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The problem of inadequate pain management in hospitals is well
documented. Patients who have substance use disorders (SUD) have
many medical problems and are often in pain as a result of these
problems. Nurses often lack knowledge of appropriate treatment of
both pain and SUD, and have been identified as having negative atti-
tudes toward patients with SUD. The negative attitudes may affect the
quality of care delivered to patients with problems of pain and SUD.
The purpose of this study was to identify and explore nurses’ attitudes
toward hospitalized patients with SUD who are in pain, to expand the
knowledge about nurses’ attitudes and interactions with patients with
SUD in pain, and to generate theory that will contribute to a greater
understanding of the problem. Grounded theory methodology was
used to interview hospital-based nurses who work with patients with
SUD who are in pain. Individual interviews, using a semistructured
interview guide, were conducted with 14 nurses who worked with this
population. Additionally, an expert addictions nurse was interviewed
at the end of the study to validate the findings. Interviews were
analyzed and coded with the use of grounded theory concepts. A
model illustrating the categories and their relationships was devel-
oped based on the theory generated as a result of the study. The
implications for nursing practice, education, research, and policy are
discussed.

© 2014 by the American Society for Pain Management Nursing

The problem of inadequate pain management in United States medical settings is
well documented (Institute of Medicine, 2011). This problem is made even
greater when the patient is a person with a current or prior history of substance
use disorder (SUD). Studies have revealed that chronic pain is up to two to six
times greater in patients with a history of SUD (Gureje, von Korff, Simon, &
Gater, 1998; Jamison, Kaufman, & Katz, 2000; Rosenblum, Joseph, Fong,
Kipnis, Cleeland, & Portenoy, 2003; Verhaak, Kerssens, Dekker, Sorbi, &
Bensing, 1998). Portenoy, Dole, Herman, Lowinson, Rice, Segal, and Richman,
(1997) described the lack of knowledge and provider attitudes as barriers to ef-
fective pain management for the population of patients with pain and SUD. In
the U.S., opiophobia, i.e., the widespread fear of opiate pain relievers, is a result
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of lack of information and the prevalence of the media
and government ‘war on drugs’. This attitude that ex-
ists in the public domain has had its effect on profes-
sional beliefs as well (Morris, 1999).

Pain affects quality of life in a negative manner if
untreated or undertreated. This effect on quality of
life may also negatively affect the relapse in a patient
with SUD. Attitude and beliefs influence pain manage-
ment behavior (Rokeach, 1970). Nurses are the health
care providers who spend the most time with patients
and provide medications and other interventions to
treat patients’ pain. Their attitudes toward pain, SUD
and its effect on their treatment of patients is there-
fore of vital importance in the provision of good
pain care.

REVIEW OF THE LITERATURE

Nurses Attitudes Toward Pain Problems

Xue, Schulman-Green, Czaplinski, Harris, and McCorkle
(2007) reviewed nurses’, physicians’, and pharmacists’
attitudes and knowledge about pain on an oncology ser-
vice and found that medical oncology nurses believed
that ~59% underreported their pain and 12% overre-
ported their pain. Nurses who regularly cared for cancer
patients were less likely than physicians to believe that
patients overreported pain. The attitudes of the three
groups all revealed positive and consistent attitudes
about pain management, but also indicated the need
for more education for all three groups.

In a seminal work, Fagerhaugh and Strauss (1977)
identified three themes about pain management in in-
stitutions that continue to be relevant 35 years later.
The themes were (pp. iii-v):

1) Pain management takes place within organizational set-
tings that affect the character of the interactions be-
tween staff and patients in pain.

2) Political processes (such as persuading, appealing to au-
thority, negotiating, threatening) are involved in the in-
teraction between patients and staff.

3) Hospitals and the activities of the employees in hospi-
tals are organized around a dominant model of acute
care or a disease-oriented model that is often not appro-
priate for the needs of patients with chronic problems,
which are often the majority of patients in pain.

The social world of the hospital or health care set-
ting is subject to the same socialization processes as
the larger social system, because those employed in
the health care setting are also members of society at
large. Therefore, many health care workers unknow-
ingly perpetuate labels and contribute to stigmatization
and marginalization of people with SUD. Volinn (1983)
listed three categories of traits that are stigmatized

by health care professionals: 1) social characteristics,
such as age, race, religion, and lower educational status;
2) patients’ behavior, particularly behavior that rejects
medical authority; and 3) physical characteristics, such
as chronic and malignant disease, that don’t respond
well to treatment (Volinn, 1983, p. 388). Clearly, patients
with SUD have some of these characteristics, such as re-
jection of medical authority, and chronic illness that
does not respond well to treatment.

