NKASRP), was used when conducting 

this survey. This study showed poor attitudes and lack of education on pain management. 

This lack of knowledge results in more negative attitudes held about patients with chronic 

pain (Thompson et al., 2018).  

Poor Attitudes 

Poor attitudes by nurses and health care staff towards patients with chronic pain 

continue to be a well-documented occurrence. Martorella et al. (2019) surveyed 571 

emergency room nurses and noted that 64.4% believed patients are addicted to their 

medications, 29.5% believed patients exaggerate their condition, and 24.7% felt that if 

patients could continue their normal daily activities, their pain must not be that bad. Chen 

et al. (2018) noted similar findings when surveying 201 emergency department workers. 

They found that 61 respondents reported negative perceptions of chronic pain, and 16 

respondents reported that pain is not a medical emergency. Samarkandi (2018) found lack 

of education results in poor attitudes towards chronic pain management. Pain 

management education should begin in undergraduate studies and continue while in the 

health care work force (Kahsay & Pitkajarvi, 2019; Samarkandi, 2018; Thompson et al., 

2019). 

Lack of Chronic Pain Education 

Continuing education for health care professionals on pain management continues 

to be lacking. Samarkani (2018) used a cross sectional study design consisting of a 38-

question knowledge and attitudes survey administered to hospital nurses and found that 

half (50.6%) reported no pain management education within the last five years. Admassie 
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et al. (2022) noted that lack of pain education and decreased frequency of pain education 

were perceived as barriers to effective pain management by nurses. Thompson et al. 

(2018) performed a scoping review of 35 years worth of literature (sum of 53 articles 

dated 1992-2017) and noted similar findings to the above referenced article that pain 

management education is lacking in healthcare. Chen et al. (2018), Drake and Williams 

(2017), and Martorella et al. (2019) all emphasize the importance of proper pain 

management education due to lack of knowledge and perceived negative assumptions of 

patients with chronic pain. Hamdan et al. (2022) recommend the use of continuing 

education on pain management. 

Pain Management Protocols  

This literature review highlights the importance of pain management protocols for 

the proper management and care of patients with chronic pain. Evidenced-based 

protocols are essential to ensure proper evaluation and care of chronic pain patients 

(Kahsay & Pitkajarvi, 2019). Use of chronic pain management protocols has been shown 

to decrease stigmatization by nurses and health care staff and improve patient satisfaction 

with pain management.  

Protocol implementation ensures that knowledge gained translates into practice. 

Successful pain management protocols include identifying education barriers among 

staff, education on the identified barriers as well as proper assessment of and 

documentation on pain, overcoming negative perceptions and discomfort, and 

implementation of guidelines on how to appropriately treat chronic pain. Cui et al. (2018) 

implemented a pain management protocol for nurses to use in orthopedic post operative 

patients and used a validated pre and post assessment tool to determine the effectiveness 
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of training. This study noted that protocol implementation improved nurses’ knowledge 

and attitudes regarding chronic pain as well as improved treatment. Patients included in 

this study had undergone elective orthopedic surgery. It was unclear if they had chronic 

pain prior to surgery or if the surgery was related to chronic pain. Patients reported 

improvement in pain, increased ability to perform activities of daily living (ADLs), and 

improved sleep after protocol implementation. Additionally, patients reported improved 

satisfaction with care of their pain (Cui et al., 2018).  

Patient Assessment  

The American Association of Critical Care Nurses [AACN] (2018) recommends 

that all areas of healthcare have a pain assessment policy in place and that assessment of 

pain be performed using a validated assessment tool. Patient self-report is still the gold 

standard for pain assessment in adults. Nurses can elicit patient self-report by use of 

numeric pain rating scales and simple questions. Patients should be taught on the use of 

verbal and nonverbal communication such as numeric scales, pointing, and head nodding 

to communicate pain to health care professionals (AACN, 2018).  

Numeric 0 to 10 format scales are commonly used in health care, are easily 

accessible, and can be used in a wide variety of health care settings. Use of a numeric 0 to 

10 scale in visual format has been shown to be the best discriminative tool for adult 

intensive care unit (ICU) patients (AACN, 2018). Other pain assessment options exist if a 

patient is unable to rate their pain numerically. In adults unable to communicate pain 

effectively, yes or no questions should be considered a self-report of pain. In patients who 

are critically ill or still struggle to communicate about their pain, self-report should focus 

on the presence of pain rather than its intensity (AACN, 2018).  
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Pain assessment tools are readily available in health care settings. Wong Baker 

allows for free access of both the FACES and numerical pain rating scales via internet 

download. This scale uses both numbers and facial expressions to allow patients to 

communicate their pain. The Abbey pain scale is useful in patients with dementia and 

those unable to communicate pain effectively. This pain rating scale uses nonverbal cues 

to assess pain using a 0 to 14 scale with 0 being no pain and 14 being severe pain. This 

scale is widely used in dementia and nonverbal patients due to its exceptional 

psychometric properties and is easily accessible online (Atee et al., 2017). Other scales 

available for use with nonverbal patients include the Behavioral Pain Scale which 

assesses pain in ventilator dependent patients, and the FLACC scale which is used with 

infants and young children who cannot verbalize discomfort (Atee et al., 2017). These 

scales supply useful information, however, their use in home health care has been 

extremely limited.  

Documentation 

Providing education on chronic pain has shown to improve documentation of 

chronic pain and increase consistency of documentation between health care providers 

(Drake & Williams, 2017). A literature review conducted by Drake and Williams (2017) 

found that seven of eight reviewed papers noted improved documentation after education 

and implementation of pain management protocols. Documentation among staff was 

more comprehensive and included a detailed description of the patient’s pain including 

the patient’s description of their pain, their numerical rating of pain using a validated 

assessment tool, and a description of pain management methods and resources used. The 
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literature review noted that implementation of pain management protocols increased the 

accuracy of documentation (Drake & Williams, 2017).  

The American Association of Critical Care Nurses (2018) has set forth rules for 

pain management documentation. They note that assessment of pain should be conducted 

and documented at a minimum at the beginning of a shift, when giving report to another 

health care provider, and at the end of a shift. Documentation should include pain rating 

and vital signs at a minimum. It is important for nurses to understand that while changes 

in vital signs can be an indicator of pain, they should not be relied upon as the sole 

indicator of pain. Significant changes in vital signs such as tachycardia, bradycardia, 

hypertension, hypotension, desaturation, and bradypnea should be considered an adverse 

event of severe pain. Increasing documentation accuracy leads to increased efficiency and 

the ability of providers to use universal language for easier communication.  

The use of the OPQRST (onset of event, provocation or palliation of symptoms, 

quality, region and radiation, severity, timing) tool provides the components of proper 

documentation in a concise and easy to understand format. This tool is useful for health 

care providers in that it allows for complete and consistent documentation of chronic 

pain. This tool was created by the University of Florida College of Medicine-Jacksonville 

as part of the Pain Assessment and Management Initiative. The overall goal of this 

initiative is to provide safe pain management options in health care systems through 

patient education, quality improvement, and research (University of Florida Health, 

2022). 
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Nurse Knowledge, Attitudes, & Comfort 

Knowledge 

Lack of education, poor perceptions, and feelings of inadequacy translate into 

poorer quality of care and negative attitudes when dealing with patients with chronic 

pain. Samarkandi (2018) found that of nurses surveyed, 15.4% of nurses did not 

recognize the presence of pain because vital signs were normal, 20% reported that 

patients can sleep despite pain, and 55.9% would encourage patients to tolerate pain 

before treating it.  

