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Abstract 

Background: Many aspects of the recovery from CT surgery may inhibit patients from achieving what 

they see as adequate pain control.  It is important to recognize this pattern and provide education to 

adequately prepare patients for their recovery, as it has been demonstrated that preoperative education 

influences positive outcomes.   Additionally, The Joint Commission requires that hospitals assist in 

developing realistic expectations about pain management which are shared with patients. 

Problem: Cardiothoracic surgery patients begin their surgical experience with unrealistic expectations for 

the postoperative period and the applied pain management strategies. 

Purpose: The purpose of the proposed quality improvement project is to better prepare patients for the 

postoperative pain experience by implementing pain-specific educational materials.   

Methods: The change was the delivery of an educational booklet, Pain Relief After Surgery, to patients 

undergoing elective open-heart surgery.  Patients were placed into either an intervention (received booklet) 

or control group (received nothing) based on a coin flip.  A questionnaire was administered at discharge 

assessing pain interference and overall benefit of the project materials.    

Results: Due to the COVID-19 pandemic and staffing issues severely affected both the total number of 

patients included in the project and staff buy-in for administering the discharge surveys.   

Conclusion: The timing of implementing a successful quality improvement is as important as the project 

design itself.  During the COVID-19 pandemic, quality improvement resources were directed towards 

pandemic-related projects.  Additionally, an essential component of the project was lost with the untimely 

change in clinical leadership, which made the project a footnote to organizational priorities. 

 

 

 

 

 

 

 

 



Managing Expectations for Postoperative Pain in Cardiothoracic Surgery Patients: 

A Quality Improvement Project 

The International Association for the Study of Pain defines pain as “an unpleasant sensory and 

emotional experience associated with actual or potential tissue damage, or described in terms of such 

damage” (Williams & Craig, 2016).  Inadequate pain control for post-operative patients has a number of 

negative effects including increased morbidity and mortality and decreased patient satisfaction.  Pain 

management approaches in cardiothoracic (CT) surgery can be particularly contentious among patients, due 

to a number of required postoperative interventions that can be distressing. Early mobilization, deep 

breathing exercises, coughing, and incentive spirometry are essential to restoring pulmonary function and 

improving muscle strength (Santos, Ricci, Suster, Paisani, & Chiavegato, 2017).  Patient participation in 

these interventions requires an effort to manage two conflicting factors – the need for a patient that is 

awake and alert and the desire for substantial pain relief.  As opioids remain the hallmark of postsurgical 

pain relief, it can be challenging to achieve adequate analgesia for some patients while preventing the 

sedation and respiratory depression that prevent patient involvement in the postoperative care plan.  For 

advanced practitioners, it is essential to discuss expectations for pain control in advance of the patient 

reporting for surgery to influence realistic expectations about pain so the patient may thrive during the 

postoperative period. 

Background and Significance  

 There is limited information available on the relationship between preoperative pain expectations 

and a patient’s pain experience, but the available data suggests a positive relationship between 

preconceptions and the actual pain encounter.  Historically, it has been shown that an appreciable number 

underestimate the severity of pain which they would feel, leading to a greater emotional reaction (Carr & 

Thomas, 1996).  Similarly, pain catastrophizing – negative thinking characterized by magnification, 

rumination, and helplessness – has been shown to be a psychological variable capable of predicting pain 

intensity (Khan et al., 2012).  Understanding and addressing these thought processes preoperatively is 

important because they impact patient satisfaction which in turn has clinical, financial, and organizational 

implications for health care institutions (Mehta, 2015).   



In the United States, it was previously thought that a positive association existed between patient 

satisfaction and the quality of care received, where hospitals with higher patient experience scores,  

identified by the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) survey, 

provided consistently better care (Jha, Orav, Zheng, & Epstein, 2008).  HCAHPS scores were used to 

determine reimbursement for inpatient services by the Centers for Medicare and Medicaid Services (CMS).  

