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ABSTRACT

The purpose of this study was to develop a tool 
which would reliably and validly measure registered nurses' 
knowledge levels and attitudes toward the use of p.r.n. 
narcotics. The investigator's rationale for this study was 
supported by the three components of the theoretical frame
work , i.e., the social judgment, the authoritarian person
ality, and the adaptation theories.

The sample consisted of sixty registered nurses 
working on medical-surgical units who volunteered to take 
the 20-item multiple choice knowledge test, and 12-item 
Likert-scaled situational attitude test, inter-item corre
lation analysis demonstrated low-internal consistency with 
a few notable exceptions. Twelve out of twenty items on 
the knowledge test correlated significantly (p .05) with 
nine out of twelve items on the attitude test. Selected 
knowledge and attitude items correlated significantly with 
the demographic data.

The conclusion of the study from a tool development 
viewpoint is that greater internal consistency and relia
bility were needed. From a substantive viewpoint, several 
areas of nursing knowledge were identified such as usual 
dosages of narcotics, and several areas of lack of nursing 
knowledge, such as onset and duration of action of
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narcotics, were also found. Also, three areas within the 
attitude test were found to show a large variance in 
response.



CHAPTER I

INTRODUCTION

Pain is a universal experience. As Bakan (1968, 
p. 80) points out,

Pain is the common companion of birth and growth, 
disease and death, and is a phenomenon deeply inter
twined with the very question of human existence. It 
is among the most salient of human experiences, and 
it often precipitates questioning the meaning of life 
itself. .

Because of the commonality of this experience, it is under
standable that man is curious about the various aspects of 
painf including the cause and treatment of it. For the 
medical or nursing professional, the knowledge of pain is 
not only necessary, but is expected.

The Standards of practice of both medicine and 
nursing clearly state that the provision of comfort and 
pain relief is an expected function of these roles.
Schaefer (1975) and Watson (1972), as do other authors 
of basic nursing texts, state:

Patience, tolerance, gentleness, technical skill, 
and keen powers of observation are needed in giving 
care to the patient in pain. The nurse and the physi
cian are the two professional team members to whom 
the patient turns when pain is one of his major prob
lems (Schaefer 1975, p. 166).

1



2
The nurse plays an important role in the relief 

and support of a patient who is experiencing pain and 
may also make a significant contribution to the diag
nosis and treatment through accurate observations. 
(Watson 1972, p. 79).

Treatment of pain in a hospital setting generally 
involves a medication ordered by a physician to be given 
on a pro re nata (p,r.n. [as needed]) basis. The admin
istration of the medication is carried out by the nurse 
at her discretion. Craven (1975) feels the usage of the 
p.r.n. order can be effective only if the nurse is knowl
edgeable about the type of pain she is treating. The 
treatment of chronic pain is examined in the example of 
the asthmatic whose symptoms are kept in abeyance, whereas 
the patient in chronic severe pain has to await the recur
rence of his symptom of pain before he is eligible for 
medication. Jatratt (1965, p. 69) agrees that the effec
tiveness of the use of the p.r.n. order resides in a strong 
knowledge base within the nurse, and that:

In no area of nursing practice is there more 
opportunity for independent action based on sound 
application of knowledge than in discovering the 
patient's particular needs for pain relief, in 
revealing the measures that work for him, and in 
solving the problem of pain.

There is no more neglected area of nursing responsibility 
than the area of pain management. The barriers to effec
tive pain management are seen as the attitudes and knowl
edge levels of the personnel (Jarratt 1965, Craven 1975, 
and McCaffery 1976a, -b).
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Minimum knowledge expected of the nurse administer-
I

ing medications consists of awareness of medication action, 
expected duration of action, usual dosage, and possible 
side effects. Others add onset of action, follow- 
through observations as to effects, and communication with 
the physician. Recent studies indicate, however, that both 
the nurse and the physician are deficient in areas of this 
expected knowledge. Marks (1973), Houde (1974), and Lewis 
(1974) found physicians routinely underprescribed narcotic 
medications for their medical patients due to inaccurate 
knowledge of desired dosages and duration of action, as 
well as an exaggerated fear of iatrogenic addiction.
Similar findings have been reported when observing the 
nursing activity of administering p.r.n. narcotics. As a 
rule, nurses administer the smallest dosage available of 
the already underprescribed amount ordered (McCaffery 1976a, 
Morgan 1973, and Marks 1973). The result is'undue patient 
pain due to inaccurate knowledge of the two professionals 
responsible for his care: the physician and the nurse,

Morgan (1973) states that attitudes as well as 
knowledge are influential in the decision of whether or 
not to administer.a p.r.n. narcotic. One such attitude is 
the "peace at any price" attitude in which medications are 
given for the comfort of a quiet shift for nursing person
nel rather than for the comfort of the patient. Another



detrimental attitude Morgan (1973, p„ 1222) has observed is 
the "raw guts" approach to pain management. "Here, the 
health professional will withhold medication as long as 
possible because of the puritanical view that a person with 
.‘real moral fiber' won't need any artificial aids."
Hackett (1971) states that the dosage of medication ordered 
by the physician at times has less to do with the patient's 
actual discomfort than with the physician's biased consid
eration or attitude toward his pain. McCaffery (1976b) has 
found that nurses also make decisions about pain relief 
measures based on personal prejudices or attitudes held as 
well as on knowledge levels.

There is much in current literature to suggest that
I

the actual management of pain leaves a great deal to be 
desired. There is indication that attitudes, as well as 
knowledge levels, may be fostering treatment practices that 
do not comply with the basic principles or the current 
knowledge of good pain management.

Statement of the Problem
This study was designed as a means of developing a 

reliable and valid tool which would measure registered 
nurses' knowledge levels and attitudestoward the use of 
three narcotics commonly used as p.r.n. medications for 
the purpose of pain relief.



Significance of the Problem
The investigator was first drawn to the problem of 

attitudes and knowledge levels relating to the use of nar
cotics after encountering several negative experiences in 
the clinical setting. Patients were observed in acute 
discomfort due to inappropriate pain relief measures being 
used, or, no measures at all if the authenticity of the 
pain was in doubt. Lack of consistency in pain relief 
measures from one shift to another caused undue discomfort 
and anxiety in patients and forced them into hoping that 
the "nice" nurse would be working that shift/ Nursing 
decisions were observed being based on personal prejudices 
and attitudes rather than on a sound knowledge base. Even 
more disconcerting was that these actions were being 
observed in nurses of varying ages and educational levels.

Part of this problem could be due to inadequate 
knowledge levels in nurses administering the medications. 
At least one study has shown that when registered nurses 
were required to take a pharmacology test prior to passing 
medications, Only 37 of the 100 taking the test achieved 
a passing grade of 70 percent or better (Del Bueno 1972). 
This finding may point to a need for updating nursing 
pharmacological knowledge periodically if effective pain 
management is to be achieved.
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This study has been designed to identify existing, 

knowledge levels and attitudes in registered nurses respon
sible for the action of providing pain relief. The short
term goal is to develop and test a tool for measuring 
knowledge and attitudes in this type of a setting for 
later use in an experimental type study. The long-term 
goal is to identify and remove the barriers to effective 
pain management.

Operational Definitions 
The definitions for terms used in this study

follow:
1. Attitude: An enduring organization of motiva

tional, perceptual, and cognitive processes toward 
the use of narcotics for the relief of pain. 
Determined by Part III of the questionnaire tool 
(see Appendix A).

2. Knowledge: Factual information that is held by
the nurse, in this case, regarding three narcotics.
Determined by Part II of the questionnaire tool .
(see Appendix A).

3. Narcotic: The three narcotics under study here
are codiene, meperidine, and morphine.

4. Nurse: The term in this study depicts a licensed
registered nurse who is a graduate of either a 
two, three, or four year program.



Other Useful Definitions 
Pain; Universally understood as localized hurt, 
and within this definition is included McCaffrey's 
(1973, p. 41) definition of pain, which is "what
ever the experiencing person says it is, existing 
wherever he says it does."
Drug addiction; A behavior pattern of overwhelming 
involvement with obtaining and using a drug for 
non-medical purposes; an extreme form of compulsive 
drug use or abuse.
Iatrogenic drug addiction; Drug addiction that is 
caused by use of the drug in a situation that is 
not only legal, but is prescribed by a licensed 
physician for a medical purpose.
Drug tolerance; When, after repeated doses, a 
given dosage begins to lose its effectiveness. 
First, duration of action shortens> then there is 
decreased analgesic effect.
Pain tolerance; That duration or intensity of 
pain that the patient is willing to endure.
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Theoretical Framework .

The framework developed for this study contains 
the potential relationship' between the variables of atti
tudes., knowledge, and behavior.. It is hypothesized that 
attitudes and knowledge levels of registered nurses have 
a direct effect on the behavior or manner of narcotic 
administration (see Fig. 1)., The purpose of this study, 
however, is to determine what attitudes and knowledge 
levels are in existence in a sample group of registered 
nurses, as well as to develop a tool to measure these.

This framework was based on elements from social 
judgment, the authoritarian personality, and adaptation 
theories. These theories reflect the investigator's rea
soning in expecting a relationship to be found between the 
aforementioned variables.