Chimenti et al. (2021) and Egnatios (2015) used quasi-experimental and quality 

improvement study methods, respectively. Both studies consisted of a pretest education 

on pain management and a post test. Both studies found significantly higher scores on 

the knowledge and treatment of pain post education as well as improved patient 

outcomes. Chimenti et al. (2021) specifically noted improvement in nurses’ knowledge 

of pain management post intervention with a pretest score of 50.7% and post test score 

of 58.7% (n=54, T=3.08, & p = 0.003). In addition, 64.5% of health care professionals 

reported the education module would have at least a moderate impact on their practice 

(Chimenti et al., 2021). Egnatios (2015) reported most health care providers included in 

their survey said they would readily implement an evidence-based pain management 

intervention into practice. 

The literature reviewed has clearly shown that use of chronic pain protocols 

results in increased knowledge by nursing staff versus having no protocol in place. 

Severe knowledge and attitude deficits occur with a lack of training and education, both 

of which are encompassed in pain management protocols (Kahsay & Pitkajarvi, 2019). 
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Improving nursing pain management requires more than just education. Behavioral 

change must occur and be sustained for the intervention to be successful (Drake & 

Williams, 2017). Pain management protocols include the aspects neglected by education 

alone. They provide intrinsic motivation, professional identity, and emotional attachment 

to the subject matter (Drake & Williams, 2017). When protocols are used, nurses are 

more likely to offer pain relief measures, both pharmacologic and nonpharmacologic, to 

patients in their care (Uysal & Yilmazer, 2021). Health care staff trained in proper pain 

relief techniques reported that they felt these techniques would be beneficial to use in 

practice.  

Uysal et al. (2021) noted an improvement in knowledge allowed nurses to 

understand their role in pain management, increased the use of proper assessment tools, 

and increased the use of appropriate treatment. The increased knowledge led to increased 

patient and provider satisfaction, significant improvement in nurses’ self-efficacy, 

positive changes in pain assessment and documentation, and respect for each team 

members’ role in pain management.  

Attitudes 

Negative attitudes and perceptions of chronic pain can lead to misconceptions 

being held by nurses on pain management and pain management protocols. These 

misconceptions include the belief that patients exaggerate their pain to seek attention or 

gain access to analgesics (Samarkandi, 2018). It is important for health care providers to 

recognize the misconceptions they hold as well as understand how their beliefs and 

attitudes towards chronic pain impact their ability to provide care. Failing to know and 

overcome implicit biases can lead to under or over treatment of pain (Muscat et al., 



CHRONIC PAIN PROTOCOL  11 

2021). Myths and misinformation held about opioid use have led to providers feeling 

reluctant to prescribe opioids as well as families and health care staff being reluctant to 

give prescribed opioids (Chen et al., 2018; Chimenti et al., 2020). 

Negative beliefs of chronic pain by nurses and health care staff improve with the 

use of education and pain management protocols. Muscat et al. (2021) noted that when 

nurses were properly educated and nurse-led analgesic protocols were in place, attitudes 

towards patients with chronic pain improved. Additionally, patients with chronic pain 

reported increased satisfaction with care, and analgesic administration time improved. 

Muscat et al. (2021) noted that nurse led pain management protocols increased analgesic 

administration from 44.3% to 57.8% with protocol implementation. Similarly, when 

nurses were educated on chronic pain and had pain management protocols in place, fewer 

negative beliefs were held, and the increased knowledge led to improvements in patient 

care. 

Comfort 

In addition to inadequate knowledge and poor perceptions, nurses often lack 

comfort in adequately caring for patients with chronic pain without proper education and 

protocols. Chen et al. (2018) found that 35% of nurses surveyed reported feeling 

inadequately prepared to deal with chronic pain. Feelings of inadequacy and negativity 

improved with the use of pain management protocols. When nurses are properly educated 

and have the proper tools in place, comfort levels increase. This finding is consistent with 

those of Muscat et al. (2021) and Uysal and Yilmazer (2021). Both articles highlight the 

importance of increasing knowledge of pain management and improving nurse comfort 

through education and protocol implementation. 
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Patient Benefits 

High functioning teamwork improves quality of care. Interprofessional 

communication between practitioners, nurses, patients, and caregivers aids in the 

development of strong interpersonal relationships, which enable optimal health outcomes 

to occur (Gordon et al., 2019). With the use of chronic pain protocols, health care 

providers are equipped to educate patients on how to manage their chronic condition and 

ultimately improve their quality of life and satisfaction with care. This is an added benefit 

of improving the knowledge, attitudes, and comfort level of nurses. 

Egnatios (2015) noted that providing an evidence-based bundle to home health 

staff improved patient mobility. This evidenced-based bundle included the following 

components: combining pharmacologic and nonpharmacologic interventions for pain 

relief (grade C recommendation), instituting psychopharmacologic interventions as part 

of the plan of treatment for pain (grade A recommendation), and cognitive-behavioral 

strategies used in a multidisciplinary approach for treatment of chronic pain (grade A 

recommendation). These interventions were successful in reducing pain with movement. 

A total of 78.1% of patients in the experimental group whose home health staff received 

access to evidence-based pain management bundle reported significant improvement in 

pain with activity (p = 0.007.) Only 48.1% of patients in the control group, who received 

no bundle, reported improvement in pain with activity (Egnatios, 2015). Patient outcomes 

have been shown to improve with the use of evidence-based pain assessments and use of 

comprehensive pain management (Ersek et al., 2012). 
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Gaps in the Literature 

   Throughout the literature, pain management protocols were found to be useful in 

the assessment and treatment of chronic pain, however literature discussing translating 

pain management protocols into home health care is lacking. The articles reviewed did 

not offer insight on how implementation of pain management education was sustained 

over time or how the education translated into the desired practice area. It is unclear how 

well the material presented was retained or if the protocols implemented were 

sustainable. Information is lacking on how often reeducation should occur when 

implementing a pain management protocol as none of the literature reviews provided 

follow up post implementation. 

Recommendations for Practice  

 All articles reviewed recommend the use of chronic pain education for health care 

providers. Increasing contact hours on pain management allows students to gain 

education on pain and modern pain management (Kahsay & Pitkajarvi, 2019). Moreover, 

pain management education and protocols should continue in the workforce. Current 

literature suggests that nurses and health care personnel who lack pain management 

education tend to have negative views of patients with chronic pain (Martorella et al., 

2019). Nurses and health care professionals who take part in pain management education 

report improved knowledge of pain and more favorable attitudes towards patients with 

chronic pain (Chimenti et al, 2021; Muscat et al., 2021; Thompson et al., 2018; Uysal & 

Yilmazer, 2021). Additionally, improved knowledge about chronic pain enables health 

care providers to provide patients with the tools necessary to better manage their 
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condition and provide information on lifestyle changes that can lessen pain (Egnatios, 

2015).  

Chronic pain management protocols encompass the key aspects to improving 

chronic pain management by identifying perceived barriers to effective pain management 

by health care workers, identifying gaps in knowledge, providing education to overcome 

knowledge gaps, improving attitudes about patients with chronic pain, and increasing 

comfort in the ability to care for patients with chronic pain. Protocols improve the ability 

of health care workers to provide a comprehensive pain assessment and improves 

documentation of chronic pain to allow for consistent communication between health 

care providers. Pain management protocols bring together the necessary components of 

successful pain management, improve nurse comfort, and improve patient care. 