In an effort to improve the quality of care provided by health care institutions, CMS started a new program, 

Hospital value-based purchasing (HBVP), which built on the 2010 Affordable Care Act by making 

hospitals meet a standard for quality measures, satisfaction scores, and cost-efficiency in order to earn the 

complete reimbursement for their services (Stacy, 2016).  Deficiencies in HCAHPS scores required 

healthcare institutions to reflect on their organizational structure and consider how improvements in care 

coordination and patient-provider relationships could be positively reflected by patients’ ratings on the 

survey (Berkowitz, 2016).  In 2019, CMS removed the questions relating pain and patient satisfaction due 

to concerns of influencing the opioid crisis (Industry Edge, 2018).  The current trend in pain assessment 

and treatment is movement towards the use of multi-dimensional pain assessment tools, such as the Overall 

Benefit of Analgesia Score or the Clinically Aligned Pain Assessment Tool, which provide a more global 

view of a patient’s pain experience (Scher et al., 2019).   

 Marks & Sachar (1973) first highlighted the issues of unresolved pain among inpatients; 

misinformation and misconceptions led to avoidable suffering in that population.  Following the 

publication of that article, the American Pain Society (APS) established formal guidelines to help guide 

practitioners in more effective assessment and management of pain (APS Quality of Care Committee, 

1995).  Furthering the effort to address pain within the hospital setting, was the integration of pain 

assessment and management initiatives into the standards by which The Joint Commission accredits health 

care facilities (Berry & Dahl, 2000).  As of January 2018, The Joint Commission has published revised 

standards that make pain assessment and management an organizational priority in addition to requiring 

data collection and review for determining the effectiveness of pain control efforts (The Joint Commission, 

2017).  While these improvements in assessment techniques and analgesic education have resulted in a 

decreased incidence of unresolved pain, quality improvement efforts continue to be aimed at pain 

management.   



 Over 300,000 CT surgery procedures are performed in the United States each year, most of which 

result in postoperative pain (Weiss & Elixhauser, 2014).  Each case represents an opportunity to improve 

communication between patients and providers regarding acute pain management in the postoperative 

period.  The Joint Commission (2017) requires that hospitals assist in the development of realistic 

expectations that are shared with patients regarding the degree, duration, and reduction of pain.  The Pain 

Management Best Practices Inter-Agency Task Force also recognizes the gap between expectations and 

reality by recommending that discussions about pain control be addressed with the patient by each member 

of the multidisciplinary team preoperatively, surgical care coordination models are referenced to emphasize 

patient education, and that payors recognize the value of managing patients’ expectations (United States 

Department of Health and Human Services, 2019).  

Clinical Problem Statement 

CT surgery patients begin their surgical experience with unrealistic expectations for the 

postoperative period and the pain management strategies applied to their care.  By providing and 

reinforcing patient education starting at the initial consultation visit, the expectations of the patients and 

their providers can better align and allow for a smoother recovery phase. Currently, there is no 

recommended standard education method for preoperative teaching.  In working with a local hospital in 

Des Moines, Iowa, it became evident that patients do not currently receive any form of formal teaching 

regarding the postoperative period, including the components of pain management during recovery. 

Review of the Available Knowledge 

 According to the literature there are a number of factors which influence the impact of pain on the 

post-operative patient including the level of expectations, the post-operative recovery process, and patient 

education.  Sources included in the literature search include the academic literature databases Cumulative 

Index of Nursing and Allied Health Literature (CINAHL) and PubMed.  Searches were conducted using the 

following key phrases: “preoperative education,” “pain management education,” “postoperative pain 

management,” “patient pain expectations,” “managing expectations” and “cardiac surgery.”  While an 

abundance of data is not available for consideration of post-operative cardiothoracic patients, these ideas do 

appear to be applicable across all surgical specialties.  For example, there is a significant psychological 

component that is active when it comes to pain in general, as it is a subjective occurrence shaped by 



previous experiences, overall attitude, and knowledge about the current situation.  Understanding the 

interpatient variability of the concept of pain gives providers the knowledge base required to adequately 

prepare their patients for surgery. 

Patient Expectations of Post-Operative Pain 

Traditionally, outcomes are influenced by optimizing specific treatment mechanisms, such as a 

surgical procedure or drug composition, but a focus on patient-specific factors, such as expectations or 

emotions, can also be considered to prepare patients for recovery and maximize positive treatment 

outcomes (Rief et al., 2017).  Most patients expect to experience some pain following CT surgery, 

however, it has been shown that the worst expected pain as assessed preoperatively was 5 out of 10, 

whereas the worst actual postoperative pain assessed was slightly higher at a 6 out of 10 (Lahtinen, Kokki, 

& Hynynen, 2006).  Additionally, the amount of pain deemed acceptable by patients is an average of 4.2 

out of 10, which is well below the amount of pain expected by patients in the first days after surgery, an 

average of 5.8 out of 10 (Oliver, Kashef, Bader, & Correll, 2016).  Optimism is also an important factor in 

the recovery process, as it has been shown throughout the literature that a positive outlook can lead to fewer 

complications, less postoperative pain, and decreased likelihood of rehospitalization (Mahler & Kulik, 

2000; Scheier et al., 1989; Scheier et al., 1999).  Finally, the literature suggests a relationship between 

optimism and pain catastrophizing, a psychological factor that can be evaluated preoperatively to predict 

postoperative pain intensity (Khan et al., 2012).   

