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Background
Monitoring and improving the quality of care is an 
increasing concern for health care organisations. 
National Health Service (NHS) organisations in the 
United Kingdom are required to measure the effec-
tiveness of clinical outcomes in order to identify fac-
tors that will improve the quality of care.1 Measuring 
the effectiveness of clinical outcomes is done by 
looking at specific markers of high-quality care and 
pain management is one of these. Many quality 
improvement programmes which mainly focus on 
timely pain assessment and management have been 
put in place.2–5
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Despite the introduction of quality improvement 
programmes, in many places, pain management is sub-
optimal. In a multicentre study of emergency depart-
ments (n = 50), it was found that only 51% of 7265 
patients identified to have pain were given pain treat-
ment.6 Similar figures have been found in cancer care.7 
In terms of documentation, a 1 day survey of inpatients 
(n = 279) found that 76% of patients had pain in the 
previous 24 hours and only 58% had pain assessment 
or management recognised in their records.8 In addi-
tion, a large-scale study of hospital electronic records 
found that 38.4% of 810,774 pain scores identified 
from 38,451 patient stays were clinically significant 
pain events. Yet only 0.2% of these scores were inde-
pendent of other clinical observations suggesting that 
pain was not the clinical focus.9 Pain was assessed 
using the Verbal Rating Scale (VRS) consisting of four 
categories: none (0), mild (1), moderate (2) or severe 
(3), pain scores of moderate or severe were categorised 
as ‘clinically significant pain’.

Due to the complexities of pain and its manage-
ment, it is unclear what elements are necessary to 
determine quality care and which of these would be 
factored into patient satisfaction assessments. 
Martinez et al. undertook a large multivariate linear 
regression analysis of pain satisfaction from cancer 
patients (n = 2746). The results revealed that quality 
care was associated with physician communication, 
care coordination and responsiveness to pain sever-
ity.10 This agrees with another hospital study carried 
out by Zoega et al.11 to explore whether pain manage-
ment practices in a university hospital were in line 
with guidelines on acute, geriatric and cancer pain. 
Patients were recruited from both medical and surgi-
cal wards (n = 308); 83% of patients with pain identi-
fied that satisfaction was linked to reduced time in 
severe pain. In addition, patient expectations and sat-
isfaction are linked. One cancer study (n = 144) found 
that pain severity and patient expectation were 
inversely related12 which helps to establish a link 
between pain relief and satisfaction with pain man-
agement.13 Other factors which may be important in 
satisfaction with pain management are improved use 
of analgesia,14 pre-operative pain assessment15 and 
patient beliefs and attitudes.16

Nurses play a key role in trying to improve patient 
satisfaction: by focusing on better-quality pain man-
agement;17,18 by assisting in quality improvement pro-
grammes19,20 and by trying to understand what patients 
mean by satisfactory pain management.21,22 
Understanding patient satisfaction with pain manage-
ment will enable nurses to target care improvement. 
Beck and colleagues interviewed 33 people in pain and 
identified four themes that were important in satisfac-
tion. These were being treated right; having a safety 

net; partnership with the health care professional and 
the need for the treatment to work.21 In addition, a 
qualitative literature review of satisfaction and the 
experience of care over 20 years in emergency depart-
ments found five themes.22 These are timeliness, empa-
thy, the need for information, technical competence 
and pain management. Both studies identified that the 
patient is not just looking at zero pain by the use of 
analgesia alone. However, they are looking for relief 
from suffering associated with physical pain, functional 
impairment, fear and uncertainty.23

This review has highlighted what influences 
patient satisfaction in cancer care and emergency 
departments. However, the literature on the meaning 
that underlies patient judgements about satisfaction 
with post-operative pain management is limited. In 
the United Kingdom, care providers collect informa-
tion through audit data to assess the effectiveness of 
their care delivery.24 The results of these audits reveal 
that despite advancements in analgesia administra-
tion, there remains a level of dissatisfaction with 
post-operative pain management. This study aimed 
to explore patient perspectives and satisfaction with 
their pain management following major surgery.