Conclusion 

 It is imperative that chronic pain assessment and documentation protocols become 

a standard of practice in all aspects of health care. This literature review has uncovered 

barriers to effective pain management which are largely cause by lack of knowledge, 

poor attitudes, and lack of comfort with chronic pain, improper assessment and 

documentation, and perceived barriers to implementation of interventions to reduce 

chronic pain. Research has shown that education on chronic pain improves nurses’ 

knowledge, attitudes, and comfort in dealing with chronic pain. Additionally, patients 

report improvements in the severity of pain and their ability to manage their pain when 

nurses are educated on how to effectively manage pain and are knowledgeable about the 

disease process. Improvements in documentation increase efficiency and communication 

amongst health care providers and allow for better tracking of pain management 
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interventions. It is recommended that pain management protocols become the standard of 

practice in all health care settings (AACN, 2018). 
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Appendix A 

Evidence Table 

Author(s) & 

Date 

Study Design Participants, 

Sample Size & 

Setting 

Intervention Results Comments 

(Strengths and 

Weaknesses) 

Gaps Recommendations for 

Practice 

Evidence 

Level, 

Quality 

 

 

 

Admassie et 
al. (2022) 

Multi-center cross 
sectional 

153 emergency room 
nurses from 8 

emergency 

departments 

30 item self-
administered 

questionnaire with 10 

questions on 
sociodemographic 

and work-related 

variable and 20 on 
nurses perceived 

barriers 

Overcrowding, 
nurses’ workload, 

absence of pain 

management tool, 
year of experience as 

emergency nurse, 

and frequency of 
training were the 

perceived barriers to 

pain management in 
the emergency 

department 

Strength: Assessed 
work related and 

perceived barriers 

 
Weakness: Smaller 

sample size, used 

emergency 
department nurses 

only 

Utilized 
emergency 

department 

staff only. 

Increase the ratio of 
nurses to emergency 

room patients.  

 
Development of a pain 

assessment and 

management protocol.  
 

Training should be 

given regularly, and the 
opportunity of 

education should be 

maximized 

III, B 

Chen et al. 

(2018) 

Survey 201 emergency room 

health care providers 

including nurses, 
physicians, EMTs, 

and their trainees 

from 13 different 
countries 

26 item questioners 

administered 

through social 
media 

81% of survey 

respondents reported 

no specialized pain 
management training 

and 35% reported 

they do not feel 
adequately prepared 

to treat chronic pain. 

83% of respondents 
report they do not 

utilize guidelines 

when treating 
chronic pain. 

 

50% of respondents 
reported they do not 

think ED providers 

should provide pain 
medication to non-

cancer chronic pain 

patients in the ED. 

Strength: Assessed 

beliefs and attitudes 

towards chronic 
pain.  

 

Weakness: 
Convenience 

sample, small 

sample size, 
potential conflict of 

interest as 

participants were 
compensated for 

time with an entry to 

win a $250 gift card 

Utilized 

emergency 

department 
staff only. 

Chronic pain 

management training 

by all providers to 
increase confidence in 

the ability to care for 

patients with chronic 
pain. 

III, B 
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When asked to rate 

their agreement with 

the statement 
‘Physicians should 

prescribe analgesics, 

including opioids, for 
chronic non-cancer 

pain’ on a one to five 

scale with one being 
completely disagree 

and five being 

completely agree, 
prescribers had a 

mean score of 2.4 

while non-
prescribers such as 

nurses had a mean 

score of 2.9. 
 

Respondents 

reported the 
following barriers to 

treatment of chronic 

pain: negative beliefs 
of chronic pain (61 

respondents), opioid 
dependency/drug 

seeking behaviors 

(31 respondents), 

inappropriate 

treatment in primary 

care (27 
respondents), and 

frustration with lack 

of a primary care 
provider/pain is not 

an emergency (16 

respondents). 

Chimenti et 

al. (2020) 

Quasi-

experimental 

94 home health 

professionals (57 

nurses, 26 physical 
therapists, & 11 

occupational 

therapists.) Case load 
for all disciplines 

totaled 

Pretest, two-part 

educational model 

designed by a local 
gerontologic nurse 

practitioner, and 

post-test. 

Of the 94 home 

health 

professionals, 54 
completed all 

phases of the 

project (57% 
completion rate). 

 

Strength: Used 

among home health 

professionals, 
participation 

voluntary. 

 
Weakness: Small 

sample size 

Small sample 

size reduces 

generalizabili
ty. 

Comprehensive online 

pain management 

training can increase 
knowledge of pain 

management. 

II, B 
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approximately 1,050 

patients per day. 54 

participants 
completed training. 

Mean post-test 

scores significantly 

higher than pretest 
scores (50.7% 

pretest and 58.7% 

posttest) showing 
increase 

knowledge of pain 

among all 
disciplines. Nurses 

scored higher in 

post-test scores 
than physical and 

occupational 

therapists. 
 

31 professionals 

completed an 
optional survey. 

64.5% reported the 

pain management 
intervention would 

have at least a 

moderate impact 
on their practice. 

64.5% reported at 
least moderate 

satisfaction with 

the training 

module. 

Cui et al. 

(2018) 

Quasi-

experimental 

16 registered nurses 

pretest/15 registered 
nurses posttest and 

77 patients 

preintervention/71 
patients post 

intervention. 

Intervention occurred 
on an orthopedic post 

operative unit. 

Preintervention 

testing using two 
validated tools 

(KASRP & IPO-Q 

questioner.) 
Implementation of 

a pain management 

nursing protocol 
and posttest 

(KASRP & IPO-Q) 

at three- and eight-
months post 

intervention 

respectively 

Of the 40 items in 

the KASRP, nurses 
answered 13–26 

items correctly with 

an average score of 
53.6% ± 10.7% pre-

intervention, and 20–

35 items correctly 
with an average 

score of 

74.0% ± 12.3% 
postintervention. 

 

The proportion of 
nurses’ self-report of 

using standardized 

Strength: Utilized 

validated pre and 
post intervention 

testing. Protocol 

implemented and 
knowledge and 

patient satisfaction 

measured after. 
 

Weakness: Small 

sample size 

Small sample 

size reduces 
generalizability. 

Only done on 

an orthopedic 
aftercare unit. 

Implementation of pain 

management protocols 
combined with 

education increases 

nurses’ knowledge and 
attitudes regarding pain 

and improves patient 

outcomes. These 
should be more widely 

used. 

II, B 
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pain assessment tools 

for all patients pre- 

and postintervention 
were 68.8% and 

73.3%, respectively. 

 
After the intervention, 

a smaller proportion of 

patients wished more 
pain treatment than 

they received 

compared to baseline, 
21% (n = 15/71) vs. 

5% (n = 4/77); and a 

higher proportion of 
patients reported 

receiving information 

about pain treatment 
options, 26% 

(n = 19/71) vs. 85% 

(n = 66/77) (p < .001). 
There was no change in 

the proportion of 

patients reporting they 
had been out of bed in 

the first 24 hr since 
surgery 14% 

(n = 10/71) vs. 16% 

(n = 13/77). 

After the intervention, 

a larger proportion of 

patients reported use or 
receipt of nondrug 

methods to relieve 

pain, compared to 
baseline of 60% 

(n = 43/71) vs. 96% 

(n = 74/77). 
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Drake & 

Williams 

(2017) 

Literature 

Review 

12 studies reviewed 

consisting of quasi-

experimental, 
experimental, and 

observational studies 

All studies 

reviewed included 

didactic teaching 
and a skills 

component; ten 

included small 
group discussion 

and interactive 

teaching; five 
included role 

playing. 

Seven of eight 

papers assessing 

pain 
documentation 

found significant 

improvement in 
documentation 

post intervention. 

 
Four studies 

documented 

patient satisfaction 
with pain 

management. One 

found significant 
improvement when 

specifically asking 

about nursing pain 
management but 

no improvement in 

overall patient 
satisfaction with 

the way their pain 

was managed. Two 
studies reported 

improvement in 
patient satisfaction 

with pain 

management post 

intervention. One 

reported no change 

in patient 
satisfaction. 

 

One study found 
that nurses trained 

to offer relaxation 

techniques were 
more inclined to 

do so. 

Strength: Studies 

ranked based on 

quality. Higher 
quality evidence 

used. 

 
Weakness: Small 

sample size, focused 

on acute pain as well 
as chronic 

Small sample 

size caused by 

use of only one 
data base and 

large exclusion 

criteria limited 
data collected. 

 

Use behavioral change 

theory to change health 

care workers attitudes 
about pain. Overcome 

factors leading to 

ineffective pain 
management including 

workload or job-related 

barriers and emotional 
barriers. 