Cardiothoracic Surgery Post-Operative Experience 

Postoperative recovery is generally described as a dynamic process during which a patient works 

to return to a relative state of normality, independence, optimal well-being, and self-efficacy (Bowyer & 

Royse, 2018).  Moreover, the concept of advanced recovery after surgery (ERAS) describes the importance 

of performing routine interventions throughout the perioperative period in a consistent and synergistic 

manner to prevent complications and achieve early recovery (Krzych & Kucewicz-Czech, 2017).  Pain 

management is a major component of the recovery process – 30 to 75% of patients report moderate to 

severe pain following CT surgery – and adequate analgesia is proven to mitigate adverse effects and 

complications as well as significantly impact length of stay and patient satisfaction (Bigeleisen & Goehner, 

2015).  Barriers to effective pain management are numerous and include lack of knowledge about analgesic 



medications, inadequate understanding of the nature of pain, lack of communication, and fear of opioids 

(Baratta, Schwenk, & Viscusi, 2014).  

Patient Education 

The advent of the digital age has allowed patients easier access to medical information, thus 

heightening the demand for and expectation of knowledge relayed by providers. Providing education 

during the preoperative period improves patient understanding thereby altering unfavorable attitudes and 

influencing positive patient outcomes (Kruzik, 2009).  However, despite 82 percent of patients describing 

pain-specific educational materials from helpful to very or extremely helpful, Watt-Watson et al. (2004) 

found that the preoperative education intervention had no effect on pain management outcomes for cardiac 

surgery patients.  These conflicting conclusions represent a common theme throughout the literature – that 

the evidence supporting the effectiveness of preoperative education in cardiac surgery patients is 

inconclusive (Guo, 2014; Ramesh et al., 2017).  In order to better understand how this process can 

positively impact cardiothoracic surgery patients, more data collection needs to be done on specific 

education efforts and the patient responses to those actions.   

Lithner & Zilling (2000) investigated surgical patients’ need for preoperative and postoperative 

education and found that the information that was considered the most important related to postoperative 

pain and symptoms.  This study also found that approximately 60 percent of patients wish to receive their 

preoperative teaching in written form (Lithner & Zilling, 2000).  Furthermore, Kastanias, Denny, Robinson, 

et al. (2009) found that further development of expectations of the pain experience materialized as one of 

the most important themes in regards patients’ wishes for pain education.  With that in mind, there are a 

number of teaching methods that have been used to help communicate this information to patients.  

Andersson, Otterstrom-Rydberg, & Karlsson (2015) identified a combination of written and oral pain 

management information as the preference among patients; a method which was also shown to increase 

patient participation throughout the perioperative period.   One educational booklet, developed by Watt-

Watson et al. (2004) covered the basics of pain management – from the numerical pain rating scales, 

methods for pain relief, when to ask for pain, common concerns, etc.  Stiles & Hilliard (2012) describe a 

more in-depth approach where pain expectations are more individualized and are managed through 

developing deeper, more personal connections with patients.  This individualized approach is also 



supported by the American Pain Society’s Guidelines on the Management of Postoperative Pain due to the 

variability in patient conditions, needs, and preferences (Chou et al., 2016).   

Summary 

 It is well understood that pain is subjective and is the result of previous painful experiences over 

the course of one’s life.  On the other hand, it is also known that the post-operative period represents a 

crucial time in the recovery process, during which mitigating potential complications is paramount to a 

prompt return to physiological normalcy.  While these things are proven, the most appropriate application 

for finding a balance between these two competing needs in the setting of post-operative cardiac surgery is 

simply unknown.  This QI project will identify one way of influencing patient expectations of all the 

elements of the post-operative period and hopefully find that the steps taken result in more positive patient 

responses.   