Social Judgment.
The authors Sherif and Hovland (1967) propose 

that an attitude should be considered a range or latitude 
of acceptable positions, not as a single point on a con
tinuum. This theory considers that a person's stand on 
an issue serves as an anchor point, which influences his 
evaluation of alternative- positions. Essential to this 
approach is its emphasis on the individual's position as 
a determinant of his latitudes of acceptance, rejection,



Training Knowledge of narcoticsConstruct

Concept
Part II 
Questionnaire

Education 
experience 
items —  
Parts I R II

ConstructHypothesis

thesisAttitudes towarc 
narcotics

SocializationConstruct

Concept

Part III 
QuestionnaireDemographic 

Data -- 
Part I

Hypothesis

Behavior
Effectiveness 
of pain 
management

Chart review

Fig. 1. Conceptual Framework
Portion to the right of dotted line is not 
included in this study.
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and noncommitment on an issue. Attitudes are cognitive in 
this theory.

Change of attitude is accomplished through com
munication and a process of making a judgment about the 
communication relative to one's own opinion. Attitude 
change was proportional to the viewed discrepancy between 
the attitudes assumed and the communication. The latitude 
of acceptance range includes positions around one's own 
evaluated opinions that are acceptable or tolerable. The 
latitude of rejection includes positions that are intoler
able or unacceptable. The latitude of noncommitment 
includes positions that are neither acceptable nor objec
tionable. Communication within the latitude of acceptance 
cause opinion changes. Communication within rejection 
does not change opinion, and may .reinforce held opinions.

For the purpose of this study, possible attitudes 
of nurse participants will be measured via testing with 
situational questions. The attitudes being examined will 
be in reference to narcotic use for patients in pain.

The Authoritarian Personality
In this theory, many of the attitudes the individ

ual holds originate in the family situation. The author
itarian personality is characterized as rigid in his 
beliefs and attitudes and intolerant of those that differ
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(Rokeach 1967). This theory was developed by T„ W. Adorno 
and Else-rFrenkle Brunswick in the 1950s in the process of 
studying anti-Semitism. It is now thought that this per
sonality type is manifested by many parts of society such 
as people in the sciences, arts, humanities, as well as in 
politics (Rokeach 1967). In other words, it is no longer 
thought that only the radical person holds this personality 
type, but that any person may contain it. This theory is 
included in the framework to identify the possibility of 
attitudes originating early in life having a major influ
ence on the behavior of the individual in his adult life.
It is apparent that a rigid, intolerant attitude on the 
part of the nurse in the area of pain management could 
cause unnecessary discomfort for patients under her care.

Adaptatioh
Sister Callista Roy's (1973) model of adaptation 

places man on a continuum of health and illness. She sees 
the nurse's role as being able to assess man's position on 
this continuum and then determining if he is adapting 
satisfactorily to his present state. If not, nursing 
intervention is necessary to aid him in his adaptation. 
Sister Roy (1973, p. 167) states: "Nursing's object is
man adapting in health and illness and the nursing content 
is based on assessment and intervention regarding adapta
tion problems."
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This conceptual system is included in the framework 

because it is seen as a basis for all nursing.intervention, 
including the management of pain. It is an example Of 
nursing intervention that could easily be affected by a 
nurse’s attitudes and knowledge levels as well, since this 
action is one based on an independent decision made by the 
nurse.

Components from each of these three theories were 
used to formulate the theoretical framework of this study. 
The measurement tools for data collection are based on an 
under standing of these theoretical systems as they are 
related to narcotic use and pain management. Adaptation, 
was presented to conceptualize the behavior that is pos
sible in the action of administration of narcotics for 
pain relief, which is as an aid in the adaptation process 
of the individual in pain. The theories of social judg
ment and authoritarianism provided a basis for the under
standing of attitude origin and mechanics. The social
judgment theory also provided a means Of scoring the

»
attitude situation questions of the measurement tool.



CHAPTER II

REVIEW OF LITERATURE

Research pertaining to this study was found to fall 
into one of two categories. These were attitudes and 
knowledge of nurses and physicians in relation to the use 
of p.r.n. narcotics for the management of pain in hospi
talized patients.

Attitudes '
Attitude, as used in psychology, denotes a state 

of readiness in which people react characteristically to 
certain stimuli. In services that provide care to people, 
such as the medical and nursing professions, attitudes 
become extremely important because they influence both 
overt and subtle behavior. They serve as either restrain
ing or driving forces toward the goal of providing optimum 
patient care (Tanner 1971). Attitudes may cause the pro
fessional to behave in a moralistic manner, and may also 
cause him to withhold services such as attention, support, 
or even medication. Attitudes, in this case, act as 
barriers to good patient care.

Davitz (1976) studies 554 nurses of six different 
cultures in an exploratory type of study to determine the

13



degree of suffering these nurses perceived in patients in 
given situations. Her results indicate that perception of 
pain magnitude differs markedly from culture to culture.
For example, while Japanese and Korean nurses felt the 
patients suffered a high degree of pain, nurses in the 
United States and Puerto Rico believed the same patients 
suffered a relatively low level of pain. This is insig
nificant in many respects. However, for the purpose of 
this studyt it has implications for the way individual 
nurses would then treat the level of pain they perceived. 
The nurses that felt the patient was experiencing high 
levels of pain would be much more likely to use the p.r.n. 
narcotic order than those who perceived a lower level of 
pain. Another point is that there is a great degree of 
variance in how pain is assessed among nurses, even those 
of the same country.

In another study, 200 female nurses of varying ages 
and backgrounds were interviewed as to their attitudes 
toward suffering. These nurses were practicing in metro
politan New York hospitals. The type of sampling used is 
not known. Participants were asked to think of a particu
lar patient for whom they had felt a great deal of sympathy 
and then to describe their reactions to the suffering of 
that patient. They were also asked to think of a patient 
for whom they had felt less sympathy. Findings included:
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The nature of the illness makes a tremendous 

difference in the nurse’s reaction. She responds 
most strongly to those who are likely to die or be 
severely disabled. By and large, much less sympathy 
is felt for patients with minor illnesses, and those 
who don't have a 'legitimate1 complaint. Each nurse 
is especially sympathetic to certain kinds of patients. 
Some respond particularly to the young, some to the 
old, others to those who remind them of parents or 
friends (Davitz 1975, p. 1506).

■ Also,
Nurses have certain expectations regarding 

patients who have a 'right’ to complain, and those 
who are merely 1complainers1 - There is a crucial 
difference between those patients whom the ,nurse 
believes are really suffering and those who are seen 
as overacting and complaining simply for the sake of 
complaining. For the nurse constantly faced with 
what are seen as unwarranted complaints, irritation, 
annoyance, and anger are not uncommon experiences 
(Davitz 1975, p. 1507).

Both studies indicate that a certain degree of 
withholding of medications, though for differing reasons, 
is strongly possible. Another contributing factor to the 
action of withholding of medication by nurses is the fact 
that many of the nurses in the United States are of what 
Benoliel and Crowley (1974) call the "Old American." The 
"Old American" characteristically places a high value on 
stoicism, control of feeling, and capacity to function even 
when under stress. These characteristics, when held by the 
professional nurse, encourage the.tolerance of pain and 
seem to coincide with Morgan’s (1973) identified ”raw 
guts" or the "suffering is good" approach.
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McCaffery (1976b) identifies several prejudices or 

attitudes that she has observed affecting nursing's manage
ment of pain. She states the most detrimental attitude 
professionals can hold is that they, and not the patient, 
are the authority and can best judge the existence and 
nature of the. patient's pain. She feels another attitude 
held by many professionals is their bias toward the acute 
pain model. Here, the patient is expected to show visible 
sighs of acute pain, such as crying, moaning, and diapho
resis if he is actually in pain. These signs often are 
required before pain medication is administered (Hackett 
1971 and McCaffery 1976b). It is found that the concept 
of adaptation . to pain is frequently not understood and is, 
therefore, misinterpreted to mean lack of pain.

Another attitude held that is based on the misun
derstanding of the acute pain model and adaptation is the 
attitude of distractibility. Rather than understanding 
that distractibility is used by many patients in pain as a 
protective mechanism against their constant pain, many 
professionals see this as proof that the pain is not as 
intense as the patient would have them believe (Weiner 
1975).

By far, the nursing attitude that causes the 
greatest undertreatment of pain with narcotics is the fear 
of iatrogenic addiction. This attitude is quite typical ,



of the conventional. American view that addiction is an 
escape mechanism for defective persons characterized as 
"inadequate? inferior, and psychopathic" (Lindesmith 1968, 
p. 17). Nurses as a rule administer the smallest amount 
of a narcotic ordered and all too often are ready to wean 
the patient away from the medication far before the patient 
is ready (McCaffery 1976a, Weiner 1975). Awareness of 
these attitudes is essential because as Benoliel and 
Crowley (1974, p. 8) found: "Attitudes toward pain may
be the main impediment to improving pain management prac
tices among nurses."