Method
Design
This was a qualitative study using a phenomenological 
approach.

Aims
1.	 To describe patient expectations related to the 

experience of pain.
2.	 To explore the meaning that underlies patient 

judgements about satisfaction with pain 
management.

Population and sampling
Participants were recruited from a Renal Transplant 
and Urology unit in a University Hospital located in 
the North West of England. A purposive sample was 
used to ensure that the sample chosen was able to pro-
vide the information needed for the topic25 using the 
following inclusion criteria.

Inclusion criteria
•• 18 years of age and over,
•• Undergone open abdominal surgery, both elective 

and non-elective admissions. 
•• English speaking. 
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Exclusion criteria
•• Vulnerable adults
•• Minor surgery. 

Recruitment
Nurses on the ward reviewed patient’s notes to assess 
the inclusion and exclusion criteria. Patients who met 
the inclusion criteria were given an invitation letter 
and the participant information sheet. Depending 
upon the surgery and the recovery of individual 
patients, this was done on the second or third post-
operative day. The participants were given at least 
24 hours to read and understand the information. If 
they agreed to participate in the study, written 
informed consent was obtained by the researcher and 
the interview date set before discharge from hospital. 
There was no minimum time point on the researcher 
coming to see the patient because it was dependant on 
the type of operation the patient had, the progress of 
the patient’s recovery and the patient’s willingness to 
talk. Confidentiality and anonymity was maintained 
through the study.

Data collection
Data were collected by semi-structured interviews 
using a pre-prepared guide of areas to be discussed 
(Table 1). Interviews were conducted by the researcher 
who had 15 years of surgical experience with a 

particular interest in acute pain management. The 
researcher was employed as a ward sister in the depart-
ment where the patients were being recruited from. 
However, at the time of the study, the researcher was on 
study leave and had no direct clinical contact with the 
patients. Participants were given the choice to be inter-
viewed face to face, in clinic, at home or over the phone. 
The interviews were arranged to take place as close to dis-
charge from hospital as possible to ensure that experiences 
were still fresh in their minds. Participants were encour-
aged to talk freely and to tell stories using their own words. 
Interviews lasted between 45 and 60 minutes.

Ethical considerations
The study was approved by a Medical Research Ethics 
Committee (MREC) and the Hospital Research and 
Development department (R&D).

Analysis
Data collection and analysis ran concurrently to allow 
for the exploration of the key themes and to judge 
when data saturation occurred. All interviews were 
audio recorded. Data were analysed using Colaizzi’s 
method which helped to gain a sense of each partici-
pant’s pain experiences. Analysis was performed using 
the following steps:

1.	 Data were read and re-read to acquire general 
understandings of the narrative.

Table 1.  Interview guide.

Part 1
Pre-operative
•• What was your perception of pain?
•• Describe the preparation you had on pain management before you went to theatre
•• What information did you receive when you first came back from theatre?

Your experience
Tell me about your experience on the management of your pain
•• Describe the severity of your pain after the operation
•• How would you describe the assessment of your pain after the operation?
•• What information did you receive about the pain killers you were being given

   1. Choice on the type of analgesia
   2. Different routes depending on the degree of pain
How often they can have the analgesia
How would you describe the nurses’ attitude regarding your pain?
Part 2
Satisfaction
•• What does satisfaction mean to you?
•• Describe what influenced how satisfied you were with the overall experience?
•• What specifically did nurses do to respond to your pain that led to you feeling satisfied or dissatisfied (Whatever the 

patient responded)
•• Was the nurse’s response to your pain the same or different from what you expected?
•• What things do you think we should have done better?
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2.	 Significant statements pertaining to pain and 
satisfaction were extracted.