Rationale  

The targeted behavior change of this project was to develop a preoperative education program 

focused on managing patient’s perceptions of postoperative pain.  The integration of such a project was 

facilitated by the use of The Iowa Model of Research-Based Practice to Promote Quality Care, a model that 

induces change by utilizing quality improvement and research utilization strategies (Gawlinksi & Rutledge, 

2008).  A unique trait of the Iowa Model is the identification of triggers, either problem-focused or 

knowledge-focused, which set the improvement project in motion (Gawlinski & Rutledge, 2008).  Next, the 

relevant data is reviewed, a practice change is designed and piloted, and, if appropriate, integrated and 

sustained (Brown, 2014).  There are three key decisions within the Iowa Model which must be made to 

determine if the organization should proceed with the practice change: (a) is the trigger considered a 

priority; (b) is there sufficient evidence to support the change; (c) is the change appropriate for adoption 

(Iowa Model Collaborative, 2017).   

The Iowa Model has been utilized in previous studies related to pain management patient 

education, the most relatable of which assessed the impact of a structured education program on 

postoperative outcomes, including pain (O’Donnell, 2015).  Pain management education served as the 

project’s problem-focused trigger after receiving patient reports of poorly controlled pain postoperatively 

and inadequate understanding of pain and analgesics (O’Donnell, 2017).  Thus, crucial elements of the 



postoperative pain management plan – medication scheduling, comfort measures, and communication – 

were included as the focus of one-on-one education during the initial consultation visit (O’Donnell, 2017).  

The proposed quality improvement project was based on the alignment of pain management expectations in 

the postoperative period.  Clarifying both the patient’s and provider’s expectations was the emphasis of the 

education program to ensure mutual understanding during this physically and psychologically stressful 

period.   

Purpose 

The purpose of the proposed quality improvement project was to better prepare patients for the 

pain experience throughout the postoperative period following cardiothoracic surgery.  This was achieved 

by the following objectives: 

• Identification of need-to-know information about postoperative pain 

• Assembly of a dedicated project team within the CT surgery service  

• Conduction of a systematic review of effective patient education methods  

• Implementation of evidence-based, written patient education on postoperative pain 

management into preoperative clinic requirements, including pamphlet, Pain Relief After 

Surgery 

• Conduction of follow-up assessment of patient experience upon discharge using the 

Revised American Pain Society Patient Outcome Questionnaire (APS-POQ-R)  

• Evaluation of the new process and outcomes including the following measures from the 

APS-POQ-R: pain interference (item 4), satisfaction with pain treatment (item 9), and 

degree of helpfulness of pain treatment education (item 10). 

Methods  

Context  

 The quality improvement project took place in a 965-bed teaching hospital in Des Moines, Iowa 

and the associated cardiothoracic surgery clinic.  After surgery, patients were admitted to the 14-bed 

cardiac surgery intensive care unit.  The target population included patients who underwent elective cardiac 

surgery including coronary artery bypass grafting, valve repair or replacement surgery, and aortic aneurysm 

repair.  The patients were identified by the surgical consent which included “sternotomy” and one of the 



following procedures: coronary artery bypass graft, aortic valve replacement, mitral valve repair or 

replacement, or ascending aortic aneurysm repair.  Only elective surgeries were considered in this study to 

ensure the interventions could be implemented preoperatively in the outpatient clinic setting.  Therefore, 

teaching and data collection occurred in two areas – the outpatient clinic and the telemtry unit.  The 

educational materials were provided to the patient at the initial consultation visit in the outpatient clinic.  

Review of the daily clinic schedule occurred by the clinic nurses at the beginning of each day during the 

proposed period to ensure that the maximum number of participants were included.  Postoperatively, the 

overall outcomes reflecting pain management were assessed by asking the patients to fill out the Revised 

American Pain Society Patient Outcome Questionnaire (APS-POQ-R) on the day of discharge.  The period 

of data collection was from September 2020 to January 2021.   

Intervention  

 Before the intervention was implemented into practice, preliminary education of staff took place in 

both settings where patient teaching and data collection occurred.  In the outpatient setting, the clinic staff 

were informed about study protocols and participated in a review of the teaching materials to be provided.  

There were two registered nurses that assist the cardiac surgeons in the consultation process.  Instruction 

included one 10-minute meeting to discuss the project protocols and introduce the educational materials.  