Physicians' attitudes play a major role in pain 
management as well. Marks, a physician himself, became 
concerned about failure to treat severe pain with adequate 
doses of narcotics early in the 197 0s. He studied the 
attitudes and knowledge levels of 102 house staff physi
cians in two New York teaching hospitals in relation to 
their use of meperidine for medical patients that were 
experiencing pain. Structured interviews Of 37 patients 
were also used to determine levels of pain relief obtained. 
The type of physician and patient sample used was not 
stated in either case. The results of these patient 
reviews showed 32 percent of the patients were experiencing 
severe distress despite the analgesic regimen, and another 
41 percent were in moderate distress. Chart review



suggested undertreatment with narcotics as the cause of 
this discomfort (Marks 1973). There was indication in 
this study that one of the. attitudes held was that pre
scribing a drug that has the potential for producing 
euphoria may evoke puritanical counter-reactions in some 
medical and nursing personnel6 Marks also proposes that 
the interpretation of p.r.n. orders is often based bn 
staff attitudes and deserves further study.

Currently there is widespread concern throughout 
society over the use of narcotics. Some feel that this 
possibly exaggerated concern is actually affecting the 
way that physicians prescribe (Marks 1973). Dr. Lawrence 
M. Halpern (1973, p. 98), consultant neuropharmacologist 
at the University of Washington's pain clinic in Seattle, 
agrees;

There is such hysteria about addiction in this 
country that One of the prime reasons for the failure 
of an analgesic drug is that the local doctor doesn't 
give enough to get a full therapeutic effect because 
he's afraid of addicting the patient. What he is 
doing is responding like a layman and becoming 
afraid of the problem of addiction, and therefore 

. is. depriving his patient of the benefits of full 
and adequate doses of opiates at the time that he 
needs them.

Although literature states the largest attitudinal 
barrier to the effective use of narcotics for the relief 
of pain is the fear of addiction, other attitudes have " 
been noted. One of these is the widely held belief that 
if a placebo is effective in the relief of a patient's
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pain, then the patient must be malingering or faking. 
Research, however, has shown that approximately one- 
third of this country's population are placebo positive 
or respond with a decrease in pain (Hackett 1971 and 
McCaffery 1976b).

Houde (1974) states attitudes of physicians are 
as varied as their personalities, cultural backgrounds, 
medical training, and experience. This holds true for 
the nursing profession as well.

Attitudes toward narcotics and toward different 
aspects of pain are major obstacles in the effective man
agement of pain. For this reason,it is imperative that 
the professionals involved in pain management become 
aware of existing attitudes. One means of changing atti
tudes, after the individual has become aware of their 
existence, is through acquisition of current knowledge in 
that area.

Knowledge
Knowledge is under study in this design for two 

reasons. The first is that it is obvious that truly com
petent and professional pain management cannot take place 
if a knowledge base in pharmacology and in understanding 
aspects of pain are lacking. Secondly, because knowledge 
or factual information has long been known to affect 
attitudes held.
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A review of recent literature, revealed few studies 

that focused on the determination of levels of nursing 
knowledge. The importance of nursing knowledge is stressed 
throughout the literature however. Legally, once a person 
becomes a professional nurse, she is held to a standard of 
conduct because of that specialized knowledge and skill 
that enable the practice of the profession. Because of 
advances in medical science and new developments in nursing 
practice, the nurse assumes increasing responsibility for 
complex acts requiring greater skill. This points to a 
need for the nUrse to have a knowledge base that is 
expanding and developing also. Murchison (1970, p. 82) 
states;

Once the nursing profession has accepted a 
function as one falling within the sphere of nursing, 
then each nurse who carries out that function must 
obtain the systematic instruction needed for her to 
acquire the necessary knowledge and skill to support 
her practice.

The administration of all medications is an area 
that requires a high level of knowledge. "Agents employed 
for relief from pain are the most widely used of all phar
macological classes of drugs and are of undeniable impor
tance to man" (Jacox 1977, p. 227) . It is, therefore, 
reasonable to expect a professional nurse to have a good 
understanding of the use of narcotics.

Literature does not support this expectation, 
however. Del Bueno (1972) , over a four-month period,
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tested all newly hired registered nurses1 pharmacology 
knowledge by administering a 1 0 0  item multiple choice 
questionnaire to each. The sample obtained in this manner 
was 1 0 0  nurses of varying ages and educational backgrounds. 
Of this 100 nurses, only 37 received a score of. 70 percent 
or better.

Bowman (1974), in an unpublished master’s thesis, 
found that ten of the twelve nurses from her random sample 
failed to achieve three points above a chance score when 
taking a pharmacology test on five commonly prescribed 
drugs. Through chart review, it was also found that there 
was a lack of correlation between the drug effects 
expressed by the patients and the nurses' written comments 
and felt this may be due to lack of knowledge of the drugs.

Nursing knowledge regarding likelihood of iatro
genic addiction is also essential to the effective use of 
narcotics. Marks (1973) states that less than one 
percent of narcotic addicts became addicted while they 
were in the hospital setting. They also found that even 
if a person were treated for severe pain with meperidine 
1 0 0  mg intramuscularly every four hours' for ten days, less 
than one percent of these patients will become addicted. 
MCCaffery (1976a, p.1590) clarifies this further: "Out of
every 1 0 0  patients for whom narcotics are withheld to



prevent addiction, we cause potential suffering in 1 0 0  

patients for the purpose of preventing addiction in one."
Knowledge in these two areas would lead to the 

more effective use of the p.r.n. order. Traditionally, 
the p.r.n. order implies that the patient request relief 
from his pain. This allows pain to reemerge prior to the 
administration of the next dose. Twycross (1975, p. 212) 
questions the effectiveness of this tradition, especially 
when treating chronic persistant pain:

Pain is a potent 'antianalgesic1 and to allow 
the pain to reemerge before administering the next 
dose not only causes unnecessary suffering but 
encourages tolerance. Accordingly, 'four-hourly as 
required1 has no place in the treatment of persis
tent pain. Whatever its etiology, chronic pain 
requires regular preventative therapy.

If there is increased knowledge of the narcotics required
dosages, duration, effectiveness, and likelihood of becom
ing addicted, the p.r.n. order would be considered in a
less fearful light.

Marks' (1973) study indicates there is often a
lack of knowledge held by physicians regarding narcotics 
and addiction. This lack of knowledge and physicians' 
attitudes acted as barriers to the prescription of ade
quate doses for pain relief. Answers to the situational 
question asking how much meperidine should be prescribed 
for a patient experiencing severe precordial chest pain 
associated with myocardial infarction contrasted markedly
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with current pharmacological findings. Only 28 percent of 
the physicians would give above 1 0 0  mg when studies show 
that 1 0 0  mg of meperidine is well within the therapeutic 
range for treatment of severe pain, and that higher doses 
may be required in many instances.

When looking at duration of action of meperidine,
34 percent of the physicians said they would not change 
the schedule of a patient receiving meperidine every four 
hours for pain, who was only obtaining adequate pain 
relief for three hours. Six percent said they would 
increase the dose, but not change the times. Pharmacolog
ical studies indicate that the usual length of action of 
intramuscular meperidine is two to four hours with an 
average of three hours.

Responses to questions regarding iatrogenic 
addiction indicated that there was much misinformation in 
this area as well. Fifty-two percent of the physicians 
tested believed that greater than the actual one percent 
of the narcotic addicts in the United States became 
addicted during a hospitalization. In fact, two percent 
of the physicians believed that anywhere between 26 per
cent to 50 percent of the narcotic addicts in the United 
States became addicted while being hospitalized in a 
medical setting.
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Even in special cases .such as terminal malignancy, 

great disparity in the prescribing of narcotics existed.
In the case of a patient in the terminal phase of meta
static cancer who is receiving 1 0 0  mg of meperidine every 
four hours, with inadequate relief, 7 percent of the physi
cians would keep the dose the same, and 14 percent would 
either decrease the dose or initiate a trail of placebos. 
There was no explanation given as to the rationale for 
placebo trial (Marks 1973).

Keeri-Szahto and Heaman (1972), in a study of the 
effectiveness of post-operative demand analgesia, found 
that 40 percent of their 106 random patient population 
reported incomplete pain relief, especially during the 
initial 48 hours post-operatively. The results of this 
study showed that complete pain relief can be obtained 
and maintained routinely. They found demand analgesia was 
successful in maintaining a steady plasma level of anal
gesia for many hours, which is what is needed to achieve 
the ends of adequate pain relief. They found no disturbed 
respiratory homeostasis with this method, though they do 
state further study is needed in this area. The point 
that safe, adequate pain relief is possible, however, 
cannot be taken lightly. It is this end that professional 
nurses, as well as physicians, need to achieve in their 
care of patients in pain.
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Not only would achieving this end bring greater 

job satisfaction to the nurse and physician, but the 
effects on the patient in pain would be immeasurable. The 
case of the patient in pain due to terminal cancer is a 
good example of the need for prompt and adequate, as well 
as contihuous, pain relief. Craven (1975, p. 1817) states 
the meaning of this pain relief to the patient in the 
following:

The quality of life determines whether it will 
be meaningful until the end. If a patient’s pre
occupation with suffering is of such intensity that 
everything else in life is excluded, self-respect, 
self-control, freedom, and independence are sacri
ficed, as is dignity.



CHAPTER H I

METHODOLOGY OF THE STUDY

This chapter describes the. method, of data collec
tion, the selection of the setting and the sample, and the
development and scoring of the testing instrument.