Nurses’ Attitudes Toward Patients with
Substance Use Disorders

Howard and Chung (2000a) reviewed the research of
the previous three decades on nurses’ attitudes toward
patients with SUD. They noted that nurses’ attitudes ap-
pear to be more positive than they were in the 1960s;
however, a significant minority of nurses continued
to have a negative stereotype of patients with SUD.
Howard and Chung (2000b) also compared nurses’ atti-
tudes with those other groups of helping professionals
(physicians, psychologists, social workers, clerical per-
sonnel, and chemical dependency personnel) and found
that nurses were more negative and punitive and had
more authoritarian orientations toward patients with
SUD than other groups and supported compulsory treat-
ment of patients with SUD (Howard & Chung, 2000b).
Younger nurses and those with more education held
more favorable attitudes toward patients with SUD
than those who were older and had fewer years of
education (Howard & Chung, 2000a). The relationship
between attitudes and negative overt behavior is not
simple, or even necessarily linear, however, this is an im-
portant issue to examine in the treatment of patients
who have SUD.

Addiction terminology has been found to affect
the attitudes of professionals toward patients (Kelly
& Westerhoff, 2009). In a recent study of mental
health care providers, participants were given a survey
with one of two vignettes. One vignette described an
individual with “substance use disorder, and the
other described a “substance abuser”; all other as-
pects of the vignettes were identical. Participants
were asked to rate how much they agreed with the
causes of the problem and whether the the person
should “receive more therapeutic or punitive action,
was a social threat, and was capable of regulating
his substance use behavior” (Kelly & Westerhoff,
2009, p. 2). The study found no difference between
the two groups in terms of social threat or victim treat-
ment, but those who were assigned the “substance
abuser” term were more likely to elicit a response
that the character was personally responsible for his
condition and more likely to agree that punitive mea-
sures should be taken.
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Importance to Nursing

Nurses are the health care providers who are in most
frequent contact with patients with SUD seeking
health care (Howard & Chung, 2000a). Howard,
Walker, Walker, and Suchinsky (1997) documented
that most nursing programs did not have adequate con-
tent about SUD. Lack of understanding about SUD may
negatively affect the quality of nursing care delivered
to patients with SUD, especially regarding manage-
ment of painful medical conditions (Morgan, 2006).

PURPOSE OF STUDY

The present study is an extension of earlier research
that examined patients with SUD’s understanding of
their interactions with nurses around pain management
issues (Morgan, 2006). As a part of the previous study,
two focus groups with nurses were conducted to react
to the model developed that described patients’ under-
standing of their interactions with nurses (Appendix A).
The focus group findings suggested that nurses’ atti-
tudes toward patients with SUD needed further explo-
ration. The aim of the present study was to expand
the knowledge about nurses’ attitudes and interactions
with patients with SUD who were in pain, and to gener-
ate theory that will contribute to a greater understand-
ing of the problem.
The research questions were:

1) What difficulties have you encountered in dealing with
hospitalized patients with SUD who are in pain?

2) What are the difficulties that occur in your interactions
with patients with SUD who were in pain?

3) How do you agree/differ with the model describing
patients’ understanding of their difficulties interacting
with nurses around pain management (Morgan, 2006)?

METHODS

A grounded theory approach was used to interview
hospital nurses that worked with patients with SUD
who were in pain. Glaser (1978) described a priori con-
ditions of grounded theory as having as few previous
conditions as possible; therefore, no theoretical frame-
work was used. Individual interviews were conducted.
A semistructured interview guide (Appendix A) was
used and consisted of a broad opening question and ad-
ditional probes. Demographic data were also collected
(Appendix B).

Following responses to the interview guide, the
nurses were shown the model “Knowing How to Play
the Game: Hospitalized Substance Abusers’ Strategies
for Obtaining Pain Relief” (Fig. 1) and were asked
to comment on it. All interviews were audiotaped

and transcribed, and the transcriptions were reviewed
with the audiotapes for accuracy. The study was pre-
sented to nurse leaders in a nursing department meeting
and a flyer containing information about the study was
posted on each hospital unit. Any nurse who volun-
teered was included. There were no specific exclusion
criteria.

Description of the Setting and the Sample

A sample of 14 participants, 12 women and 2 men, was
obtained from an urban public health hospital. One of
the participants was interviewed twice, once at the be-
ginning of the study and once at the end of the study.
This participant was interviewed twice because she
was very interested in the research topic and wanted
to improve her attitudes and responses to the patient
population of the research project. Participants’ ages
ranged from 31 to 61 years of age. Appendix B provides
information about the demographic of the sample.