On the postoperative telemetry unit, one 10-minute session during a monthly unit meeting with staff and 

the unit manager focused on the process for administration and collection of the APS-POQ-R at discharge 

as well as a review of the materials and teaching provided to the patient.  Additionally, there were 

instructions on the collection folder at the unit desk that detail the project protocols.   

 At the time of the study, there was no formal teaching – written or verbal – provided to patients in 

any preadmission clinic visits regarding expectations of the postoperative period, including pain 

management.  For the purposes of this project, patients were randomly assigned to an experimental group 

determined by coin flip.  The control group received no formal postoperative pain-related education and the 

intervention group was given the educational pamphlet, Pain Relief After Surgery.  This pamphlet was 

developed by Watt-Watson et al. (2004) for a study with a similar purpose and patient population.  The 

pamphlet provided an overview of postoperative pain management – the etiology of pain, complications of 

unresolved pain, the individualized nature of pain management, and common treatments, both 



pharmacological and non-pharmacological (Watt-Watson et al., 2004).  A numerical rating scale was 

included to familiarize the patient with how pain is assessed postoperatively as well as the appropriate time 

to ask for pain medication.  The authors of the original pamphlet stated that the face validity was assessed 

by pain experts across multiple disciplines and that the readability was determined to be at the 6th Grade 

level (Watt-Watson et al., 2004).    

Measures  

 To assess patient satisfaction with pain management in the postoperative period, the Revised 

American Pain Society Patient Outcome Questionnaire (APS-POQ-R) was administered to all participating 

patients by a nurse on the final day of hospitalization prior to discharge.  The APS-POQ-R is a twelve-item 

questionnaire that addresses factors thought to contribute to patient satisfaction, including total time spent 

in severe pain, level of pain relief, and level of involvement in pain management (Gordon et al., 2010).  

The APS-POQ-R also includes a reflection on level of interference with activities due to pain, which has 

been studied as a primary indicator of the effectiveness of preoperative education in previous studies (Watt-

Watson et al., 2004).  Patient satisfaction with pain management throughout the hospitalization is directly 

addressed on the questionnaire, however this measure is highly variable, thus the consideration of a number 

of other variables that contribute to satisfaction (Gordon et al., 2004).   

Ethical Considerations  

 Ethical approval was obtained from the Creighton University Internal Review Committee. 

Results 

 The sample of 56 patients were seen in the outpatient clinic from September 1 to December 1.  Of 

the 24 patients that actually underwent surgery during the study period, 21 were randomized to the 

intervention group and 2 to the control group.  Follow up surveys were collected on all cardiac surgery 

patients discharged from the hospital from October 1, 2020 until January 1, 2021.  Of the surveys collected, 

only one survey belonged to a patient that was included in the study sample.  That survey belonged to a 

patient in the control group.  A description of the breakdown of study participants is shown below in Fig. 1.  

  

 



 

 

Discussion 

 Unfortunately, the project was greatly affected by the COVID-19 pandemic and did not yield 

enough data to determine the effectiveness of patient education on pain management satisfaction.  During 

the same time period in the year pre-pandemic (September 1 – December 1, 2020) there were 71 elective 

cardiac surgeries performed which would have met the inclusion criteria for this project.  The 24 elective 

surgeries that took place represent a 66 percent reduction in surgeries from a year earlier.  The reasoning 

for this significant reduction in surgeries was due to increased requirement for critical care beds and 

ventilators for COVID-19 related hospitalizations; both of which are required by every cardiac surgery 

patient.  For this reason, emergent/urgent cardiac surgeries were given priority over the elective cases (e.g. 

those qualifying for inclusion in this study).  The number of surgeries allowed for a given day was 

determined at the end of the prior day after careful consideration of resource availability and patient acuity.  

At one time, elective cardiac surgeries were being scheduled 2 months out from time of consultation, 

making it increasingly difficult to recruit patients for this project.   

 Successful implementation of this project was also hindered by factors beyond the pandemic-

related effects on the cardiac surgery service.  A major project support person was lost to retirement one 

week before project implementation; the telemetry unit manager, who had been involved in multiple 

discussions during project planning and education of staff on discharge survey procedures.  Additionally, 

No Surgery
27

Delayed
5

Intervention
22

Control 
2

Surgery
24

Fig 1. Study Participants



the COVID-19 pandemic put an enormous amount of strain on staffing throughout the hospital.  A critical 

nursing shortage due to a variety of factors (sick leave, burnout, family-related issues) resulted in frequent 

staff turnover and many new staff, float pool nurses and locomb nurses, most of which were not educated 

on this ongoing project.  In an effort to minimize the impact of these changes, the length of data collection 

was extended by one month (surveys were collected through January 1, 2021 rather than stopping on 

December 1, 2020) and two additional telemetry unit meetings were attended to reinforce the goals and 

procedures for data collection.   