Design of the Study
This exploratory study was designed to develop an

instrument and to measure professional nurses' knowledge 
and attitudes toward the use of p.r.n. narcotics for the 
management of pain in hospitalized patients. The areas 
examined in the knowledge test include three commonly pre
scribed narcotics, addiction, placebos, and several areas 
of pain assessment. The review of literature was used as 
a basis for identifying existing attitudes held by nurses. 
Attitudes and knowledge were obtained from responses on an 
investigator-designed situation-type questionnaire.

The Sample and Setting 
The incidental or convenience type of nonrandom 

sample contained 1 2 0  registered nurses who were employed 
at a medium-sized local Tucson hospital. The criteria 
for inclusion in the sample include current registration

26
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as a professional nurse, employment by the agency, working- 
on an adult care medical-surgical or intensive Care unit, 
amd willingness to participate in the study.

Method, of Data Collection 
The investigator, contacted the Director of Nursing 

of the facility of choice to present the format and purpose 
of the study. Arrangements were made at this time for 
appropriate times to request professional nurse participa
tion on the acceptable units of the hospital. The verbal 
presentation to potential subjects included the following: 
that approximately twenty minutes of their time would be 
required to complete the questionnaire ? the potential 
importance Of the study; assurance of confidentiality and 
anonymity of all responses; that refusal to participate 
would incur no negative consequences; that the question
naire is self-administered; that results will be made 
available to each participating unit upon request; and 
that the investigator would be available to answer ques
tions. Following the explanations, arrangements were made 
to pick up the questionnaires later that day or in some 
instances at a later time. One hundred and twenty ques
tionnaires were distributed and sixty (50 percent) were 
completed and returned.
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Development of the Instrument.

The instrument used in this study was a three part 
questionnaire developed by the investigator. Part I con
sisted of questions requesting demographic data of the 
participants. Part II consisted of 20 multiple choice 
questions regarding knowledge of the effects, duration of 
action, and dosages of the narcotics. Part III of the 
questionnaire consisted of the attitude portion of the 
test and was made up of 1 2 situation-type questions that 
were answered on a Likert scale (see Appendix A).

The areas of attitude and knowledge had face 
validity as evidenced by the review of the literature. 
Content validity was Obtained via three University of 
Arizona nursing faculty members, of which all had had 
experience in the area of tool development as well as in 
the area of content.

Tool reliability was sought through peer review 
via six medical-surgical graduate nursing students. They 
were asked to take the test, observe for clarity of 
answers and questions, and to assess for content validity. 
Analysis of this small pretest indicated that there was a 
need for clarification of several questions and answer 
choices, but no further changes were suggested. Answers 
to the pretest varied significantly enough to keep all of
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the questions of the original tool. The similarity of both 
the review committee for validity and the peer review com
mittee for reliability to the actual participants of the 
study,, i.e., all registered nurses interested or working 
in medical-surgical nursing, was selected to increase the 
credibility of each.

The questions were written in a narrative style 
incorporating patient-nurse interactions about specific 
types of pain and pain relief measures, particularly the 
use of narcotics. Categories selected to be measured were: 
usual dosages, duration of action, likelihood of addiction, 
distractibility, and the meaning of certain patient 
behaviors such as "clock watching" or complaining or 
requesting a pain medication.

There were 20 multiple choice type knowledge ques
tions and 12 situational attitude questions with Likert 
scaled responses. Subject to data analysis results, a 
simple summary score was to be used in each test. The 
multiple choice questions contained four possible answers, 
with one being correct. A correct answer was to receive 
one point while an incorrect answer would receive zero 
points. The range of possible points here, Using unit 
weights, will be from 0 to 2 0 points.

Of the attitude situation questions, the responses 
were placed on a five point Likert scale ranging in points
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from 1 to 5. The positive attitudes were to receive a 
score of 5 and the negative attitudes a score of one.
The range between these two points was to be 2, 3, and 4, 
consecutively. The possible point range here was from 12 
to 60, again using weights.

Data Analysis
Analysis of data would ideally consist primarily of 

principal components analyses of the knowledge and attitude 
item sets to determine dimensionalities and reliabilities 
using the Theta coefficient. This would probably require 
a sample size of 60 to 90 nurses as the sample size should 
be at least two to three times the number of test questions 
to be effective in this type of test subject to the results 
of the principal components.

The second step would be to form scale scores for 
knowledge and attitude and examine if there is a correla
tion between these using the Pearson correlation coeffi
cient. Next, multiple regression analysis for knowledge 
scores and for attitude scores on the set and background 
characteristic variable would be done. These results 
would show if there is a relationship between the individ
ual nurse's educational program, and early background on 
the one hand, and her knowledge scores and attitudes on 
the other.
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The first step to determine reliability, however, 

is essential to the study because it will determine relia
bility of the tool. In this case, reliability refers to 
the internal consistency of the measurement tool. Unless 
the measurement is consistent, little confidence can be 
placed on the results. Reliability is a necessary condi
tion of validity (Treece and Treece 1973).



CHAPTER IV

PRESENTATION AND ANALYSIS OF DATA

This chapter presents the demographic character
istics of the sample, the results of analysis of knowledge 
and attitude portions of the tool, and results at analysis 
of relations between these three parts of the data col
lected.

Characteristics of the Sample
The voluntary sample consisted of 60 registered 

nurses currently working on any of the three shifts on 
medical-surgical units, including, intensive care units, 
at a general 300-bed parochial hospital in Tucson. As 
indicated in Table 1, most of the sampe were Caucasian 
women. The mean age was 33 years, but the modal age (8 

nurses) was 23 years. More of the sample initially gradu
ated from assoicate degree (43%) than diploma (32%) or 
baccalaureate degree (25%) programs. However, more obtain 
obtained their highest degrees from baccalaureate (37%) 
than from associate degree (32%) or diploma (30%) programs.

Most (53%) of the sample have under four years of 
experience since graduation. The average length of prac
tice was 8.4 years with a range of one to 35 years. The

32
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Table 1. Demographic Characteristics of the Respondents: 

Gender, Race, Age

Number Percent
Gender

Male 4 6.7
Female 56 93.3

Race
Caucasian 54 90.0
Mexican-American 3 5.0
Other 1 1.7

Age
Range 21-35 years
Mean 33 years
Mode (n - 8) 23 years
Distribution 48% between 

age
21-30 years of

mean number of years the sample had been working on 
medical-surgical units was 5.2 years.

The sample was asked if and when they had partic
ipated in a pharmacology course since graduation. Twenty- 
four respondents (40%) stated they had done so, and the 
majority (76.7%) felt that their overall education had 
adequately prepared them to give narcotics on a p.r.n.
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basis. Of those respondents who had taken part in a 
pharmacology course since graduation, the mean length of 
time since that course was 1.3 years with a range of one 
to ten years.

Presentation and Analysis of the Data

Knowledge Test
The investigator collected information to identify 

the level of knowledge of registered nurses in the use of 
three commonly used narcotics. Areas examined were usual 
dosage and duration of action, effects and addictability of 
the medications, and how to use the p.r.n. order.

Instrument Development. Each item in the knowledge 
test was analyzed for internal consistency, and for corre
lation with the attitude questions and the demographic 
data. The knowledge test had five categories of subject 
material within it, and each had inter-item correlations 
done as indicated in Table 2.

In analyzing the data from a tool development 
viewpoint, it was found that the intended method of scor
ing, which was a simple summary additive score, was not 
applicable. Both consistency and reliability are needed 
before this type of scoring can be used. An inter-item 
correlation of .4 is required to achieve a moderate degree 
of correlation between items, and this was achieved by

l



Table 2. Matrix of Inter-Item and Inter-Category Correlations of 0.25 or Greater 
x 100 for Knowledge Test Items

Item Question  Effects_________  Dosages______ Duration p.r.n._________ Addiction
Categories Numbers 5 7 9 12 14 4 8 15 19 1 6 10 16 17 20 18

5

7
Effects 9 

12 

14

32

31

25

35 40

4 25 27 31 
8

Dosages
15

19

34 36
30

29

1

Duration 6 32 
10

24

16
p.r.n. 17 

20

3
Addiction

18 30

WLn
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only one item. Fifteen knowledge items were found to have 
a significant correlation (p<.05) with a range of .25 to 
.40. There was, however, too little consistency present 
among items to warrant using a simple summary additive 
score. As expected, the principal components analysis . 
demonstrated low internal Consistency for the knowledge 
test. Each question, therefore, was examined either inde
pendently or within a category of subject material.

The five categories or areas of subject material 
were examined for accuracy of the nurses' answers in.terms 
of percent of correct responses as demonstrated in Table 
3. Each category will also be examined for a mean percent 
of correct answers.

The largest number of questions on a similar sub
ject area was seven questions which examined the effects 
of the medications. The mean percent of correct answers 
in this section was 48%, greater than a chance percent 
(25%) of correct answers. An inter-item correlation of .25 
or greater was achieved by five pairs of the items in this 
section, but only one pair of these correlations fell 
within the category of effects as indicated by Table 2.

There were five questions in the knowledge test 
that examined dosages of the three narcotics. The mean 
percent of correct answers was 43.8%. The frequency of 
responses, as demonstrated in Table 3, however, indicates
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Table 3. Descriptive Analysis of Results of the Knowledge 
Test by Type of Question, Response, and Percent 
Correct .