 III, B 

Egnatios 
(2015) 

Quality 
Improvement 

Home health 
professionals serving 

91 Medicare funded 

home health patients 
for a hospital-based 

home health agency 

Mandatory 
education bundle 

by home care 

professionals 
including a pre and 

posttest. The 

Of the 91 patients 
seen with 

Medicare funded 

home health care, 
the education 

bundle was 

Strength: Used 
among home health 

professionals 

 
Weakness: Small 

sample size. 

No way to 
know if 

clinicians used 

education 
bundle in 

practice.  

Use of a pain 
management education 

bundle is helpful for 

improving patient 
reported pain and 

improves 

III, C 
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in Arizona from Jan. 

1 to April 30, 2014. 

education bundle 

included evidence-

based interventions 
including 

combining 

pharmacologic and 
nonpharmacologic 

interventions for 

pain relief (grade C 
recommendation), 

instituting 

psychopharmacolo
gic interventions as 

part of the plan of 

treatment for pain 
(grade A 

recommendation), 

and recognizing 
that cognitive-

behavioral 

strategies used in a 
multidisciplinary 

approach are 

important for 
treatment of 

chronic pain (grade 
A 

recommendation.) 

utilized on 64 of 

them (70.3%). 50 

of the 64 patients 
(78.1%) reported 

an improvement in 

pain interfering 
with activity. 

 

27 of the 91 
patients did not 

have the bundle 

used during their 
care. 13 of the 27 

(48.1%) saw an 

improvement in 
pain interfering 

with activity. 

 
Feedback from 

staff showed that 

they understood 
the educational 

bundle and were 

readily able to 
incorporate it into 

practice. Barriers 
to bundle 

implementation by 

staff were that the 

staff forgot or 

perceived the 

patients’ other 
needs (such as IV 

infusion and 

wound care) as 
more urgent.  

documentation of pain. 

Ersek et al. 

(2012) 

Randomized 

Control Trial 

485 nursing home 

residents from 27 
nursing homes. 

Use of Diffusion of 

Innovations Theory 
to implement 

clinical algorithm 

and comprehensive 
evidence-based 

pain assessment 

and management 
program. 

Adaptive 

randomization 
procedures were 

successful in 

balancing 
intervention and 

control sites on key 

nursing home (NH) 
characteristics. 

Several strategies 

Strength: Large 

sample size. High 
quality study 

 

Weakness: Utilized 
only in nursing 

homes. 

Utilized only in 

nursing homes 

Improving the quality 

of pain management 
delivered to NH 

residents is an urgent 

health-care need. 

I, A 
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were successfully 

implemented to 

enhance the adoption 
of the algorithm. 

Hamdan et al. 
(2022) 

Cross Sectional 300 nurses from 22 
intensive care units 

in Jordan 

Pain Assessment 
and Management 

for Critically Ill 

Adults Survey 

42.3% of nurses 
reported moderate to 

extreme satisfaction 

about receiving 
professional 

development pain 

education regarding 
critically ill patients. 

 

Nurse workload 
(65.3%), patient 

instability (54.4%), 

patient inability to 
communicate 

(53.3%), and 

sedation interfering 
with pain assessment 

(50%) were reported 

by nurses as the most 
frequent barriers 

impacting pain 

assessment and 
management. 

 

Enablers of pain 
assessment and 

management 

reported most 
frequently were 

“pain assessment and 

management is a unit 
priority” (63.7%), 

“enthusiastic and 

motivated staff” 
(61.3%), “protocols 

and guidelines are in 

use” (57.4%), and 
“standardized 

assessment tools are 
in use” (57%) 

Strength: Large 
sample size 

 

Weakness: Utilized 
only in intensive 

care units. 

The use of a 
self-reported 

question-naire 

limits the in-
depth 

understanding 

of the study 
variables. 

 

No pretest 
survey for 

comparison.  

 
The use of a 

self-reported 

questionnaire 
can increase the 

risk for socially 

desirable 
response bias. 

Pain education should 
be included as part of 

hospitals continuing 

education 

III, B 
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Kahsay & 

Pitkajarvi 

(2019) 

Cross Sectional 

Quantitative 

Study 

126 emergency 

department nurses in 

Eritrea  

Knowledge, 

attitude, and barrier 

to pain 
management survey 

consisting of 112 

questions 

37.1% of nurses 

reported some prior 

training on pain 
assessment and 

management.  

 
The mean score for 

knowledge and 

attitude was 49.5%. 
 

Perceived barriers 

include 
overcrowding of ED, 

lack of protocol for 

pain assessment, 
workload, and lack 

of a pain assessment 

tool. 

Strength: Validated 

assessment tool used 

(NKASRP tool has 
known validity and 

reliability) 

 
Weakness: small 

sample size, 

convenience sample 

Utilizes only 

ED nurses in 

Eritrea 

Revision of nursing 

curriculums to include 

pain management 
education, continuing 

education for nursing 

workforce, and 
implement evidenced-

based protocols and 

guidelines for pain 
management care 

III, B 

Martorella et 

al. (2019) 

Cross-Sectional 

Web Based 

Survey 

571 emergency 

department nurses in 

20 states were 
recruited. 482 

completed the 

survey. 

Electronic survey 

taking 

approximately 20 
minutes to 

complete. The 

survey included a 
demographic 

survey, KnowPain-
12 questioner, and 

Chronic Myth Pain 

Scale.  

Negative beliefs on 

pain noted by the 

fact that 64.4% 
believe patients are 

addicted to their 

medications, 29.5% 
believe patients 

exaggerate their 
condition, and 24.7% 

continue their daily 

activities so their 
pain must not be that 

bad. 

Strength: large 

sample size 

 
Weakness: voluntary 

convenience sample, 

participants 
compensated for 

time which can skew 
results 

Consists of a 

survey only and 

no intervention 
or post 

intervention 

testing. 

Continuing education 

on pain medication is 

important for nurses to 
reduce misconceptions. 

III, B 

Muscat et al. 
(2021) 

Comparative, 
Single Center, 

Retrospective 

Study 

756 patients at least 
16 years-old and no 

contraindications to 

receiving oral pain 
relief (377 

preintervention and 

379 post 
intervention) 

Pain management 
training for new 

nurses which 

included nurse-
initiated analgesic 

administration 

Increased knowledge 
of pain management 

for nurses. Faster 

administration of 
acetaminophen or 

oxycodone and 

acetaminophen to 
combat pain using 

nurse-initiated 

protocol. Average 
administration time 

decreased from 18 

minutes to 16 
minutes. 

Strength: Large 
sample size 

including a pre and 

post intervention 
group. Increased 

pain control using 

new protocol. Nurse-
initiated protocol 

resulted in faster 

administration. 
 

Weakness: Protocol 

used in emergency 
department only 

Utilized in 
emergency 

department 

only. Training 
only provided 

to new nurses. 

Increased analgesic 
administration among 

new nurses who 

receive training on pain 
management. Increased 

oral analgesic for 

patients with moderate 
to severe pain. 

 III, B 



CHRONIC PAIN PROTOCOL  27 

 

Nurse initiated 

analgesic 
administration 

increase from 44.3% 

to 57.8% with 
protocol 

implementation. 

Analgesic 
administration 

significantly 

improved for patients 
with severe pain. 

Samarkandi 
(2018) 

Cross Sectional 247 nurses in Saudi 
Arabia 

Knowledge and 
attitude survey on 

pain consisting of 38 

questions 

50.6% of nurses 
reported no pain 

education in the past 

5 years. 
 

The mean total of 

correct answers on 
the knowledge and 

attitudes survey was 

18.5 out of 40 with a 
range of 3-37. 

 

15.4% of nurses did 
not recognize the 

presence of pain 

because vital signs 
were normal. 20% 

reported that patients 

can sleep despite 
pain. 78.9% believe 

the patient is the only 

reliable source of 
pain but 55.9% 

would encourage 

patients to tolerate 
pain before treating 

it. 