Interview Procedures
The Institutional Review Boards of both the university
and the hospital where the study was conducted ap-
proved the study. The study was then introduced to
nurse managers and head nurses in a nursing depart-
ment meeting; contact information for the investigator
was provided to the nurses, along with a flyer contain-
ing information about the study to be shared with
nurses on each hospital unit. Nurses volunteered to
participate in the study by contacting the investigator
by e-mail or phone. After agreeing to participate in
the study, an interview was scheduled at the nurse’s
convenience in a private area at the hospital. Informed
consent was obtained at the beginning of the inter-
view. All interviews were audiotaped; demographic
data were obtained before beginning the interview.

The interview was conducted with the use of
a semistructured format with an interview guide
(Appendix A). A general question about the nurse’s ex-
perience in managing pain with patients with an addic-
tive disorder was used to begin each interview. As more
interviews were conducted and analyzed, more in-depth
questioning occurred in subsequent interviews, based
on previous interview data. As concepts and relation-
ships between concepts began emerging from the
data, the investigator shared these concepts and rela-
tionships with the participants, and they were asked
to comment on how their own experiences were differ-
ent or similar to that of other participants. Additionally,
participants were shown the model “Knowing How to
Play the Game” (Fig. 1) and asked to comment on it
based on their experience with the population.

As the model “Nursing Attitudes towards Patients
with SUD and Pain” was being developed, it also was
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Conditions Problems
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Ficure 1. m Knowing how to play the game: hospitalized substance abusers’ strategies for obtaining pain relief (Morgan, 2006).

shared with participants, and their feedback was soli-
cited on whether or not this model reflected their ex-
periences with the population of patients with pain
and SUD. Written field notes were made during the in-
terviews, following the interviews when the investiga-
tor listened to the tapes, and while reading the
transcripts to highlight observations not captured on
the tape, and describe the investigator’s thoughts on
the interviews.

One final interview was conducted with a nursing
expert in the field of addictions. This participant was
a doctorally prepared nurse who worked in the setting,
and she reviewed the final model and commented on
the categories and their relationships as they related
to her understanding of the problem and the popula-
tion of both patients and nurses in the setting.

Data Analysis

Data analysis began with the first interview. Field notes
were used after each interview to describe nonverbal in-
formation and the investigator’s impressions of the inter-
view. Each audiotape was reviewed after the interview
and transcribed, and the transcription was reviewed
with the tape to assure accuracy of the transcript. Begin-
ning concepts were identified after the first interview,
and in each subsequent interview the concepts were
compared with those from the other interviews. Con-
cepts were grouped, and categories developed from
these groups. Variations and differences among each cat-
egory were developed based on interview data. Memos
documenting the investigator’s thoughts during these
steps of data analysis assisted in refining follow-up
questions in subsequent interviews. A tentative theory
emerged from this process, and the theory was

described to participants who commented on its appli-
cability to their own experiences (Morgan, 20006).
Open coding or line-by-line analysis was per-
formed after each interview. As further interviews
were conducted, axial coding was used to demonstrate
the relationship of subcategories and the variation
among categories (Charmaz, 2002; Strauss & Corbin,
1998). Interviews were conducted until saturation oc-
curred, that is, no new information was obtained.
Strauss and Corbin (1998) described theoretical satura-
tion as when no theoretical variations were found.
Trustworthiness is the measure of data collection
and analysis used in qualitative research. Trustworthi-
ness includes credibility, transferability, dependability,
and confirmability, concepts described by grounded
theorists Glaser and Strauss (1967), Lincoln and Guba
(1985), and Strauss and Corbin (1998). The description
of each step of the process, along with the coding and
development of the theory, is listed deliberately by the
grounded theorist as a way to establish the “grounded-
ness” in the data (Morgan, 2006; Morse, 2001).
Credibility describes the neutral stance of the in-
vestigator toward the data and is demonstrated when
the investigator does what they say they are going to
do in the research process (Glaser & Strauss, 1967,
Morgan, 2006). The detailed descriptions of how data
were collected, analyzed, and presented indicate the
credibility of the information. Transferability or gener-
alizability is limited in qualitative research because of
the context of the setting and the time of the study
(Morgan, 2006). Dependability indicates a way to de-
termine the reliability of the data and is demonstrated
by the audit trail of the research process. All of the
notes, data, audiotapes, memos, and transcripts are
available to determine the dependability of the data.
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Confirmability is demonstrated by the use of thick de-
scriptions from the data that clearly show that the find-
ings can be deduced from the data (Glaser & Strauss,
1967; Lincoln & Guba, 1985; Morgan, 2006; Strauss
& Corbin, 1998).