Subject
of
Question

Question
Number

Answer : 
1 2

Frequency 
3 4 None

Percent
Correct

5 4 5 13 35* 3 58 . 3
7 6 2 33 16* 3 26.7

Effects 9 1 1 15 8 2 2 * 4 36.7
of

Narcotics ' 1 1 39* 7 1 0 3 1 65.0
1 2 2 0 2 1 * 1 16 2 35.0
13 40* 0 13 4 3 66.7
14 9 2 1 * 17 9 4 35.0

'
2 23 9* 27 0 . 1 ' 15.0
4 5 8 1 2 33* . 2 55.0

Dosages 8 6 0 7 46* 1 76.7
15 2 * 9 32 15 2 3.3
19 2 40* 7 8 3 66.7
1 4 ' 1 1 * 36 7 2 18.2

Duration 6 13* 25 4 17 1 21.7
1 0 2 8 44* 5 1 73.3
16 2 39 17* 0 2 28.3

p.r.n. 17 0 17 3 9 * 1 3 65.0
2 0 15 9 2 2 9* .5 . 36.7

Addic- 3 16 3 25 13* 3 21.7
tability 18 2 56* 0 0 2 93.3
* = correct answer 
n = 59
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a great range of percent of correct answers, i.e., 3.3% 
for question 15 to 75.7% for question 18. Question 2 also 
had a low mean percent of correct answers (15%). An inter* 
item correlation of greater than .25 was achieved by three 
questions, and this was the only section to achieve two 
intra-category correlations.

Three questions dealt with the p.r.n. use of nar
cotics. The mean percent of correct answers for this 
section was 43.3%. This Was the only category of the 
knowledge test that achieved an inter-item correlation of 
greater than .25. None of the three achieved an accept
able intra-category correlation, however, as seen in 
Table 2.

Three questions examined the duration of action of 
narcotics. The mean percentage of correct answers found 
Was 37.8% with a range of percentage of correct responses 
from 18.3% in question 1 to 73.3% in question 10. Only one 
question of the three achieved a correlation of equal to or 
greater than .25.

Two questions examined knowledge of addictability 
of the three narcotics. The mean percent of correct answers 
in this section was 57.3%, the highest of the five sections. 
This section also contained a question that nearly everyone 
answered correctly (question 18). One of the two items in
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this section achieved a correlation of.greater than .25, 
but this was not an intra-category correlation.

In summary, the range of mean percentage of correct 
answers was 38-57%, with about half of the items achieving 
significant correlations, though only one—fifth of these 
Correlations are within the categories of their similar 
subject headings. Furthermore, all of the items of the 
knowledge test had at least one inter-item correlation sig
nificant with .05 level (12 items). None were greater than 
a correlation of .4, however.

Attitude Test
instrument Development. Information was collected 

via Part III of the tool to determine registered nurse 
attitudes toward the use of narcotics on a p.r.n. basis. 
Areas examined were adaptation to pain, addiction, differ
ences in pain tolerance.based on sex and race, unknown 
etiology of pain, the complaining and "clockwatching" 
patients, the stoic nurse, and feelings of guilt and anger 
in nurses relating to pain relief.

Each item in the attitude test was analyzed for 
internal consistency, and was also analyzed for correlation 
with the knowledge questions and with the demographic data. 
In looking at internal consistency, Table 4 demons trate s 
that only two correlations were achieved that were greater 
than .4 and were, therefore, of moderate magnitude at best.



Table 4. Matrix of Inter-Item Correlations >0.25 (x. 100) 
for Attitude Test Items

Question
No. 5 6 8 9 1 0 1 1 1 2

2 39 33
3 37
4 25 32 27 • 32
■5 45 28
6 31
8 34

. 9 46

. 1 0 ..... 28

The remaining eleven items that did show a correlation of 
greater than or equal to .25 ranging between .25 and .39 
with five of these being greater than .35. A correlation 
of .25 is significant at the .05 level. Thus, because the 
items as a whole demonstrated only a low level of correla
tion, the simple summary additive score was not applicable. 
Table 5 contains the frequency and dispersion of agreement 
and non-agreement to the situational questions with the 
range of standard deviations being 0.86 to 1.24 and a mean 
standard deviation of 1.73.

Questions 5 and 9 correlated to the highest degree 
(.45), as did questions 9 and 10. All three questions



Table 5. Descriptive Analysis of' Results of Attitude Test
Subject
Material Attitude 
of Question 
Question Numbers SA

Frequency
A

of Response* 
NO D SD Mean

Standard
Deviation

Adaptation 1 4 34 2 18 1 2 . 6 1.09
8 3 15 4 29 8 3.4 1.23

Attitudetoward 4 0 9 1 33 16 3.4 1.08
Addiction 1 1 1 1 2 3 31 1 1 3.6 1.24
No known
cause of 2 5 26 5 2 1 2 2 . 8 1.17
pain 5 0 1 3 27 29 4.4 , 0 . 8 6
Differences
in pain- 3 0 1 3 29 26 4.3 0.87
due to race
"Complains" 6 1 17 8 25 8 3.3 1.17
"Clock
watcher" 7..... 7 6 2 0 2 2.7 1 . 2 0
"Old
American" 9 1 0 1 24 33 4.4 0.91
Difference
due to Sex 1 0 0 2 3 33 2 1 4.2 0.89
Feelings of
Guilt and/or
Anger 1 2 0 14 5 27 13 3.6 1.17
*SA = strongly agree 
A = agree 
D = disagree 

SD = strongly disagree 
NO = no opinion 
N = 60
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examined a different type of the nine attitudes present in 
this portion of the tool.

Correlation Between Knowledge and 
Attitude Test Items

The next step in analyzing the data was to deter
mine the magnitude and direction of the relationship 
between the knowledge and attitude test items. Computation 
of correlation coefficients was done and those that 
exceeded .25 are demonstrated in Table 6 . All were posi
tive as predicted. Twelve knowledge items had a signifi
cant level of correlation with nine attitude items. The 
range of correlations was .26 to .39 with six of these 
being >.30. This indicates only a low degree of correla
tion between the items of the two tests.

Correlation of Knowledge Test Responses 
to Sample Demographic Data

AS Table 7 indicates, ten (50%) of the knowledge 
items demonstrated a correlation with at least one item of 
demographic data if a significance level of . 1 0 is used.
If a significance of .05 or less is used, however, only 
six knowledge items show a correlation of .25 or greater 
with the range being 125 to .30. The greatest number of 
items show a correlation of .25 or greater to the demo
graphic data of whether a pharmacology course had been 
taken since graduation and how many years ago that had
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Table 6. Pearson Correlations >0.25 (x 100) Between Knowl- ledge and Attitude Test items
Knowledge Attitude Items
Items . 1 3 • 5 6 7 8 9 10 11
1 26
3 38
4 34 27
5 26
8 39
9 27 27

10 32
12 26
16 32
18 35 27
19 32
20 27
n 5= 60

been. At the .25 leve1 of correlation, 1-he demographic
items of sex and years of experience in medical-surgical 
nursing did not show any correlations to knowledge items, 
and age, program graduated from, and if they felt prepared 
to give p.r.n. narcotics demonstrated correlation with 
only one knowledge item. Substantively interesting corre
lations are noted on Table 7.



Table 7. Pearson Correlations >0.22 (x 100) Between Knowledge Test Results and 
Demographic Data

Demographic Knowledge Items
Data 1 2 4 5 10 11 1 2 13 16 17
Sex -

Age 28
Program 28
Highest

Degree 28 25
Years

Practice 25 30 2 2

Years in 
Med-Surg 2 2 * 2 2 * 2 2 * ' 23*

Pharm.
Course 24 29 26

Years
Since
Course 29 2 2 * 26 30 25

Feel
Prepared

27

* pc.lO
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Correlation of Attitude Test Items 

to Sample Demographic Data
This portion of the material was also examined for 

correlation at a statistically significance level (p<«05), 
Where applicable, substantively interesting trends 
(p<,1 0 ) are noted.

As Table 8 indicates, only four (33.3%) attitude 
items demonstrated a correlation with at least one item 
of demographic data with a significance level of . 1 0 and 
.05. Three of the attitude items achieved a correlation 
with three or more items of demographic data, and the

I

remaining item had one correlation. The range of corre
lations was . 2 2 to .42 with only two items being less 
than .25 and one item .being greater than .4.

Age demonstrated correlations of .36 and .38 with 
two attitude items, and program achieved a correlation of 
.42 with question 8 . The highest degree obtained corre
lated. significantly with three attitude items, and years 
of experience correlated with one. Three of the attitude 
items correlated with number of years since a pharmacology 
course had been taken since graduation. Of the attitude 
items, question 8 was the most outstanding as it achieved 
a correlation <.25 with seven of the nine demographic 
variables. Only one of these demonstrated a correlation 
of moderate degree, however.
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Table 8 , Pearson Correlation's >0.22 (x 100) Between 

Attitude Test Results and Demographic Data
Demographic Attitude Items
Data 1 8 1 0 1 1

Sex
Age . . 36 38; -

Program 42 2 1

Highest Degree 37 30 28
Years of Practice 30 . 2 2 *
Years in Med-Surg
Pharmacology Course 2 6 26.'
Years Since Course 26 31. 27
Feel Prepared 26.