 Taking these limitations into consideration, the theoretical framework for this project may be 

utilized to assess sustainability of this project.  Within the Iowa Model, organizational buy-in is crucial 

when working on quality improvement type projects.  Unfortunately, when the unit manager retired right 

before implementation, the project’s status as an organizational priority was lost as the new manager was 

concerned with learning a new role and dealing with ever-changing pandemic-related issues.  Furthermore, 

if the pilot project outcomes are not met, the model suggests additional monitoring of quality measures and 

review of any new project-related research to suggest potential changes to study design or identification of 

a new trigger.   

 When considering further studies, it is important to mention the impact of the timing of this 

project with the onset of the COVID-19 pandemic.  In a professional setting, opposed to the educational 

setting in which this project was designed, quality improvement efforts likely would have been delayed at 

the onset of the pandemic, as the institution directed available research resources to COVID-19-related 

projects.  Additionally, projects may be halted during times of increased health care needs as to not add 

additional responsibilities to an already heightened nursing workload.  A final consideration for future 

study design concerns the method of administration of the follow-up questionnaire.  Working with nursing 

staff and management to determine if a different method of survey administration, such as a phone call to 

the patient immediately following discharge, should be explored to increase to volume of reportable data.   

 In conclusion, the intervention’s effect on managing patient expectations regarding postoperative 

pain management was inconclusive due to the unforeseen rise of the COVID-19 pandemic.  Pandemic-

related restrictions on the cardiac surgery service saw a 66 percent decrease in elective cardiac surgeries 

compared to the same time frame pre-pandemic.  Patients who would have met inclusion criteria a year 



earlier were forced to delay surgery, in some cases up to two months in favor of COVID-related 

hospitalizations or higher acuity cardiac patients who did not meet inclusion criteria.  Attempts to minimize 

the effects of the pandemic on study procedures failed and no reportable follow-up survey data was 

obtained from subjects in the intervention group.  Although this particular project currently lacks 

sustainability, consideration should be given to repeating the study at a future date in order to be in 

accordance with national guidelines and recommendations regarding proper pain management strategies.   
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Appendix A 

PAIN RELIEF  
AFTER YOUR SURGERY 

 
 
 
 

Important to your recovery 
 
 
 
 

This booklet discusses why pain relief is important, how and when to ask for help with pain,  
concerns patients have about seeking help with pain, and examples of pain relief methods. 

 
 

If you have questions please contact Judy Watt-Watson RN, MSc, PhD  
at j.watt.watson@utoronto.ca 

 
 

ã J.Watt-Watson 
 

 
PAIN RELIEF AFTER SURGERY 
 
 
What is pain? 
 
Pain is an unpleasant feeling, such as soreness or discomfort, that is different for every person. Pain can tell 
you when something is wrong with your body and when you need to ask for help. 
 
Surgery causes pain for most people because tissues are moved and/or cut. Pain that is not treated can be 
severe. It is important for your recovery not to have severe pain. 
 
Everyone feels pain differently, even if they have the same surgery. After surgery, nurses and doctors will ask 
you to rate your pain. They want you to tell them when you are hurting and how much the treatments relieve 
your pain. You are the only one who knows how your pain feels. Your help is very important to getting the 
best pain relief possible. 
 
 
 
Why is pain relief so important? 
 
People usually have some pain after surgery. Severe pain can prevent you from moving and breathing 
properly and can cause complications that make your hospital stay longer. It is important for you to have as 
little pain as possible to get well faster.  
 
Good treatments are available to help relieve pain, including medications after surgery. Other methods such 
as massage, deep breathing, and relaxation exercises also may help. Everyone's pain experience is different 
and you need to choose what works for you. You can use several methods at the same time. 
 
People used to think that they had to "be strong" and "put up with severe pain." Now, doctors and nurses do 
not want you to do this because unrelieved pain can slow your recovery. Good pain relief is possible with your 
help.  
 



 
 
How and when do I ask for help with pain? 
 
It is very important for you to tell the nurses and doctors how much pain you are having, what it feels like, and 
whether treatments are working. If your pain rating is 4 or more, please tell the nurse. 
 