Model Development

After the third interview, model development was initi-
ated to demonstrate related categories as they emerged
from the data. The model was shared with participants
in each subsequent interview and changed with the var-
iations that participants described in the interviews.
Strauss and Corbin (1998) described this process of dia-
gramming as a way to force the investigator to analyze
the logic of the relationships. Discussion of the model
with participants and the nurse expert in the field
helped to further refine the questions in the final inter-
views and the final depiction of the model. The final
model is depicted in Figure 2.

THE MODEL: “NURSING ATTITUDES
TOWARD PATIENTS WITH SUD AND
PAIN”

The model included two core action categories: “Label-
ing/Not Labeling Pain Behavior” and “Encountering
Barriers” In this model, the word labeling is used as
tool for recognizing and understanding; that is, label-
ing is not always a negative construct. These two
core categories were preceded by contributing condi-
tions of “Nurse’s Attitudes About Pain and Addiction”
and “Patient’s Pain Behavior” These contributing con-
ditions affected the problem identified in the model
“Reacting to the Behavior/Understanding the Behav-
ior” The pathways to the core categories and the con-
sequences of the “Patient” and “Pain Treatment” are
pictured by three different pathways that the partici-
pants described (Fig. 2).

Conditions Problem

The model presents three pathways from the point
of the problem, “Reacting to the Behavior/Understand-
ing the Behavior, continuing through to the Core
Categories and the Consequences. The first pathway
indicates that “Reacting to the Behavior” results in “La-
beling the Pain Behavior” and the participant then “En-
counters Barriers” and stops trying to manage the pain
(Fig. 2, #1). The second pathway begins with the
participant “Understanding the Behavior” then “En-
countering Barriers” but participants in this pathway
described continuing to push through the barriers to
get to the “Patient” and “Pain Treatment” (Fig. 2, #2).
The third pathway begins with “Understanding the Be-
havior” then skirting the barriers and/or going around
the barriers to get directly to the “Patient” and “Pain
Treatment” (Fig. 2, #3). Participants described how
they or other nurses that they worked with fit into these
three different pathways. The model (Fig. 2) maps out
the components of the model and the pathways.

The participants in this study each described their
own attitudes and behavior and commented as well on
their perceptions of the attitudes and behaviors of the
nurses with whom they worked. This expanded infor-
mation allowed for a greater variety in responses than
the response of only the participant. Each participant
described the population involved in response to the
broad beginning question “Can you think of an exam-
ple of a patient with these two problems and how
you were involved with their care while they were in
the hospital?” (Appendix A) of each interview. One par-
ticipant stated:

You offer other ways to treat them, like, what if I turn
you on your side or if I give you some extra pillows, or
what if I change your position or something, if I ...,
you know, some other way that the pain can be relieved.
And, ub, they don’t want it, they don’t want to bear it.
They don’t even ... “Just give me the pills” and that
kind of approach. They bave very poor tolerance for
the pain. They get very upset if you want to even

Core Categories Consequences

Nurse’s

attitude about Reacting

pain and to the

addiction Behavior/
Understand —
-ing the
Behavior

Patient’s Pain

Behavior #3

Labeling/
Not ¢ #1 P Pain
A T
Labeling T R
Pain Encount I > E
Behavior -ering E A
Barriers N Fl{/l
#2
= dr ™ E
T

Ficure 2. m Nursing attitudes toward patients with substance use disorders and pain.
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approach them with something different. They just want
the pill and they want it now. Or they want their injection
or they want the needle but they want it now. In my ex-
perience they usually don’t even want to bear any other
suggestion and they get very upset: “My doctor ordered
this for pain, my doctor said that be wanted me to
bhave this” Almost like you’re trying to prevent them
Jrom getting the pills.

Another participant described a particular patient
with pain and as SUD problem:

Since be was 11 or 12—drugs, drugs, drugs, and then
beroin. So, I mean, be bad done everything under the
sun, um, so that alone, um, I think some of it, I think
a lot of it can also be the people .... He was pretty well to-
gether. He wasn’t screaming, be wasn'’t yelling. He wasn’t
being obnoxious and swearing and cussing out every-
body and all that. But it was just amazing the amounts
of meds that it took for bim to ‘get down” [in control of
bis pain]. His pain level was 10 across the board, at all
times. I did medicate him with exorbitant amounts of
medication ... [be] never blinked, never flinched, never
dozed off .... l would expect that someone would’ve fallen
asleep at least momentarily generally after giving large
amounts of narcotics ... that they would at least doze off.