 
44.5% of nurses 

acknowledged that 

patients can be 

distracted despite 

severe pain. 

Strength: shows lack 
of education on pain 

 

Weakness: small 
sample size, 

convenience sample, 

substantial number 
of unreturned 

surveys (original 

sample size was 
300) 

Utilizes only 
hospital nurses 

in Saudi Arabia 

Consider pain 
management education 

in undergraduate 

education and continue 
while in practice 

 III, B 



CHRONIC PAIN PROTOCOL  28 

Thompson et al. 

(2018) 

Scoping review 56 articles from 29 

countries from dates 

1992-2017. (23/56 
studies found with in 

the United States) 

Survey methodology 

was the most frequent 

approach. Other 
studies included were 

observational/cohort 

studies, experimental 
design, course 

evaluations, 

qualitative 
approaches, and 

document analysis 

Pain knowledge, 

skills, attitudes, and 

beliefs improve with 
pain education. Lack 

of education was 

associated with 
negative attitudes 

and beliefs about 

pain. 
 

There has been 

considerable research 
in conducting pain 

education with health 

care professionals, 

however, 

implementation of 
protocols has been 

poor. 

Strength: Review of 

35 years of literature 

 
Weakness: small 

sample size 

Quality of 

literature 

reviewed not 
identified.  

Greater implementation 

of core competencies 

for pain education and 
for organizations to 

accredit/regulate 

education health 
professionals and 

ensure standards for 

pain education 

III, B 

 Uysal & 
Yilmazer 

(2021) 

 Quasi 
Experimental  

50 inpatients who 
have been 

hospitalized 1 week 

or longer and 100 
nurses in internal 

medicine 

Pretest and posttest 
design. Nurses 

completed an 

introductory form, 
brief pain inventory, 

and pain knowledge 

and practice 
questioner. 

Educational meetings 

were given on 

guidelines for pain 

management. Pain 

knowledge and 
practice questioner 

was given at end of 

training and 3 months 
post training. Data 

obtained from 

inpatient patients was 
shared with nurses. 

 Increase in 
knowledge of pain 

management by 

nursing staff. Pre and 
posttest scores were 

0.67 ±0.15 and 0.81 

±0.13, respectively. 
 

Informing the patient 

about pain 

significantly 

increased. Use of 

nonpharmacological 
interventions 

increased slightly. 

 
Nurses’ knowledge 

levels increased after 

training; however, 
any significant 

difference was not 

found in nursing 
practice. 

Strength: 
Intervention is of 

sound quality 

 
Weakness: Small 

inpatient sample 

size. 33 patients 
were excluded as 

they had no pain in 

the past week. 

Unknown if pain 

management 

education translated 
into practice. 

Small known 
sample size 

limits 

generalizability. 
Nurses limited 

to those only 

working in 
internal 

medicine. 

Health care providers 
should be educated on 

pain management 

procedures. Patients 
and families should be 

included in pain 

management. Open 
communication 

between health care 

staff, patients, and 

families encouraged. 
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Appendix B 

Evidence Level and Quality: Grading Evidence by Individual Source 

  

  

      Quality ratings →  

  

  

Evidence Levels ↓ 

  

  

A (high quality) 

  

  

B (Good quality) 

  

  

C (Low quality or major 

flaws) 

  

Level I 

  

 1 article 

 

    

  

Level II 

  

 1 article 2 articles   

  

Level III 

  

  

 

 

9 articles  

 

1 article 
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Appendix C 

Johns Hopkin’s EBP Model Permission 

JOHNS HOPKINS EBP MODEL AND TOOLS- 
PERMISSION 
 

Thank you for your submission. We are happy to give you permission to use the Johns Hopkins Evidence-Based Practice model and tools in 
adherence of our legal terms noted below: 

 

• You may not modify the model or the tools without written approval from Johns Hopkins.  

• All reference to source forms should include “©The Johns Hopkins Hospital/The Johns Hopkins University.” 

• The tools may not be used for commercial purposes without special permission.  
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Abstract 

Background/Purpose: Chronic pain management protocols are necessary in all aspects 

of health care to reduce negative perceptions and improve knowledge and comfort when 

caring for patients with chronic pain. 

Methods: A pre-implementation Simplified Knowledge and Attitude Survey Regarding 

Pain (KASRP) and Comfort Survey were administered to rural Midwest home health 

nursing staff followed by implementation of a chronic pain management protocol. The 

protocol included an educational session on understanding and managing chronic pain, 

the use of the OPQRST handout to guide proper documentation, Pain Risk Factors 

Assessment Form, and a Managing Chronic Pain handout. The Simplified KASRP and 

Comfort Surveys were readministered 3.5 months after implementation for a total 

timeline of 5 months. 

Results: The overall mean scores of pre and post implementation Simplified KASRP 

Surveys were 0.74 and 0.73, respectively with a p-value of 0.95. The overall mean scores 

of pre and post implementation Comfort Surveys were 0.83 and 0.84, respectively with a 

p-value of 0.42. Clinically, the project stakeholder reported improved documentation. 

Discussion: Despite the lack of significant change in pre and post-implementation 

surveys, improvements in documentation and improved ability to care for chronic pain 

patients were reported. 

Implications for Practice: A chronic pain assessment and documentation protocol has 

the potential to increase the knowledge, attitudes, and comfort level of home health 

nurses caring for patients with chronic pain. 

 Keywords: chronic pain, protocol, home health, pain management 
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Chronic Pain Assessment and Documentation Protocol Implementation in Home 

Health Care: Methodology 

Background/Purpose 

 Despite pain being referred to as the “fifth vital sign,” treatment is variable and 

often management is suboptimal. This leads to increased use of health care resources 

including prolonged hospital stays, increased health care costs, and increased patient 

hardship. Chronic pain can impair the affected individual’s ability to sleep and function 

leading to mental health disorders and poorer quality of life (Drake & Williams, 2017). 

Patient outcomes improve when nurses have a foundational knowledge of chronic pain, 

and the inverse is true when nurses lack knowledge on chronic pain (Kahsay & 

Pitkajarvi, 2019). Development of chronic pain curriculums and protocols have been 

shown to be instrumental in increasing knowledge, attitudes, and comfort in the 

assessment and management of chronic pain (Kahsay & Pitkajarvi, 2019). 

Home health clinicians play a vital role in chronic pain evaluation and treatment 

(Chimenti et al., 2020). The Centers for Medicare and Medicaid Services (CMS) has 

tasked home health agencies with developing quality improvement projects and 

implementing protocols that address barriers such as inadequate pain management in 

their patient population (CMS, 2022). The literature shows that improving clinicians’ 

knowledge, attitudes, and comfort improves practice performance and patient outcomes 

(Chimenti et al., 2020).  

PICOT Question  

The reasons above led to the development of the following PICOT question: In 

home health care nurses working with patients who have chronic pain (P), how does the 
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implementation of a chronic pain protocol (I) compared to no current chronic pain 

protocol (C) impact nurses’ knowledge, attitudes, and comfort of chronic pain care (O) 

over 5 months (T)? 

Recommendations for Practice  

The current practice recommendation is for nurses and health care providers to 

receive education specific to pain management which should begin in undergraduate 

studies and continue while in the workforce (Kahsay & Pitkajarvi, 2019). Improvements 

in knowledge result in improved patient care as nurses can provide patients with the tools 

needed to manage their pain and provide information on lifestyle modifications to lessen 

pain (Egnatios, 2015). Chronic pain protocols work to overcome gaps in knowledge and 

barriers to successful pain management as well as improve the knowledge, attitudes, and 

comfort levels of health care providers. It is vital that protocols extend beyond improving 

knowledge and seek to change negative attitudes regarding care of patients with chronic 

pain (Uysal & Yilmazer, 2021). In this way, protocols become a sustainable tool an 

organization can continue to utilize long term. 