3.	 The formulated meanings were sorted into 
themes and clusters of themes.

4.	 Themes were clustered and validated with the 
original text to identify experiences common to 
participants. The first three steps were repeated 
for each participant in order to generate over-
arching themes. At this stage, any contradictory 
themes were investigated for their relevance to 
the topic.

5.	 Validation of the findings was then sought from 
the research participants to compare the 
researcher’s descriptive results with their 
experiences.

6.	 Finally, based on the participant’s feedback, the 
changes were incorporated into the themes rep-
resenting the patients’ experience and satisfac-
tion of post-operative pain management during 
their stay in hospital.

Rigour
Colaizzi’s approach is commonly used in phenomeno-
logical research. Bradbury-Jones et  al.26 indicate that 
participant feedback is the key feature of phenomenol-
ogy. This approach was used to enhance the credibility 
of the results. Colaizzi’s analysis provided the opportu-
nity to return to the participants for validation of the 
results. Transcripts were sent to the participants allow-
ing them to read through the data and analyses. They 
were able to provide feedback on the researchers’ inter-
pretations of their responses, providing the researcher 
with a method of checking for inconsistencies, chal-
lenging the researchers’ assumptions and providing 
them with an opportunity to re-analyse their data.

Assumptions
The researcher’s assumptions were that patient satis-
faction with pain management was linked to pain relief. 
However, Colaizzi’s method of analysis was used to 
ensure that the researcher views were challenged.

Results
Eleven participants agreed to participate in the study 
but data saturation was reached after interviewing 
eight participants. In order to ensure that there were no 
new themes emerging from the interviews, two more 
participants were interviewed. One participant was 
recruited (PM01) but withdrew from the study before 
being interviewed as they were still experiencing pain 
even after being discharged home (Table 2).

All interviews were face to face and took place either 
in clinic or in the participant’s home. Transcripts and 
themes were sent out to all participants and nine 
responded. One participant (PM06) developed surgi-
cal complications after being interviewed and did not 
verify the data. As no changes were asked to be made 
to any of the first nine participants, it was considered 
safe to include the unverified data from this participant 
in the analysis. Three themes emerged: being informed, 
managing their pain and empathic caring (see Table 3 
for themes and subthemes).

Being informed
Delivery of information was a very important aspect in 
the management of pain. Two distinct clusters were 
apparent in this theme, those who felt that they did not 
have enough knowledge about pain and those that felt 
that they received sufficient information.

Not having sufficient information
Some of the participants who felt ill-informed had 
more pain than they expected. They felt that informa-
tion about pain should have been included in the 

Table 2.  Patient characteristics.

Identification 
no

Age Sex Type of op Type of 
operation

PM02 26 Male Donor 
nephrectomy

Elective

PM03 70 Male Cystectomy Elective
PM04 29 Male Adrenalectomy Elective
PM05 58 Female Kidney transplant Emergency
PM06 74 Male Kidney transplant Emergency
PM07 58 Male Kidney transplant Emergency
PM08 58 Male Kidney transplant Elective
PM09 46 Female Kidney transplant Emergency
PM10 31 Female Donor 

nephrectomy
Elective

PM11 42 Female Cystectomy Elective

Table 3. 

Themes

1 Being informed
•• Not having sufficient information
•• Well informed

2 Managing their pain
•• Intensity of post-operative pain
•• Using patient-controlled analgesia (PCA) for pain 

control
3 Empathic caring
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pre-operative care phase. They wanted information 
about acceptable levels of pain and how it was going to 
be managed, as their expectation was that pain follows 
a predictable course that could be foreseen:

… Pre-op was over 3 days, bloods and there was this 
cycling test they had to do. It was all about how fit I was 
to have the operation, there was nothing really about pain 
… (PM03)

Some participants also felt that things were rushed. 
The duration between being called to hospital and hav-
ing the operation was short in many cases. This was 
especially true of the patients undergoing emergency 
or transplantation surgery who had been on the wait-
ing list and whose preparation for surgery had been 
delivered some time ago. The urgency of the situation 
meant they did not have enough time to speak to any-
body about pain or think about what to expect 
post-operatively:

… I thought it was going to hurt a lot, I didn’t really have 
enough time to think about it to be honest. I was only 
called in at 11 am, I came in at 1 pm and by 4 pm I already 
gone to theatre. I was petrified … (PM05)

Delivery of inadequate information was thought to 
have carried on even in the post-operative period. For 
some patients, it was also evident that delivery of infor-
mation on how to manage side effects in order to max-
imise the use of the patient-controlled analgesia (PCA) 
was lacking because side effects such as nausea and 
drowsiness led them to reduce the amount of mor-
phine they delivered to themselves:

… I kept pressing the button for the morphine. But I was 
feeling sick, it was making me feel sick … so I slept nearly 
the whole day … (PM10)

Some participants also highlighted how they strug-
gled to manage the pain effectively due to the timing of 
information. When information was given to them in 
the immediate post-operative period, they were unable 
to process and comprehend the information:

… It was all a bit vague because I was a bit out of it but 
they did say that they will be giving me some Paracetamol 
and some small tablets called codeine … (PM03)

The content of the information about the operation 
was very important too. Participants expected to be given 
information about the details of the operation in order 
for them to understand how best to control their pain:

… I needed just a bit more information about the pain, 
what to expect, how to control it. I am having a lot of 

twinges but it would be good to know what they did 
inside. Obviously other people wouldn’t want to know, 
but I would have loved to know … (PM03)

Clear and detailed information about the pain ther-
apy, pain assessment routines and the nature of the 
operation were considered important to help them to 
control their pain but many stated that this was 
lacking:

… I had a pain killer, it was quiet a strong pain killer, I 
don’t know what it is called … It’s given through the 
pump. You have to press it every 5 minutes or something 
… (PM04)

… I had the syringe first … They only told me to press it, 
I don’t even know what was in it … (PM05)

… I had the strong pain killer at night thinking it might 
make me sleep … (PM05)

Well informed
Some participants felt that they received sufficient 
information to help prepare them for the pain follow-
ing their surgery:

… Before the operation, the doctor briefed me that I will 
be given a pain killer, I won’t feel much pain, that the pain 
killer will be my control … (PM02)

… yes, we discussed it. They told me what kind of things I 
will have, that I could be in hospital for a long time or I 
could be there for a short time … (PM10)

Some participants also indicated that the informa-
tion on pain came from various sources. They indi-
cated that they received helpful information from 
fellow patients who had the operations a few days ear-
lier. They gave them detailed information about their 
experiences on the pain and how to use PCA. The 
information received was seen as helpful and did not 
necessarily mean that the participants complained 
about it not coming from the health professionals:

… the patient next to me was telling me to keep pressing 
it. He was advising me to kill the pain before it starts … 
(PM06)

Because of previous surgery and previous hospital 
admissions, some were well informed about what to 
expect and had the knowledge of what type of treat-
ment they were going to receive:

… I have had 3 caesarean sections, I knew that I was going 
to have morphine and that it helps ease the pain … 
(PM10)
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… I had been admitted before, I saw what happens from 
other patients. They tell you everything … (PM06)

However, knowing or not knowing what to expect 
did not seem to affect satisfaction with the manage-
ment of the pain. The participants had different views 
on what they felt was important information on pain 
management. This indicated that information delivery 
about pain control should be tailored to individual 
patient needs.