Each of the categories in the model will now be
explained in detail.

CONTRIBUTING CONDITIONS

Contributing conditions included nurses’ attitudes
about pain, SUD, and the combined problems of pain
and addiction, as well as the patient behaviors as a re-
sult of their pain. These conditions are described in the
participants’ words.

Nurse’s Attitudes About Pain and Addictive
Disorders

Nurses provided information about background fac-
tors that affected their attitudes about both pain and
addictive disorders. Issues such as their own cultural
background, years of experience as a nurse, education,
personal experience of pain, family attitudes and
values about pain and addiction and resources in their
country of origin were issues that were commonly dis-
cussed in the interviews. A common comment about
patients with pain and a SUD was: “They think that
the patient ... bas a drug addiction ... they worry
that it’s [opiates] going to affect them ... they don’t
want to encourage addiction, so they don’t want to
give it.” One participant said:

In my culture ... some people get toughened. They
don’t believe in aspirin unless it’s unbearable, but ...
[not me] because I personally, I have my own [problems
with chronic pain] ... I think because it’s chronic my

body Rind of like gets used to the pain ... I do take
pain meds when it gets really bad ... I identify with
that ... I'm sure they need to be believed, so I can sympa-
thize with them.

Another nurse talked about the need for
education:

They [otber nurses] need to be educated about what
addiction is and how it comes about ... nurses didn’t
think it was important at all to bave all of these drug
and alcobol counselors, and ... what are you thinking
about? If somebody has cancer, you're going to find out
what you can about cancer. If somebody’s got a bernia
you're going to find out what’s wrong ... It’s something
that people have and you need to be educated about it.

One nurse felt that her years of experience as
a nurse helped her and compared herself to less expe-
rienced nurses:

I'm not a new grad and I've evolved in my nursing ca-
reer as well as from a personal standpoint too. Years ago
T would not bave bad the patience to deal with somebody
that was carrying on. Now I look at it from the stand-
point that I'm not walking in their shoes ... so I can
not begin to judge them based on what their bistory
is .... S0 you kinda learn and I think new nurses and
new grads, this is a difficult role to do, because they
don’t have the experience and they don’t have a lot of
confidence yet.

Patients’ Pain Behaviors

Nurses discussed pain behaviors that they felt had an ef-
fect on how they managed the patient’s pain. A common
theme was expressed by one of the participants:
“They’re very demanding, very demanding people;
very difficult to please.” Another nurse described a situa-
tion: I go right to the bedside and say, ‘Two Percocets,
right, bere are your Percocets, and I open them up right
in front of them because they get very suspicious. They
get very suspicious ... To alleviate the anxiety in
them— ‘Did she give me the right amount?”

Other participants discussed patient pain behav-
iors: “Calling me all kind of names doesn’t, is not go-
ing to make anything any different”; “When you yell
at your nurse, or scream at your nurse, how do you
think they’re going to treat you?”

Problem

The problem in the model “Reacting to the Behavior/
Understanding the Behavior” described nurses response
to the underlying conditions of nurses’ attitudes and
patients’ pain behavior. Nurses demonstrated and de-
scribed reacting behavior as well as understanding that
contributed to how they proceeded with the process
of managing pain. Participants often described how
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other nurses had negative reactions to patients with ad-
dictive disorders and pain and reacted to behavior rather
than describe their own reactions that might be per-
ceived as negative.

Reacting to the Behavior/Understanding the
Behavior
Participants described negative reactions by other
nurses: “People bave a bad attitude about people
with substance abuse issues, you Rnow ... they ought
to bave a little more compassion for those people be-
cause of what made them a drug addict”
Participants also described understanding the be-
havior they see in patients with addictive disorders
and pain:

TI've beard stories that would just make your bair curl
and then I thought I can not possibly bear anything as
bad ever again. And then a week later, somebody comes
in with something even more borrific, and you know,
you begin to understand, you know ... Why is it that
we all aren’t abusing drugs to, you Rnow, avoid the
traumas of life? Some people just don’t have the same re-
silience that other people bave in terms of, you Rnow,
making it through a trauma. And then they choose the-
method of just, you know, putting themselves into
oblivion.

Another participant struggled with the reacting/
understanding and stated:

Believe me, I'm trying to find ways because it is bard to
give good care and when you bave this negative feeling,
it’s bard to give good care, very bard, so I try ways to jus-
tify their bebaviors so I can really work with them.