A literature review by Drake and Williams (2017) found that chronic pain 

protocols improve documentation. They noted documentation was more consistent, and 

pain was documented in greater detail including a thorough description of the pain and of 

non-pharmacologic and pharmacologic methods used to alleviate pain. The use of 

protocols provides health care workers with the necessary tools to perform 

comprehensive pain assessments, improve the quality of documentation, and allow for 

consistency in documentation among health care providers. 
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Gaps  

The gaps identified through literature review included the lack of available 

information on pain management protocols in home health care and the sustainability of 

chronic pain management protocols in this population. Additionally, there was a lack of 

information on how often re-education on chronic pain management should occur. None 

of the articles reviewed provided information on post implementation follow up. 

Methods 

Framework, Theories, and Models  

The Johns Hopkins Evidence-Based Practice Model was used to guide this Doctor 

of Nursing Practice (DNP) Project. The theory that guided this project is Rogers' 

Diffusion of Innovations Theory. The framework that was utilized for this project is the 

Theoretical Domains Framework. 

Setting  

This project took place at a home health care agency in a rural Midwestern town. 

The population was 74,703 as of the 2020 census (United States Census Bureau, 2021). 

The ethnic makeup is predominantly Caucasian (78.9%) and Native American/Alaska 

Native (9.9%) with the remainder identifying as another race or more than one race 

(United States Census Bureau, 2021). Patients served by this agency include adults 18 

years of age and older that live within a 125-mile radius. These patients have a variety of 

physical, mental, and cognitive illnesses. Payor sources serviced by this home health 

agency include Medicare, Medicaid, Department of Veteran’s Affairs, private insurance, 

and Department of Health and Human Services. 
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Sample  

The sample for this project included a convenience sample of 15 registered nurses 

and licensed practical nurses working for the rural Midwest home health care agency. All 

eligible participants in this project held a current South Dakota nursing license, Basic 

Life Support certification, and had worked as a nurse for a minimum of 1 month. 

Intervention Tools 

Chronic Pain Protocol. Evidence gathered from a literature review was utilized 

to create an evidence-based chronic pain management protocol. This chronic pain 

management protocol included an educational session on understanding and managing 

chronic pain; the OPQRST (onset of event, provocation or palliation of symptoms, 

quality, region and radiation, severity, and timing) handout to guide proper 

documentation; Pain Risk Factors Assessment Form to determine causes of pain and the 

patient’s limitations due to pain; and Managing Chronic Pain handout. 

Education. The education session used for this DNP Project was titled 

Understanding and Managing Chronic Pain. This education program was approved by the 

Florida Board of Nursing for 2.0 contact hours of continuing education. The education 

program was designed for use with registered nurses and licensed practical nurses. After 

completion of this course, participants were expected to understand the physiological 

process of pain, how to accurately assess pain, understand the role of non-pharmacologic 

and non-opioid therapies in relieving pain, and identify interventional pain management 

procedures. Staff at this agency are required to complete mandatory monthly training. 

This educational session fulfilled one monthly requirement.  
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Assessment and Documentation Handouts. The OPQRST pain assessment tool 

was implemented to guide nurse assessment and documentation (see Appendix C). This 

tool contains key components that should be included in pain documentation. Two 

handouts, the Pain Risk Factors Assessment Form (Appendix D) and Managing Pain 

Handout (Appendix E), were chosen as they guide proper assessment of pain and aid 

nurses in identifying barriers to inadequate pain control as well as provide patients with 

tools to be successful in pain management.  

KASRP and Comfort Survey. The “Knowledge and Attitudes Survey Regarding 

Pain” (KASRP) is a validated assessment tool consisting of 39 questions. These questions 

are in a true false and multiple-choice format (Appendix F). The survey was originally 

developed in 1987 and has been modified as needed since this date to reflect changes in 

pain management practice. The most recent modification occurred in 2014. This tool 

utilizes content derived from the American Pain Society, World Health Organization, and 

the National Comprehensive Cancer Network Pain Guidelines. The content validity has 

been established by review of pain experts. This tool is suitable for use in a variety of 

populations from students to senior pain experts (Ferrell & McCaffery, 2014). 

This tool was designed to evaluate the success of pain management education 

programs and is available for use in whole or in part through City of Hope at no cost. The 

survey authors do not require permission to use the tool but ask that they are cited as a 

reference (Ferrell & McCaffery, 2014). A copy of the terms of use is found in Appendix 

G. A total of 17 questions were utilized from this survey as they most closely align with 

the population being served by the home health agency. Nurses at this home health 

agency do not work with pediatric patients, nor do they administer pain management 
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medications through IVs or provide around the clock monitoring of pain management 

medications. The additional 22 questions contained in the KASRP Survey were not 

discussed during the education session, in hand outs, in practice, or included in the 

chronic pain management protocol. Administration of the 22 additional questions had the 

potential to negatively impact the pre and post testing KASRP Survey results. 

Simplifying this survey allowed participants to complete the survey in a timely manner. 

Simplification of this survey may have unintentionally affected the reliability and validity 

of the survey. 

In addition to administration of a Simplified KASRP Survey, comfort levels of 

the nurses were assessed pre and post intervention using a survey created by the DNP 

Project Manager. Content validity was performed by the Director of Health Care Services 

at the home health agency where this project was implemented. A copy of the Comfort 

Survey and proof of validation are available in Appendix H. The combined version of the 

Simplified KASRP and Comfort Surveys can be found in Appendix I. A Demographic 

Survey was administered pre-implementation and can be found in Appendix J. 

Project Procedure  

 This project was approved by the facility stakeholder prior to implementation 

(Appendix B). Phase one began with administration of the Demographic Survey and 

Simplified KASRP and Comfort Surveys to all nurses at a rural home health agency. 

Completion of these surveys was voluntary. The DNP Project Manager placed surveys in 

all the nurses’ mailboxes located at the agency’s main office, and the office manager was 

responsible for placing surveys in mailboxes at the agency’s satellite office. Instructions 

on how to complete the surveys were provided by the DNP Project Manager as well as a 
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request to contact the DNP Project Manager with any questions regarding the surveys. 

Participants contacted the DNP Project Manager asking for an extended time to complete 

surveys. The timeline from survey distribution to completion and return was originally 2 

weeks but was extended at the request of project participants. Reminders to complete the 

surveys were given at 7 and 10 days. A total timeline of 1 month was utilized for phase 

one. 

 The second phase of project implementation included a recorded PowerPoint 

explaining the project and tools, copies of the Managing Chronic Pain, OPQRST, and 

Pain Risk Factors Assessment Form handouts, and an educational session on chronic 

pain. The recorded PowerPoint was emailed to each participant by the DNP Project 

Manager. This PowerPoint session discussed the purpose of the selected tools, how to 

effectively use them, and the timeframe for administration to patients. All questions 

regarding these tools were to be directed to the DNP Project Manager. Nurses were 

instructed to use these tools during home health visits conducted with a patient who 

reports chronic pain. Documentation was completed in the patient’s electronic medical 

record. 

It was the expectation that these handouts would be given to and reviewed with 

existing patients within 2 weeks of protocol implementation and reviewed with newly 

admitted patients within 2 weeks of admission. A 2-week timeframe was selected to 

ensure timely implementation of pain management interventions with patients while also 

allowing nurses to address more critical needs prior to the discussion of chronic pain 

management goals. 
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The Understanding and Managing Chronic pain education session was assigned to 

all nursing staff after handouts were given. Due to an error in communication between 

the agency’s human resources office and the DNP Project Manager, nursing staff 

completed the education session prior to administration of pre-implementation surveys. 