*p<.10



CHAPTER V

DISCUSSION OF FINDINGS

This chapter includes discussion of findings in 
relation to tool development, registered nurse knowledge 
levels and attitudes, and to the theoretical framework.

Findings Relative to Tool Development
A principal components analysis computed on the 

knowledge portion of the tool demonstrated a low degree of 
internal consistency. The items demonstrated essential 
independence of each other, i.e, neither the inter-item 
correlatiohs, nor the knowledge to attitude, or the knowl
edge to demographic correlations achieved the criterion of 
.4 with one exception in the inter-item correlations.
When the mean percent of correct answers in each category 
was calculated, the range was 38 to 58% with a total mean 
percent of 46%, well above a chance mean of 25%. There 
was little consistency in the answers between individuals 
and from one question to another for a given individual.

A principal components analysis was also computed 
on the attitude portion of the tool which again demon
strated a low degree of internal consistency with the 
items demonstrating a high degree of independence. The
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correlation between attitudes and knowledge did not 
achieve the criterion of .4, but the inter-item analysis 
demonstrated a correlation of .45 and .46, while the corre
lation between attitude and demographic data met the cri
terion with one correlation Of .42. The range of standard 
deviation was 0. 8 6 to 1.24 with a. mean of 1.73. This 
tendency indicates a moderate to high degree of variance 
in the responses about the nurses. The low levels of 
relationship among items make inference difficult.

Knowledge
Data in this section were examined for the meaning 

of the results in relation to the sample and possibly to 
nursing as a whole. Both statistically significant (p<,05) 
and substantively interesting (p<.1 0 ) data are discussed. 
However, each question is considered a separate "test" due 
to low internal consistency of the instrument. Knowledge 
about narcotics does not seem to be a unitary concept.
The questions in the knowledge test are examined according 
to their placement in one of the five categories or 
areas,

Effects of the Narcotics
The . respondents achieved a score of 50% or better 

correct in three of the seven questions in this section, as 
shown in Table 3, with the incorrect answers in the
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remaining questions being fairly well dispersed. The only 
exception to this dispersion is question 7 where more than 
half (55%) of the sample stated they thought codeine caused 
rapid and high levels of dependence. Only one-fourth of 
the sample realized this was false.

Normal Dosages of Narcotics
Of the five items in this section, three were 

answered correctly by more than half of the sample. How
ever, the remaining two questions were answered correctly 
by less than a quarter of the sample. Both questions ■ 
discussed ratios of comparative strength of narcotics.
One was considered oral route versus intramuscular route 
in meperidine, and the other compared strengths of codeine, 
meperidine, and morphine in their usual intramuscular 
dosages. The first question was answered correctly by 
nine respondents (15%) and the second was correctly 
answered by. only two (3.3%) nurses. Both of these could 
have been answered correctly by random guessing alone at 
these low percentages. The majority of nurses answering 
both questions' incorrectly believed there was little if . 
any difference in the degree of strength of these medi
cations. One question in this section asking the usual 
dosage of codeine was answered correctly by 77% of the 
sample.
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Duration of Action

Respondents answered two of the three questions 
in this section incorrectly, with only one-fourth of the 
sample answering these correctly. The areas examined were 
onset, peak, and duration of action of intramuscular meper
idine. The majority of the nurses believed the duration 
of action to be from one to two hours longer than it 
actually is. The third question in this area asked usual 
dosage and duration of morphine which was answered cor
rectly by the majority. Only question 10 demonstrated a 
relationship significant at the .05 level, and the remain
ing two were substantively interesting.

Using a p.r.n. Order
The majority (6.5%) of the nurses stated they felt 

that after giving a p.r.n. narcotic their responsibility 
was to observe for effects of the medication and to then 
record these observations in the chart. Only 17 respon
dents said they felt it was their responsibility to speak 
to the physician if the patient was not obtaining adequate 
pain relief. Another finding was that nearly a third of 
the nurses said that even in the case of known, persistent 
pain, they would not give a p.r.n. narcotic until the 
patient requested it.



Addictability of the Narcotics
Question 3 examined the situation in which a 

patient is given lOOmg meperidine every four hours for 1 0  

days» The respondents are asked what percent of patients 
receiving this would become addicted. Nearly half stated 
at least 50% of the patients would, and another 25% stated 
nearly all patients would become addicted. Twenty-two 
percent correctly answered that <1 % of the patients 
receiving this would become addicted. Question 18 was 
nearly unanimously answered correctly by the respondents, 
however, This question asked what decreasing relief from 
a narcotic meant when given over a period of time as in 
the case of persistent pain such as cancer. Ninety-three 
percent stated this was due to tolerance and the remaining 
seven percent believed it was due to addiction. This 
question had a correlation significance at the .05 level.
It was found that internal consistency needs to be 
improved before the test is re-used.

Attitudes
Results of the attitude test will be discussed at 

both the statistical and substantive levels. Of the twelve 
items, seven had correlation coefficients significant 
at the .05 level, four were significant at the .10 level, 
and only item 7 was not found to have a significant level 
of correlation. Internal consistency needs to be improved
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before-the test is used. Thus, the degree to which the 
subjects' responses reflect their true scores is unknown.

Generally, the situations were answered with a high 
high degree of agreement among the respondents. There 
were, however, four items that had a bimodal response.
Two of the four had an inter-item correlation significant 
at the .05 level, one at the . 1 0 level, and one was the 
item without a significant level of correlation. These 
bimodal response items will be discussed individually.

Question 1 • examined the situation of a patient 
receiving a pain medication while manifesting few signs 
of discomfort. More than half of the nurses (57%) said 
they would be hesitant to give this patient a narcotic, 
even if they realized his pain, was persistent or chronic. 
Thirty percent of the nurses said they would hot hesitate.

Question 2 examined the meaning of a positive 
response to a placebo. Nearly half the nurses (44%) said 
they believed this meant the pain was probably not physi
ologic in origin. Thirty-five percent disagreed with 
this.

Question 6 examined a nurses response to a com
plaining patient in which she found herself avoiding this 
patient. Nearly a third of the sample said this was a 
common occurrence, while a slightly larger proportion . 
disagreed.
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Question 7 examined a patient with persistent, • 

severe pain who promptly and routinely requests his pain 
medication every four hours. He is labeled a "clock
watcher" by the staff., . A little greater than one-third 
of the sample stated' the time between injections should be 
lengthened to decrease likelihood of causing addiction. 
One-third stated they disagreed .with this .action, of 
lengthening intervals,

The remaining questions demonstrated small levels 
of variance illustrated by the range of . 8 6 to 1.17 of 
standard deviations. ■

Relationship of Findings 
to Theoretical Framework

The original premise of this study was that atti
tudes and knowledge exert a direct, even though often 
subconscious, effect on behavior. This was the backbone of 
of the theoretical framework.. The goal of. this study was 
not to prove this premise, but to develop a tool that 
would measure attitudes and knowledge as a first step 
toward this goal.

The conceptual framework of this study contains 
elements of Sherif and Hovland's (1967) social judgment 
theory to represent the investigator's definition of atti
tudes; also .the 1950 theory by Else-Erenkle Brunswick on 
the authoritarian personality (Rokeach 1967) which aided
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in the explanation of the origin of mechanics of many 
attitudes; and Roy’s (1973) adaptation theory to demon
strate a potential basis for pain relief intervention.
This theoretical framework also served as a guide in the 
development of the tool=



CHAPTER VI

CONCLUSIONS, SUMMARY, AND RECOMMENDATIONS

Conclusions and,Summary 
The purpose of this study was to develop an objec

tive means of measuring registered nurses' knowledge levels 
and attitudes toward the use of p.r.n. narcotics for the 
purpose of pain relief. A pharmacological test and a 
situational vignette-type test were designed for this pur
pose and administered to a volunteer sample of 60 regis
tered inpatient nurses. The results were analyzed for mean 
percent correct in the knowledge test, inter-item corre
lations were done for each test, the knowledge and attitude 
tests were analyzed for internal consistency, and the two 
tests were analyzed for correlation with demographic data.

The highest inter-item correlation for the knowl
edge test indicated moderate relationships and, therefore, 
principal components analysis yielded no important loading 
patterns to indicate internal consistency.

There were statistically significant correlations 
between the knowledge and attitude items. The range of 
correlations was .26 to .39 with a correlation of .25 
being significant at the .05 level.
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Each item on the knowledge and attitude tests was 

correlated with the demographic data. Most of the knowl
edge items had either statistically or substantively 
significant correlations with the demographic data, and 
the attitude test had almost a third.

Because inter-item correlations within each test 
were low, a simple summary addictive score was not appli
cable in either case. Both consistency and reliability 
are needed before this type of scoring Can be used. Ques
tions were considered as separate entities throughout the 
analysis and discussion, and were grouped only if subject 
material was similar.

Before strong correlations between attitudes and 
knowledge could be achieved, greater internal consistency 
of both tests leading to a higher degree of reliability 
and validity is needed„ Also, it is difficult to predict 
that a certain level of knowledge will cause an increase 
or decrease in number or type of attitudes held if that 
knowledge level cannot be accurately measured. This 
degree of measurement accuracy requires a tool with an 
applicable summary score.