CORE CATEGORIES

The core categories in the model included “Labeling/
Not Labeling Pain Behavior” and “Encountering Bar-
riers” The interaction between these two core cate-
gories had a major effect on how the participants
described the response to the patient and the pain
treatment delivered to the patient, which is depicted
in the three pathways that emerged from the data.

Labeling/Not Labeling Pain Behavior

Participants described a number of factors that contrib-
uted to whether or not the patients’ behavior, and thus
the patient, was labeled as “drug-seeking” The result of
this label was not a positive one in terms of attention be-
ing paid to the patient needs. Issues that contributed to
labeling (negative labeling) were the request for specific
pain medications, asking for as needed (PRN) pain medi-
cations at the same time as regular pain medications were
given, being accustomed to high doses of opiates,

walking around or “looking OK” until reminded of pain,

not discussing other aspects of care (just focusing on

the pain), and high doses of pain medication in general.
One participant described others’ reactions:

Sometimes we say [to another nurse] “Why do you
think that [that patient is a drug-seeker]?” “Ob, because
be’s a clock watcher. Ob, because, you know, be would
ask for pain meds and the next thing you know, be’s
off the floor. So I don’t think be’s in pain.”

Encountering Barriers
Participants described real barriers in the work place
that affected their ability to provide pain treatment to
patients. Barriers included low staffing patterns, high
acuity, inability to contact prescribers, documentation
problems, policies (such as mandatory pain educa-
tion), and lack of resources, such as access to other
providers who might include alternate strategies for
pain management (acupuncture, relaxation, massage).
Multiple participants talked about the demands of
computerized medical records to the point where
“Nursing the Computer” was a consideration for a title
of an earlier model. One participant stated:

And you bave, I'll say 14 patients for example, so the
medication nurse is thinking about finishing ber meds
and yes, she still bas to document, so right there it’s al-
ready, “Ob my God, will I ever finish?” So there’s really
no time to enjoy the patient, or listening to “what really
is your pain?’ ... and, I, you know, it’s the computer, 1
think, is pulling us from our bedside nursing, it’s prevent-
ing us from being at the bedside.

Many participants talked about being in the mid-
dle and having to negotiate with the prescriber for
pain medications:

The patient was just writhing in pain and the ortbope-
dic surgeon and the anesthesiologist were standing there
and they were saying out loud, “I don’t believe you.” And
then I looked at them and I said, “Wow,” I said, “I sincerely
hope that someday you're lying in a bed and the doctor
and anesthesiologist come to you while you're in intrac-
table pain and say, ‘I don’t believe you.”

CONSEQUENCES

The consequences in the model are the “Patient” and
“Pain Treatment.” Participants described three different
pathways to get to the patient and pain treatment. The
first pathway (Fig. 2, #1) was described in terms of
other nurses’ responses to patients, that is, no partici-
pant described his/her own behavior in terms of this
pathway. One participant described: “Like, we bave
one nurse bere, and she will go off the floor when
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a patient [with a substance abuse problem] asks for
pain medicine. She will walk off the floor when
they’re talking about pain meds.” Another participant
who did speak about her own negative thoughts talked
about her initial negative reaction and how she tried to
deal with it; she did walk away, but also came back af-
ter she was able to regain her composure: “It’s a very
trying profession, you know and I've always found
the instant the bairs on the back of my neck go up,
it’s stop ... get away from the situation and come
back, because, you know, something is not quite
right” And another participant described: “When
they [nurses] think that somebody is addicted, they
tend to overlook their pain. They think that those ad-
dicted patients bave no pain. They’re making it up
and that’s why they don’t want to give it”

The second pathway (Fig. 2, # 2) resulted in par-
ticipants struggling to move through the “Labeling/
Not Labeling” and the “Barriers” to eventually reach
the “Patient” and “Pain Treatment.” This group strug-
gled with barriers as already described as well as fears
about legal issues; they spent a great deal of time wor-
rying about whether the pain management they pro-
vided was going too far. One participant spoke of the
frustration:

It’s very difficult and I understand the frustration that
we face because 1 feel it myself, I feel it myself and, you
know, when you bave to bring the doctor’s order to the
patient, then you bhave to bring the medication to the pa-
tient, then you bhave to call three times before the doctor
answers your call, to tell the patient that you are work-
ing, trying to get more pain medication for bim, and
you are, bave another patient you should be dealing
with right now. That is when you feel it, bonest to God
the frustration is so bigh that 1 feel like screaming at
them, you know, something, ... “I know you're in pain
but what do you want me to do?” You bave to deal
with it. I mean that's a true feeling.