This may have unintentionally affected the pre-implementation survey results. The 

requested timeframe for completing the education session was 1 month. There was a 3-

month gap between the administration of the first and second chronic pain educational 

sessions. Nurses completed the education at their convenience. The human resources 

officer tracked completion of the required educational session and notified the DNP 

Project Manager of successful completion. No concerns with nurses completing the 

educations session were reported. The chronic pain protocol was implemented after 

administration of and education on handouts and the Understanding and Managing 

Chronic Pain education. The total timeline for phase two was 3.5 months. 

 The third phase of the project consisted of re-administration of the Simplified 

KASRP and Comfort Surveys. The requested timeline for completion of these surveys 

was 2 weeks. Nurses were informed of the expected timeline for post intervention survey 

administration via email during phase two and one week prior to survey administration. 

Reminders to complete surveys were given weekly via text message during phase three. 

Data Collection 

 Participants were asked to create their own unique survey code to aid in pairing 

pre and post implementation surveys. Creation of a code unique to the individual allowed 

for participants to complete surveys while also remaining anonymous. All surveys 

received were completed in their entirety. 
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Ethical Considerations  

The university institutional review board (IRB) deemed this project not human 

subjects research (Appendix A). The facility had no project research council or IRB. 

Surveys were returned to the DNP Project Manager and will be kept in the DNP Project 

Manager’s home in a locked safe for 7 years after completion. Data will then be 

destroyed.  

Results 

Demographics  

A total of 15 registered nurses and licensed practical nurses were eligible to 

complete this project, however one nurse left the agency during project implementation 

and was unable to complete the protocol implementation. Four nurses completed the 

Demographic Survey. This number could have been increased by presenting this survey 

at a mandatory meeting or by contacting individual participants to garner participation. 

This data was analyzed using descriptive statistics (Appendix K).  

Statistical Testing  

Analysis of data was done by the DNP Project Manager. Data analysis was 

completed using Microsoft Excel with α≤0.05. The mean scores for participants pre and 

post implementation were analyzed (Appendix L). The Simplified KASRP was coded 

with a 0 for incorrect answers and a 1 for correct answers. No partial points were given. 

A total of 17 points were possible. The Comfort Survey was coded as follows: strongly 

agree 5, agree 4, neither agree or disagree 3, disagree 2, and strongly disagree 1. The 

Comfort Survey consisted of four questions with a total possible score of 20 points. In 

addition to analyzing the change in overall scores among all nurses, changes in individual 



CHRONIC PAIN PROTOCOL  10 

surveys pre and post protocol implementation were gathered for individuals completing 

both surveys. A total of four pre-implementation and five post implementation surveys 

were completed. Of the surveys completed, two participants completed both the pre and 

post implementation Simplified KASRP and Comfort Surveys. 

Simplified KASRP. The overall mean scores of the pre and post intervention 

surveys were 0.74 and 0.73, respectively. A p-value of 0.95 was obtained indicating no 

statistical significance. Of the two paired surveys, one participant had no change between 

survey scores, and the other had a 6% increase in their post implementation Simplified 

KASRP score.  

Comfort Survey. The overall mean scores of the pre and post intervention 

Comfort Surveys were 0.83 (16.5/20) and 0.84 (16.8/20), respectively. A p-value of 0.42 

was obtained indicating no statistical significance. Of the two paired surveys, one 

participant had no change between surveys, and the other had a two-point increase in 

their post intervention score. 

Discussion 

 This project focused on improving the knowledge, attitudes, and comfort of home 

health care nurses regarding chronic pain. In a study of 16 registered nurses 

preintervention and 15 registered nurses post intervention, Cui et al. (2018) noted an 

average score of 53.6% ± 10.7% pre-intervention, and an average score of 

74.0% ± 12.3% postintervention on the KASRP survey showing improvements in nurses’ 

knowledge and attitudes of chronic pain. The results of this DNP Project mimicked the 

postintervention survey scores obtained in this study but not the preintervention. This 

could be due, in part, to nurses receiving education prior to survey administration. 
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 The results of this DNP project showed a slight improvement in the comfort level 

of nurses when caring for patients with chronic pain. This is consistent with the findings 

of Muscat et al. (2021) and Uysal and Yilmazer (2021) which found that increasing 

knowledge of pain management and pain protocols resulted in improved comfort levels 

of nurses. 

 The smaller sample size was beneficial in that it allowed the DNP Project 

Manager to have discussions with project participants and the stakeholder regarding the 

protocol post implementation. This allowed for feedback from individual nurses about the 

protocol as well as perceived benefits and barriers from the stakeholder. Nurses shared 

the handouts were easy to understand and use. The stakeholder reported that overall 

documentation is improving, however she feels there is room for nurses to provide more 

comprehensive charting. She did not share any specific areas that improved or need 

improvement. 

Barriers and Limitations 

The barriers and limitations to this project include a small sample size, inability to 

verify if protocol tools are being utilized in the patients’ home, and inability to verify if 

participants viewed the recorded PowerPoint. Of the 15 nurses available to participate in 

pre implementation surveys and 14 nurses available to participate in the post 

implementation surveys, a total of seven completed at least one survey. Increased 

participation could have been garnered by presenting surveys at a mandatory meeting or 

by offering a gift card for survey participation. Participants reported that they did not feel 

they had the time to complete surveys, citing a busy work and home life as the main 

reason. Participants were encouraged by the DNP Project Manager to complete surveys 
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during pre-implementation and post implementation phases. The theoretical domains 

framework was used to address the lack of survey responses. The DNP Project Manager 

utilized a different method of communication for post implementation surveys in an 

attempt to increase survey response. Reaching out to individual participants may have 

been useful versus sending mass emails and text messages to increase survey 

participation. Contacting individual participants to discuss the PowerPoint, address any 

questions on the PowerPoint or the handouts presented, and discussing if and how the 

protocol handouts were being utilized in patient homes could have helped to ensure their 

use. The DNP Project manager reviewing charts with individual nurses and offering 

constructive feedback may have been beneficial in achieving the secondary goal of 

protocol implementation, which was improved documentation. 

 Patient outcomes could be measured in future projects such as comparing pain at 

start of care with pain at discharge or through patient interview. Drake and Williams 

(2017) noted that patient satisfaction can increase with pain management interventions 

and measurement of this could be done in future DNP or research projects. This project 

utilized handouts to help both nurses and patients understand and better manage chronic 

pain, however patient’s perceptions of these tools were not measured. 

Despite the small sample size and limited generalizability in practice, this project 

may serve to benefit smaller home health agencies and could be completed in a larger 

scale setting. Protocols have been found to be beneficial by providing improved patient 

care and documentation (Admassie et al., 2022). Increasing knowledge, attitudes and 

comfort of chronic pain helps nurses to feel more confident in their role of caring for 

chronic pain patients (Chen et al., 2018). The results obtained through this project mirror 
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similar projects in other home health agencies as participants provided feedback that they 

knew and understood the materials being used, but it was unclear as to how often these 

tools were used in the home (Egnatios, 2015).  

Implications for Practice 

Organizational Impact  

This DNP Project was designed as a quality improvement project for the facility it 

was implemented in which serves rural, underserved, and economically diverse 

populations. By addressing the concern of pain management and documentation through 

implementation of this chronic pain management protocol, the organization was able to 

benefit by providing proof of a quality improvement project to CMS, increasing the 

consistency of documentation, and decreasing the time needed by the quality 

improvement specialist to review charting. 

Facility Cost and Project Support 

 The stakeholder fully supported this project and all costs incurred including but 

not limited to employee pay for time spent on education; ink, paper, and printing of 

materials; and time spent in patient’s homes discussing materials. The stakeholder was 

responsible for employee pay for visits that may have been prolonged due to patient 

education. The educational session was provided to the agency at no cost. The DNP 

Project Manager was responsible for garnering participation, distributing surveys, 

answering questions on the protocol and surveys, providing a narrated PowerPoint 

discussing protocol tools, and collecting and analyzing data. 
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Sustainability and Recommendations for Practice  

The organization intends to utilize this pain management protocol long term. This 

protocol is subject to modification based upon the rules set forth by CMS and the needs 

of the organization. It is recommended for practice that pain management education and 

pain management protocols be standard in all aspects of health care. Possible changes 

that could be made to this project to produce meaningful results include presenting 

materials at mandatory in-person meetings and tracking the use of materials among all 

patients with chronic pain regardless of payor source. The framework of this project 

could be used by other home health agencies to implement a pain management protocol.  