Pain is a common experience of hospitalized 
patients, and one that is often avoidable if nurses are 
aware of its occurrence and its treatment. Treatment of 
pain is the responsibility of both the physician and the
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,nurse as the two professionals most closely assoicated 
with the patient while he is in the hospital. To obtain 
adequate pain relief, first the belief in the patient's 
verbalization of feelings of pain is essential. Secondly, 
after the presence of the pain has been established, the 
nurse must believe that the severity is also what the 
patient says it is. From this point, the type of treat
ment can be considered. Here, awareness of the similari
ties and differences of the various analgesics is essen
tial in the decision of which to use for this particular 
patient. Since frequently more than one is ordered. The 
duration of action must be known in order to observe if 
the patient is receiving enough medication for adequate 
pain relief. Side effects must be known and taught to the 
paient for his own safety. Awareness of likelihood of 
addiction is needed by the nurse so she will not be trying 
■to wean a patient off of a pain medication before he is 
physiologically ready for this.

Conclusions that can be drawn are not very statis
tically powerful at this time. .However, on the basis of 
clinical experience, discussion with peers, and numerous 
readings, it can be concluded that the majority of these 
aforementioned areas need to be emphasized in both•the 
hospital setting and the educational setting„ It can also 
be strongly proposed that awareness of knowledge and
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attitudes toward pain and its treatment is the key needed 
to unlock the door to true pain control.

Regarding nursing knowledge, several statements can 
be made. Nursing, in the sample and in general, is well 
aware of what a usual dosage for a narcotic is. This is 
stressed in school and on the job. The onset, peak, and 
duration of action of that same narcotic is frequently 
unknown* These aspects of the medication are as essential 
to the nurse's knowledge as the usual dosage if she is to 
achieve pain control in her patients. Also, knowledge o f . 
comparative strengths of the different narcotics was fre
quently not demonstrated, nor was the difference that route ' 
can cause on the effectiveness of a medication. These 
aspects are also essential if nursing judgment is to be 
based on knowledge rather than on random selection. Also, 
the effects on a patient in severe persistent pain of wait
ing until he experiences pain again before giving a medica
tion is necessary knowledge. The area of addictability is 
also extremely important for nursing to be aware of . Addic
tion in 99% of the cases in the country did not originate 
in a hospital contrary to popular physician and nurse 
beliefs. This erroneous belief contributes suffering in the 
name of preventing the patient from becoming "an addict."

Information gained from the study relating to atti
tudes held by the sample is also pertinent. In general.
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many nurses function with the incorrect belief that where 
there is pain, there will be manifestation of it. There 
is no understanding here of the acute versus the chronic 
pain models.• This was seen in both clinical experience and 
was indicated in the findings of the study. There were 
many nurses who believed a positive response to placebo 
meant that the pain is all psychological. There were also 
many nurses who believed the patient who requested his pain 
medication as soon as it was due was an addict who also 
happened to be ill. On the positive side, however, few 
nurses indicated that there was a difference in pain 
tolerance between males and females, and Caucasians and 
Mexican-Americans. Also, very few indicated a patient 
should be Commended for enduring pain.

Demographic data were most related to the attitude 
section, especially the questions that dealt with adapta
tion to chronic pain.. Here,, age, program attended, highest 
degree held,, pharmacology, and when the course was taken 
were all significantly correlated.

Recommendations 
Based on the findings of this study, the following 

recommendations for further study would include:
1. Obtaining greater internal consistency of both 

tests so that a summary score could be achieved.
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2. Use fewer content areas in the knowledge test, 

but repeat these areas with differing questions.
3. Use fewer attitudes in the attitude test so the 

vignettes would be less complex allowing for 
fewer variables that need controlling.

4. Have equal number of questions ph each topic in 
each test.

. 5. After an accurate means of measuring attitudes 
and knowledge has been developed, behavior can 
also be brought into the study by observing nurses 
giving p .r.n.'s and Chart reviews. This would then 
determine if knowledge and attitudes really do 
affect behavior.

The following are recommendations for nursing 
inseryice or continuing education based on review of liter
ature, clinical experience, and.performance on knowledge 
and attitude instrumentss

1. All registered nurses who will be responsible for 
administering medications should be required to 
pass a pharmacological exam before they can give 
medications.

2. On a biannual basis, all registered nurses should 
be required to confirm a continued high-level of 
knowledge of commonly used drugs including 
narcotics.
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3. Every month an inservice education, program on a 

different type of medication should be given, in 
which it is not only made possible for all regis
tered nurses to attend, but is required.

The following recommendations for nursing education
includes

1. Re-evaluate the importance of pharmacology in 
the giving of intelligent, safe nursing care and 
in considering the number of hours allotted to 
pharmacology in nursing curriculum. There may be 
a need for two three-credit courses instead
of the one now being given.

2. Emphasize the many varied effects and aspects of 
narcotics other than just its dosage and analgesic 
effects if this isn*t being done.

3. Also stress the follow-up actions of observing 
for the effect the medication has on the patient, 
charting this, and requesting a change if relief 
is not being obtained.



APPENDIX

NARCOTICS AND THEIR USE 
QUESTIONNAIRE

You are being asked to voluntari1y answer the questions on this 
questionnaire. The purpose of this study is to determine what influences 
registered nurses' usage of narcotics. The main object!ve is to develop 
a reliable tool tha.t wi 1.1. measure this. By responding to the quest ionnai re, 
you will be g i v i n g you r con sen t to part ici pate; in the study. Your name is 
not on the qeustionnaire, and you may choose not to answer some or all of 
the questions, If you so des i re. You may feel free to ask questions of 
the investigator at any time, and may feel free to withdraw or decline 
to participate without fear of incurring any difficulties. Confidential •* 
ity will be maintained throughout. Results will be" made available to 
participants upon request.

PART I
Age: ____  Sex: . F M .

Race : Caucasian _______ hexi can-Amer i c a n_____
Black .  ____ American Indian _____
Oriental  ____ Other _____

Religion: Catholic  _____ Other '
Protestant Non-aff i1iated

In what type of program did you receive your basic nursing education?

Diplomats Associate Degree _______ Baccalaureate__________________

What is the highest degree or level of education obtained?

Number of years in nursing practice
Specialty area in which you work____

For how loha in this area?:

Length of time you have lived in the Western part.of the Country?

Previous geographical location, if other than .Arizona? _ 
._____ • _______________  For how long?
Have you had any pharmacology courses or updates since your undergradu
ate or basic nursing program? •_______ ______  ____ _
If yes, where?   How long ago? .

Do you find that your educational background has prepared you ade
quately for administering- narcotics on a p. r. n. -basis?-
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NARCOTICS AND THE IR USE QUESTIONNAIRE 

ANSWER SHEET

PART 11

■Circle correct answer by its corresponding letter

1. a. b. c. d. S, a. b. c. d. 15. a. b. c. d

2. b. c, d. 9. a. b. c. d. ‘ 16, a. b. c. d

3. a. b. c. d. 1Q-. a. b. c. d. 17. a. b. c. d

4. a. b. c. d. 11. a. b. c. d. .18, a. b. c. d

5.. a. b. c. d. 12. a. b. c. d. 19. a. b. c. d

6. a. b. c. d. 13. a. b. c. d. 20. a. b. c. d

7. a-. b. c. d. 14. a. b. c. d.

PART III .

Circle the statement or word that is most in agreement with your feei- 
ings.

1. Strongly Agree
i

Agree No Opinion Disagree Strongly Disagree

2, Strongly Agree Agree No Opinion Disag ree Strongly Disagree

3, Strongly Agree Agree No Opinion Disagree Strongly Disagree

4. Strongly Agree Agree No Opinion Disagree Strongly Disagree

5. Strongly Agree Agree No Opinion Disagree Strongly Disagree

6, Strongly Agree Agree No Opinion Disagree Strongly Disagree

7. Strongly Agree Agree No Opinion Disagree St rong ly Disagree

8. Strongly Agree Agree No Opinion Di sagree Strong!y Disagree

9V Strongly Agree Agree No Opinion Disagree .Strongly Di sag ree

10. Strongly Agree Agree No Opinion Disagree Strongly Disagree

11. Strongly Agree Agree . No Opinion Disagree Strongly Disagree

12. Strongly Agree Agree No Oprn ion Disagree Strongly Di sagree
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PART II

DIRECTIONS: Each question has one right answer. Please circle the
corresponding letter to indicate your choice of the correct 
answer on the attached answer sheet.

1. A dose of 75mg meperidine HCl has a duration of action of:
a. 1 to 3 hours c. 3 to 4 hours
b, 2 to 4 hours d-. 4 to 6 hours

2. An oral dose of meperidine HCl is:
a. equivalent in strength to the same dosage given intramuscularly.
b. only one-third as strong as an intramuscular injection of the 

same strngth.
C. only one-half as strong as an intramuscular injection of the 

same strength.
d. stronger than an intramuscular injection of the same dosage.

3.. heperidine HCl lOOmg given intramuscularly every four hours over a 
period of ten days would:
a. cause addiction in most patients rece1ving this.
b. cause no addiction in patients receiving this amount.
c. cause addiction in at least 50% of these patients.
d.- would cause addiction in less than 1% of these patients.