Legal concerns were mentioned several times.
One participant said:

I'm advocating for the patient even though I kRnow that
the patient is taking a lot [of pain medication]. But at the
same time I Rnow that bis tolerance is very, very bigh ...
Even though, you know, I'm the one asking for more
[pain medication from the doctor] because I really and
truly believe that the patient needs more or is it just be-
cause I want to get bim out of my face? ... It’s not the
right thing to do to give bhim more just to shut bim up
... Secondly what worries me is like we say “Ob bis toler-
ance is very high, but when are we going to cross that
line? When are we going to get bim a little bit too much?”

The third pathway (Fig. 2, # 3) was described by
several participants. This group focused on the patient,
their relationship with the patient, and the need to

provide quality pain management. This group dis-
cussed skirting the “Labeling/Not Labeling” and “Bar-
riers” categories, and occasionally defying the rules
to provide what they felt was quality care for the pa-
tient. One participant said:

I always said, I would rather do something to belp
somebody and lose my nursing license than to sit back
and say, “Well it’s not within the scope, you know ... I
mean, I've done lots of things there were no doctor’s or-
ders for ... You gotta do what you gotta do, you know, es-
pecially if you're right there and you bave some
experience. As I got older I got more bold, you know, in
terms of, you kRnow, I'm not bere, you Rnow, other than
to make sure that you bave a good experience and that
you get well. That’s my job, you know? And I'm going
to do it bowever I bave to. I think it’s part of my nature,
um, but, as you get older, too, you throw caution to the
wind.

Another participant stated:

The relationship between patients and nurses is, you
know, is very important, and if you think about it
they’ve left their homes, or if they bave bomes or not,
they’re bere, and to me nursing, like I tell other nurses,
somebody’s life is in your bands. They are trusting you

. and their life is in your bands. So if you don’t look
at pain, and then you don’t treat them, you know ...
it’s like you are contributing to their condemnation or
whatever way you put it .... So long as the person is
here and we’ve taken a vow to care for the patient, I think
we should do it with all our beart.

And another participant stated: “You're there to
belp them. There’s something, you know, and we
make things complicated, but there’s something sim-
ple on some level, and it’s an art”

DISCUSSION

In this model, participants described three different
pathways to providing pain management for patients
with SUD and pain in a hospital setting. These three
pathways indicate variation among participants in their
approach to managing pain for patients with SUD in the
hospital. Nurses are often given a fair amount of control
over pain management such that, despite educational
programs for prescribers, pain medication orders are of-
ten written on an as-needed basis rather than around-
the-clock or routine orders. The effects of “Reacting
to Pain Behavior” and “Labeling Pain Behavior” may re-
sult in inadequate response to needs for pain manage-
ment (first pathway) or delayed response to needs
for pain management (second pathway). Nurses who
chose the third pathway did not necessarily constitute
the norm for response to pain for patients with SUD
and discussed the fact that they had difficulties with
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administrative personnel for their responses and/or atti-
tudes. All participants discussed the stigma related to
SUD and the effect of the stigma on health care pro-
viders and response to pain in this population.

Corley and Goren (1998) discussed the “dark side
of nursing” and examined the effect of stigmatizing, la-
beling, and stereotyping of patients on quality of patient
care and the nurses themselves. They found dissatisfac-
tion among patients and the nurses providing their care.
Meleis, Hall, and Stevens (1994) examined the potential
for marginalization, and a subsequent decrease in qual-
ity of care. McCreadie, Lyons, Watt, Ewing, Croft, Smith,
and Tocher (2010) discussed the decreased tolerance
for aberrant behaviors and “ethical erosion” (p. 2,736)
that can occur among nurses who work with people
with pain and SUD. The participants in the present
study of patients with SUD and pain also discussed stig-
matization and effect of labeling, as well as the effect on
quality of pain management and on the participants
themselves. The participant who was interviewed
twice discussed her concern with her negative reac-
tions to patients and her struggle with her reactions.

Johnson and Webb (1995) found that nurses spent
less time with patients who were viewed negatively,
providing only physical care but not really talking
with those patients. Nurses also delayed care, failed to
advocate for patients, were hurried or rough, criticized
patients, and demonstrated disapproval of patients who
were angry or hostile Johnson & Webb, 1995; Kelleher,
2007; Lovi & Barr, 2009; McCreadie et al. (2010);
Pallikkathayil & McBride, 1986; Sines, 1994). Being la-
beled or stigmatized can result in premature discharge
and neglect, and can cause the patient to feel frustrated,
scared, depressed, angry, and upset (Lorbar, 1975;
Rieman, 1986). Participants in the present study por-
trayed nurses who fit into pathway #1 in a similar
fashion.