1. A rating scale helps to tell us how much you hurt. 
 

0 1 2 3 4 5 6 7 8 9 10 
No  Mild  Moderate Severe  Worst 
Pain  Pain   Pain   Pain   Pain 
 
2. To ask for help, say to your nurse and/or doctor:  

"My pain is 4 - I need something for pain" 
 
 
 
How often should I ask for pain medication? 
 
Medication usually relieves pain for about 4 hours. Therefore,  
to keep your pain rating below 4 when you are moving and/or doing your deep breathing exercises, you need to take 
your pain medication every 4 hours. You need less pain medication if you take it regularly than if you wait until 
your pain is severe. If you take the medication regularly and your pain is not below 4, ask for a stronger pill.                                         
 
 
What drug treatments are available for pain relief? 
 
A. Type:  
Strong medications to relieve moderate to severe  pain can be taken orally such as morphine.  
 
Weaker medications such as paracetamol and/or codeine help if pain is mild. If your medication in not working, 
please ask for a stronger one. 
 
 
B. Method:  
Your medication may first be given by intravenous (IV) into the vein. Some patients may be told by the nurse to use 
a special pump that gives you medication when you press a button.  
 
Pills are used when you are allowed to drink. They can be as strong as IV or needles. 
 
If pain comes back before the next dose, ask for more pain relief. 
 
All methods require that you take the medication regularly for pain relief. 
 
 
 
 
What are patients' concerns? 
 
Many patients have concerns that stop them from telling someone about their pain and/or using pain 
medications. There are some responses to these concerns. 
 
Concern:  I am not a "good" patient if I tell      
 someone about my pain. 
 



Response: 
 
1. "Good" patients DO tell when they hurt.  
You are a very important member of the pain management team and your help is needed.  Please tell the nurse when 
you hurt and whether the pain treatment is working.  
 
2.  Nurses EXPECT you to tell them when you hurt. They do not want you to "handle it" by yourself.  
You are helping by telling nurses when you hurt and if your medication is not working. They want you to have as 
little pain as possible. Tell them anything that has helped you with pain in the past. 
 
3. Pain does NOT mean you are healing.  
Unrelieved pain may slow healing and cause complications. People whose pain is well-controlled after surgery 
recover faster. 
 
 
Concern:  I don't have pain, I have "discomfort"  

or "soreness". 
 
Response: Pain can be called other names.  
 
Use the pain scale to rate your word for pain such as "discomfort" or "soreness". If your rating is 4 or greater,  
discuss with your nurse about taking a pain medication.  
Not every person uses the word "pain". 
 
 
Concern:  I am afraid to take pain medication      
 because of addiction and/or side effects. 
 
Response:  
 
1.Addiction is not a problem. It is rare (<0.01%) for people taking medication for pain unless they already have a 
drug abuse or other addiction problem.   
 
2.Constipation is preventable. Constipation can happen with pain medications. To prevent a problem, most patients 
need to take a stool softener and/or laxative while on medication. Talk to the nurse if you are not being given these. 
 
3.Nausea is treatable. Do not refuse to take pain  medication because of nausea. Nausea may happen when you 
first take pain pills. The doctor has ordered medication that usually takes the nausea away. Ask your nurse for this. 
 
 
 
Concern:  I don't want to have a needle. 
 
Response: Strong pain medication does NOT have to be     given by a 
needle.  
 
Needles hurt and are usually not used if you  are allowed to drink. Pain medications such as morphine taken by 
mouth work as well as by needle or IV. 
 
 
 
What non-drug treatments are available for pain relief? 
 
There are several non-drug treatments that you can use to relieve your pain after surgery. Tell the nurse if there are 
methods that have helped you in the past. Patients have found the following helpful in addition to medications. 
 



• pillow(s) to support incisions during movement, breathing, and/or coughing 
• advice on how to turn in bed and sit up  
• massage 
• music, reading, TV or other distracting activities. 
• application of heat or ice 

 
 Remember 
 

§  pain relief is important to your recovery 
§ every person's pain is different 
§ you are expected to tell us about your pain  
§ good methods are available to control pain 

 
YOU ARE A VERY IMPORTANT MEMBER OF THE PAIN MANAGEMENT TEAM
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Appendix B 

Revised American Pain Society Patient Outcome Questionnaire 

 

 

 