Managing the pain
Intensity of post op pain
Patient’s pain experience was varied as well. Regular 
assessment of pain was done during medication rounds 
and when checking observations of vital signs. Pain 
was assessed using the Numeric Rating Score (NRS) 
of 0 as no pain at all and 10 as the worst possible pain. 
Participants talked about the intensity of their pain and 
how it was controlled. Some described the pain to be 
intense or unbearable during the first few hours after 
the operation:

… after the operation, I felt really unbearable pain; It 
made it hard to move to my side. Obviously I went into 
theatre feeling OK … it was unexpected, sharp, unbearable 
pain … (PM04)

… for the first 24 hours to be honest, I did feel pain … 
(PM10)

… They kept asking me that about this chart of 0-10 but 
there was only one day when I said it was 8, the rest were 
2 s to me. That was ok … (PM03)

… at its worst, using a score 0-10, the pain score was 
probably an 8 on average the first few days and the pain 
just went down as time went on … (PM07)

Some patients revealed they did not experience 
enough pain to enable them to use the PCA. One 
patient described her experience to be a ‘breeze’ com-
pared to previous operations:

… This time I had a morphine button, but when I came 
back from theatre, I never pressed it once. I wasn’t in pain, 
I was uncomfortable, but I wasn’t in so much pain for me 
to press that buzzer … (PM08)

Using PCA for pain control
In addition to the effect that education had on partici-
pants’ ability to use PCA, there were other elements of 
PCA that they identified as being important to their 
pain relief. Most participants received opioids through 

PCA and although the PCA machine may appeared 
easy to use, some patients struggled to get the relief 
they wanted in the initial post-operative period and 
therefore suffered more pain than they would have 
liked:

… At first I wasn’t pressing it that much and someone had 
to press it for me. I was quite tired and weak and I kept 
forgetting to press it … (PM04)

One patient described the ability to use the PCA 
was intuitive:

… it’s self-explanatory really. You are given the button and 
you can press it whenever you need it … (PM07)

Despite the fact that some patients had difficulty in 
using PCA, overall it was considered an effective 
method of managing their pain and all of the partici-
pants agreed that once they knew how to use it effec-
tively, their pain was well controlled:

… Once I was able to do it, I pressed it every 5 minutes for 
over a period of two hours and it helped reduce the pain 
… (PM04)

… the pain was about 9-10 when I moved but because I 
kept pressing the pain killer, I kept it on 3-4 … (PM06)

Empathic caring
Apart from ensuring the delivery of information and 
the pain was well controlled, the general care of every 
patient was important in ensuring satisfaction. 
Carrying out regular pain assessment and ensuring 
that the PCA was being used properly indicated that 
the nurses cared:

… There was one nurse between me and another patient 
and they would check that I wasn’t in pain and that I was 
pressing the button … they always checked to make sure 
that I was pressing it and to check how much pain I had. 
So there was always somebody that was checking … 
(PM04)

Participants also indicated that despite being very 
busy, nurses cared for them, attended to their requests 
for pain control and also provided a friendly 
environment:

… they were nice to me and they were caring. Once I 
am feeling any pain, I called them and they came … 
(PM02)

… They were helpful and nice; there wasn’t anyone who 
wasn’t nice….The few times I asked for something, they 
would sort of address it … (PM04)
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… the nurses were good; they always asked if you had any 
pain. They joked with you, it was fantastic, it was a much 
better experience than when I had the babies … (PM10)

Care did not just involve pain management, patients 
also indicated how nurses responded to other needs 
with dedication and empathy:

… when I went to the toilet, I had a problem with my 
catheter and the nurse sorted it out … I have never seen 
nurses as good as the ones who looked after me … staff 
are so busy because of staff shortages, but when I was in 
pain, she was with me all the time … (PM06)

Each patient was asked to describe whether they 
were satisfied with their care or not. Overall, partici-
pants expressed high satisfaction levels because their 
pain was well controlled and the nurses responded to 
them with empathy and a caring attitude. The way care 
was delivered and the attitude of the nurses had an 
impact on the patient’s recovery and on their decisions 
about satisfaction. Participants described the care they 
received as generally good and they highly valued 
nurses’ responses to their pain. Satisfaction was related 
to swift and timely nursing responses and the fact that 
nurses believed them when they said they were in pain. 
When asked about what influenced their satisfaction, 
participants said,