Limitations  

The limitations of this project are the low return rate of surveys and the inability 

to pair more than two surveys and show change between those participants. Participants 

receiving chronic pain education prior to pre-implementation surveys being administered 

may have skewed pre-implementation survey results. 

Conclusion 

 The implementation of this DNP Project highlighted the lack of knowledge, poor 

attitudes, and lack of comfort in caring for patients with chronic pain could potentially be 

overcome through protocol implementation. The stakeholder reported improvements in 

documentation, and nurses reported improvements in their ability to care for patients with 

chronic pain. This project has the potential to help home health agencies improve the 

knowledge, attitudes, and comfort level of nurses caring for patients with chronic pain as 

well as improve documentation on chronic pain.
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Appendix B 

 Facility Approval  
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Appendix C 

OPQRST Assessment Tool 
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From Pain Assessment and Management Initiative, by University of Florida College of 

Medicine -Jacksonville, 2022 (https://pami.emergency.med.jax.ufl.edu/resources/). In the 

public domain 
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Appendix D 

Pain Risk Factor Assessment Form 
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From Pain Assessment and Management Initiative, by University of Florida College of Medicine -Jacksonville, 2022 

(https://pami.emergency.med.jax.ufl.edu/resources/). In the public domain 
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Appendix E 

Managing Pain Handout 
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From Pain Assessment and Management Initiative, by University of Florida College of Medicine -Jacksonville, 2022 

(https://pami.emergency.med.jax.ufl.edu/resources/). In the public domain.
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Appendix F 

Knowledge and Attitudes Survey Regarding Pain Survey with Answer Key 
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Appendix G 

Permission for Use of Survey Tool 
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 Appendix H   

Comfort Survey and Proof of Validation 

Directions: Please select the response that most accurately describes your feelings on 

chronic pain. 

1. I am comfortable with my level of knowledge in caring for patients with chronic 

pain. 

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 

2. I am comfortable with my chronic pain assessment and documentation skills. 

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 

3. I am comfortable discussing both pharmacologic and non-pharmacologic pain 

relief measures with patients with chronic pain. 

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 

4. I am comfortable with caring for patients with chronic pain.  

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 
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Appendix I 

Simplified KASRP and Comfort Survey Combination 

Please select a survey ID number that is easy for you to remember as this will be used on 

the post intervention survey should you complete it. Please avoid the use of identifying 

information such as names, birth dates, social security numbers, or phone numbers. 

Please complete the questions below, skipping any questions that you do not feel 

comfortable answering. Please complete the surveys individually. By completing these 

surveys, you are consenting to participate in the Chronic Pain Assessment and 

Documentation Protocol Implementation in Home Health Care research project 

conducted by Lannese Purtell in fulfillment of the requirement set forth to obtain a 

Doctor of Nursing Practice degree. Any questions can be directed to the project manager, 

Lannese Purtell, by calling 605-391-7834 or via email lannese.purtell@jacks.sdstate.edu 

 

Survey ID number: ___________________ 

Date Completed: ______________ 

Knowledge and Attitudes Survey Regarding Pain 

Circle T for true or F for false 

T   F   1. Vital signs are always reliable indicators of the intensity of a patient’s pain. 

T   F   2. Patients who can be distracted from pain usually do not have severe pain. 

T   F   3. Patients may sleep in spite of severe pain. 

T   F   4. Aspirin and other nonsteroidal anti-inflammatory agents are NOT effective 

analgesics for pain bone metastases. 
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T   F   5. Respiratory depression rarely occurs in patients who have been receiving stable 

doses of opioids over a period of months. 

T   F   6. Combining analgesics that work by different mechanisms (e.g., combining an 

NSAID with an opioid) may result in better pain control with fewer side effects than 

using a single analgesic agent. 

T   F   7. Opioids should not be used in patients with a history of substance abuse. 

T   F   8. Elderly patients cannot tolerate opioids for pain relief 

T   F   9. Patients should be encouraged to endure as much pain as possible before using 

an opioid. 

T   F   10. Patient’s spiritual beliefs may lead them to think pain and suffering are 

necessary. 

T   F   11. Anticonvulsant drugs such as gabapentin (Neurontin) produce optimal pain 

relief after a single dose 

T   F   12. Benzodiazepines are not effective pain relievers and are rarely recommended 

as part of an analgesic regiment. 

T   F   13. Narcotic/opioid addiction is defined as a chronic neurobiologic disease, 

characterized by behaviors that include one or more of the following: impaired control 

over drug use, compulsive use, continued use despite harm, and craving. 

Please mark the correct answer. 

14. The most accurate judge of the intensity of the patient’s pain is: 

___a. the treating physician 

___b. the patient’s primary nurse 

___c. the patient 
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___d. the pharmacist 

___e. the patient’s spouse or family 

15. Which of the following describes the best approach for cultural considerations in 

caring for patients in pain: 

___a. There are no longer cultural influences in the U.S. due to the diversity of 

population. 

___b. Cultural influences can be determined by an individual’s ethnicity (e.g., 

Asians are stoic, Italians are expressive, etc.) 

___c. Patients should be individually assessed to determine cultural influences. 

___d. Cultural influences can be determined by an individual’s socioeconomic 

status (e.g., blue collar workers report more pain than white collar workers). 

16. How likely is it that patients who develop pain already have an alcohol and/or drug 

abuse problem? 

___< 1%  

___5 - 15%  

___25 - 50%  

___75 - 100% 

17. Following abrupt discontinuation of an opioid, physical dependence is manifested by 

the following: 

___a. sweating, yawning, diarrhea and agitation with patients when the opioid is 

abruptly discontinued 

___b. Impaired control over drug use, compulsive use, and craving 

___c. The need for higher doses to achieve the same effect. 
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___d. a and b 

Comfort Survey 

Directions: Please select the response that most accurately describes your feelings on 

chronic pain. 

1. I am comfortable with my level of knowledge in caring for patients with chronic 

pain. 

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 

2. I am comfortable with my chronic pain assessment and documentation skills. 

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 

3. I am comfortable discussing both pharmacologic and non-pharmacologic pain 

relief measures with patients with chronic pain. 

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 

4. I am comfortable with caring for patients with chronic pain. 

Strongly Agree   Agree    Neither agree nor disagree    Disagree     Strongly Disagree 
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Appendix J 

Demographic Survey 

Date Completed: ______________ 

Age:   ___18-30 ___31-40 ___41-50 ___51-60 ___60 or older 

___Prefer not to disclose 

Please check the appropriate box for the following questions 

Gender:  ___ Male ___ Female ___Other ___Prefer not to disclose 

Current license held: 

___ Registered Nurse (RN) ___ Licensed Practical Nurse (LPN) 

___Prefer not to disclose 

Level of education: 

___ Diploma Program  ___ Associates Degree ___ Bachelor’s Degree 

___ Other Please specify: ____________________________________________ 

___Prefer not to disclose 

Years of nursing experience: 

___ Less than 1 year    ___ 1-5 years      ___ 6-10 years        ___ 10 years or greater 

___Prefer not to disclose 

Have you completed pain management education or training? 

___No  ___Yes ___Prefer not to disclose 

If yes, please describe below: 

___In undergraduate studies  ___In graduate studies       

     ___As part of workforce education __Other (please describe below):  

 

______________________________________________________________ 
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Appendix K 

Demographic Survey 
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Appendix L 

KASRP and Comfort Survey Analysis 
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