Nurses’ negative responses to patients also affect
the nurses themselves. Nurses have reported psycho-
logic stress with their own “irrational” responses to per-
sons with AIDS (Swanson, Chenitz, Zalar, & Stoll, 1990).
Feelings of guilt and a moral dissonance about not liking
a patient have been identified by nurses (Johnson &
Webb, 1995), as well as feelings of guilt, shame, and
grief about not acting professionally (Fisher, 1995).

Countertransference occurs commonly among
health care providers working with patients with SUD
(Forrest, 2002; Morgan, 2006). When nurses are not
given the education and tools to manage their negative
reactions to patients with SUD and pain, adequate pain
care may not be delivered. Education and support
for nurses who provide care to this population has
not been adequate and needs improvement (Kelleher;,
2007; Kelleher & Cotter, 2009; Lovi & Barr, 2009).

In summary, participants in the present study de-
scribed their own and other nurses’ responses to
patients with SUD and pain who were hospitalized
and how their response effected delivery of pain man-
agement to the patients. Participants reacted to or un-
derstood patient pain behaviors, based in part on their
own attitudes about pain and SUD. This reaction or
understanding led to labeling or not labeling of pain
behavior, which in combination with real barriers
in the hospital led to three pathways of managing the
patient and their pain. This study examined the re-
sponses of a small number of participants in an urban
public health hospital and is not necessarily generaliz-
able to a larger sample in different settings.

IMPLICATIONS FOR NURSING
PRACTICE AND RESEARCH

This research study provides information about the need
for education and further research in the areas of SUD
and pain management. The model requires further test-
ing in a variety of clinical areas and diverse settings.
Awareness of the impact of stigmatization and labeling
of patients and the impact on care delivery is vital, yet
not often discussed in health care settings (Morgan,
2006). Nurses need more education about both pain
management and SUD and how to cope more effectively
with patient behaviors when both problems are present.
Encouraging nurses to examine their own belief systems
and how they may affect care is one way to provide
nurses with further tools to manage their own responses.
Support for nurses when they experience the negative
reactions to patient behaviors that can commonly occur
with this population is essential, yet rarely provided to
staff nurses. Educational programs that include case sce-
narios and role-playing situations may be of great benefit.
Routine staff support groups on inpatient units are an ad-
ditional way to provide education and support for nurses
(Morgan, 2006; Morgan & White, 2009). McCreadie et al.
(2010) suggested that nurses “should reclaim” communi-
cation and interaction with patients (p. 2,738). Mainte-
nance of effective nurse-patient relationships is often
overlooked in our fast-paced medical environment; the
importance of these relationships is probably more
pressing now than in past decades and needs to be reem-
phasized not only in nursing education, but in clinical set-
tings as well.
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APPENDIX A

Interview Guide
Broad Beginning Question:

Iam interested in learning more about how nurses re-
spond to hospitalized patients who have problems with
substance abuse and pain. Can you think of an example
of a patient with these two problems and how you were
involved with their care while they were in the hospital?

Probes:

1. How was the patient’s pain managed?
How did you feel about the pain management for this
patient?

3. Was the patient’s pain difficult to manage?

4. Were there problems encountered in bringing the pain
under control?

5. How did other staff members respond to the patient’s
pain complaints?

6. How did the patient’s problems with substance abuse
affect his/her pain management?

Can you think of anything else that might be
important for me to know to understand the issues
encountered by nurses in the pain management
of patients who have problems with substance abuse?

APPENDIX B

Demographic Data

What do you consider your race?

White (including non-black Latino) 6 43%
Black 5 36%
Native American 0
Asian or Pacific Islander 2 14%
Mixed race 0
Other 1 7%
What is your ethnic background?
African American 1 7%
Latino 2 14%
European American 3 21%
Asian or Pacific Islander 2 14%
American Indian/Native American 1 7%
Mixed background 1 7%
Other 4 29%
How long have you been a nurse?
<1 year 0
1-5 years 1 7%
6-10 years 1 7%
11-15 years 1 7%
16-20 years 4 29%
21-25 years 3 21%
>25 years 4 29%
What was your basic nursing preparation?
LPN 5 38%
RN diploma 3 21%
Associate degree 3 21%

(Continued)

BSN 3 21%
BS 1 7%
What is the highest nursing degree that you have?
LPN 3 21%
RN diploma 3 21%
Associate degree 3 21%
BSN 5 38%
Master degree 0
Doctoral degree 0
What is the primary shift that you work?
Day shift 8 57%
Evening shift 5 38%
Night shift 1 7%
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