… my satisfaction was influenced by the fact that I wasn’t 
in pain at all … (PM05)

… It’s the fact that they had the medication readily 
available when I needed it and they encouraged me to 
take it, it was there if I needed it … (PM04)

… Because of the way they responded to me when I asked 
for pain killers, they gave me the pain killers and I had 
relief … the nurses were caring … (PM02)

… I was very satisfied, I have never seen nurses so good, I 
saw that the night staff were so busy because of staff 
shortages, but when I was in pain, they were with me all 
the time … (PM06)

However, one patient expressed satisfaction with 
the pain control but was not happy because they did 
not receive enough information:

… I was never left in pain, I would like to say I was satisfied 
but not happy because I wasn’t told enough. Just a bit 
more information about the pain, what to expect, how to 
control it would have been good … (PM03

Discussion
This study demonstrates the need for a holistic approach 
to ensure satisfaction with pain management. The study 

reported inconsistency in the delivery of information 
during the pre- and the post-operative period. Some par-
ticipants would have preferred to have received more 
pre-operative information. This is supported by Anderson 
et al.27 and Bennett et al.28 who found that participants 
wished to receive written and verbal information. 
Delivery of adequate and timely information has been 
found to help patients to develop an understanding of 
the expectations of pain relief post-operatively and 
enhance psychological preparation.29–33 The inability to 
give timely and adequate information had an effect on 
the ability to use the equipment such as PCA effectively. 
This is supported by literature revealing the effects of 
information on pain, education and patient preparation 
for PCA.27,34–37

In our study participants said that they got detailed 
information from fellow patients about how to reduce 
pain and how to use the PCA. This is consistent with a 
thematic synthesis of qualitative studies carried out by 
Dwarsward et  al.38 to evaluate the self-management 
support from the perspective of patients with chronic 
conditions. Dwarsward et  al.’s study revealed that 
health care professionals are valued for their knowl-
edge, while a patient identifying themselves with some-
one in the same situation is a powerful experience 
because it helps them share experiences. However, the 
use of peer support in acute post-operative pain man-
agement is not common. In the current study, it is clear 
that they considered the information they received 
from the peers to be helpful. This is an important mes-
sage as the information may not be accurate and we 
therefore suggest that health care professionals must 
be at the forefront of the information giving if we are to 
ensure accuracy. This has not been identified previ-
ously and future research may wish to explore this area.

Satisfaction was influenced by the way nurses inter-
acted with patients and the effectiveness of the analge-
sia. The participants unmistakably articulated that 
regular pain assessment by nurses and the consequent 
attempt to control pain showed that they cared and this 
had an effect on satisfaction not only with pain control 
but with the overall care received. This ability of the 
nurses to express empathic caring through nursing 
interventions has become known as nursing therapeu-
tics.39 Nursing therapeutics account for the nursing 
skill to develop therapeutic relationships while under-
taking routine nursing tasks. Pain management is one 
area where the nurse can utilise the time with the 
patient to express care, compassion and empathy and 
these results suggest that this could have a significant 
effect on patient satisfaction. This is also consistent 
with a qualitative study carried out by Waters et al.33 in 
which empathy was identified to have a significant 
impact on patient satisfaction.

Our study has revealed that in order to achieve satis-
faction with the management of pain, a holistic approach 
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should include timely and adequate information deliv-
ery, nurses should have a caring attitude and pain should 
be well controlled. Figure 1 illustrates the main themes 
identified in this study which contribute to a holistic 
approach to satisfaction with pain management.

Conclusion
Satisfaction with pain management is influenced by 
good communication and information transfer, appro-
priate pain management and an empathic presence 
throughout.

Limitations and recommendations
The sample was diverse in terms of patho-physiology, 
age, gender and other social factors which may have 
impacted on the pain and its management and influ-
enced satisfaction levels. It would be sensible therefore 
to consider further research to explore any variations in 
homogeneous populations.
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