4. Which one of the following is not true of meperidine HCl?
a. Oral doses may vary from 50 to ISOmg every three to four hours.
b. Doses of meperidine should be reduced 25 to 50% when phenothi- 

zines or other tranqui1tzier5 are given concommitantly.
c. Intramuscuiar dose from 50 to 150mg every three to four hours 

are within the therapeutic range.
d. A maximum intravenous therapeutic dosage is 5;0mg every three 

to four hours.
5. Which one of the following is not true of meperidine HCl?

a. . It exerts its primary pharmacological effect on the central 
. nervous system.

b. Therapeutic doses produce analgesia, sedation, and respiratory 
depressi on.

C. Normal therapeutic dosages may decrease respiratory drive while 
increasing airway resistance.

d. It does not cross the placental barrier.
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6. Which of the following sets of numbers is correct when looking at 
the onset of action, peak of action> and duration of action of 
meperidine HC1 when given intramuscularly?

Onset Peak Du ra t i on

a. 15 minutes 1 hour 2 to 4 hours
b. 15 minutes 1 hour 3 to 4 hours
c. 20 minutes 2 hours 4 to 6 hours
d* 20 minutes 2 hours 3 to 4 hours

7. A M  of the following are true of Codeine sulfate EXCEPT:
a. it is used to treat mild to moderate pain.
b. it retains effectiveness of pain relief even when taken orally.
c. 120 mg of codeine is equivalent to 10 mg of morphine.
d. it can cause rapid and high levels, of dependence.

S. The usual therapeutic dosage of codeine sulfate Is:
a. 10 to 3.0 mg every four hours.
b. 10 to 40 mg every six hours.
c. 15 to 30 mg every six hours.
d. 15 to 60 mg every four hours.

3. All of the following are true of codeine sulfate EXCEPT:
a. It appears in the milk of Tactating women.
b. It should be used with extreme caution in patients with chronic

obstructive pulmonary disease.
c. It has a duration of action of four to six hours.
d. It should be used with extreme Caution in patients with

glaucoma.

10. What is the average duration of action arid t h e r a p e u t i c  dosage of 
morphine sulfate given intramuscularly?
a. 4 mg every four hours.
b. 8 mg every six hours.
c. 10 mg every four hours.
d. 10 mg every six hours.
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11. Which statement applies to morphine sulfate?
a. Morphine sulfate causes pupilary constriction (miosis) at 

theapeut ic doses.
b. Morphine causes increased excitability of the gastro

intestinal mucosa..
c. Morphine's adverse: reactions are most prominent in patients 

who are on bed’ rest.
d. Narcan, the narcotic antagonist is NOT effective for morphine.

12. Which center within the brain is not affected by morphine?
a. The emetic center
b. The appetite center
c. The respiratory center.
d. The cough center.

13* Extreme caution must be used in administering morphine sulfate
to all of the following types of patients EXCEPT;
a. Severe eye Injuries.
b. Head injuries.
c. Injuries resulting in increased cerebrospina1 pressure.
d. Injuries resulting in decreased respiratory reserve.

14. All of the following are true of morphine sulfate EXCEPT:
a. Sensory modalities (sight, hearing, etc.) are not affected 

at therapeutic dosages.
b. The major hazard of morphine use in pain relief is hallucina

tory effect, especially in the elderly.
c. Oral morphine is only one-sixth as effective as the same 

dose given • parentera11y .
d. Morphine sulfate in low doses diminishes venous return in 

acute pulmonary edema.

15. Which one of the fo11owlng statements is 3RUE:
a. Morphine is 10 times as strong as meperidine, but codeine is

less strong than the other two. .
b. Meperidine is just as strong as morphine, but codeine is less 

strong than the other two.
c. There is little difference between pa renters 1 doses of morphine,

meperidine, or codeine when each are at their usual or recom
mended doses for intramuscular use.

d. Morphine is twice as strong as meperidine, and five times as 
strong as codeine.
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16. When the professional nurse uses her judgment in giving medications
according to a p.r.n. order, the responsibility is to:

a. Prevent addiction in the patients she treats by getting 
patients off of narcotics as quickly as possible.

b. Observe individual reactions to the medication and report 
these in the chart..

o. Report to the physician, any findings indicating that the 
patient is not obtaining adequate pain relief and suggest 
a change in the medical regimen may be needed.

d. Report that pain relief has not been obtained and suggest a
placebo trial to determine if the pain is actually present 
as stated.

17. When using a p.r.n. order in the case of fairly persistent pain as,
in some forms of cancer or renal calculij which is the recommended
procedure to follow?
a. Give ordered medication every four hours.
b. Wait until the patient requests medication* then give it.
c. Give the medication on the every four-hour basis, but observe 

for level of relief or other changes.
d. . Stretch the intervals between giving the medication out as

long as possible to prevent causing dependence or addiction.

18. When a patient with metastatic cancer who is receiving 40 mg 
morphine sulfate per day and is Obtaining decreasing relief from 
this dosage he is probably:
a. Becoming addicted to medication.
b. Experi encing physLea 1 toleranee to the medi cat i on.
c. In need of psychological or sociological counseling of some 

kind.
d. Should be weaned off of the medication with gradually decreas

ing dosages.
19. A 1§5 pound, 30-year-old male is experiencing incisional pain on his 

first pOst-operative day after a cholecystectomy. The medication 
order reads: Meperidine HC1 50 to 100 mg every four hours. What
Is the recommended dose to be given?
a. Start with the 50 mg, but increase to 75 mg W e r y  four hours 

as needed.
b. Give whatever is needed to obtain pain relief, but start with

the 75 mg dosage as a minimum for the first day1s dosage.
c. Give the 100 mg cons latently every four hours-
d. Give whatever is needed to obtain pain relief, but start with

50 mg and try not to go over 75 mg...



20. A 37-year-old male with multiple fractures and lacerations sus
tained in an automobile accident 48 hours ago is complaining of 
severe pain. Vital signs are 100/62, p, 108 at 1500. Vital 
signs were 120/74, p. 80 at 1300. His medication order reads 
morphine sulfate 8 mg every four hours as needed given last 
at 1000* What would be the BEST course of action here?
a. Hold the medication and observe his blood pressure in case he 

may be "shocky".
b. Hold the medication and request a change in the medication 

order from his physician since morphine often causes circu
latory depression.

c. Give-the medication because pain may be causing the drop in 
blood pressure.

d. Give the medication because morphine has little effect on the 
card iovascular sys tern when g t ven i n therapeutic doses.

PART I I I

On the attached answer sheet, circle answer that is most in agreement
with your feelings.

1. Mrs. J*, a 55-year-old female, has metastatic cancer of the uterus. 
She states she has severe pain and asks for her pain medication 
while sitting in a chair with a book in her hand. Her face is calm, 
and her body is at rest. The nurse getting her medication feels 
hesitant giving Mrs. J. a narcotic because she questions the sever-, 
ity of her pain. Do you find yourself in agreement with this 
nurse's feelings?

2. Miss L, a 26-year-old female, has complaints of low-back pain. She 
has taken Darvon at home, but obtained little relief from this.
Her physician has admitted her for. tests and ordered Darvon for 
pain. If this did not provide relief, one cubic centimeter of 
normal saline is to be given. When the night nurse gave the 
placebo and noted that Miss L. had obtained relief, she reported 
to the following shift that this patient's pain was probably not 
physiologic in origin. Do you agree with this statement?

3. Mrs. Adams works as a registered nurse on a urology floor. Two 
patients on this unit had similar procedures done today, both.yare
male, In their early thirties, and of approximately the same 
body weight. The only difference is that one man is Anglo and 
the.other is Hexican-Arnerican. Both patients are requesting
medi cat ion f or comp la i nts of inc i s iona1 pain. They each have the 
following order: Give morphine sulfate 6. to 10 mg every four
hours as needed. Based on her past experience that the Mexican- 
American culture is generally more verbal in their complaints of 
pain, and also on a belief that the Anglo culture is more stoic
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about pain, she decides to give the Mex i can- Artie f i can patient the 
6 mg of morphine and the Anglo patient the 10 mg for his pain. Do 
you find yourself in agreement with this decision?

4. Mr. R. is a 55-year-old'male who had a laminectomy yesterday. HIs 
medication order reads give meperidine 5.0 to 75 mg every 4 to 6 
hours for pain. He Obtains relief from 75 mg of meperidine, but 
only for a twp^hour period. The nurse in charge of his care sus
pects there is a tendency toward addiction in this patient and 
decides the best course of action is. to encourage, him to wait the 
full four hours until his next dose of medication. She also plans 
to decrease the. dose to 50 mg every four hours starting the next 
day. How do you feel about this ..course of action?

5. Mrs. S. was admitted to a neurology floor for a workup to determine 
the cause of severe bilateral leg pain that has just recently 
developed. After two days of testing, no diagnosis has been made. 
During the night, Mrs. S~ requests a medication for pain. The 
night nurse questions the validity, of this pain because no actual 
cause has been found. She decides to give Mrs, S. plain aspirin 
rather than her alternative order of aspirin and codeine, even 
though she knows the previous shift stated the plain aspirin pro-, 
vided minimal relief. Her rationale for this action* Is that it is 
unwise to give a narcotic to a patient whose cause of pain has not 
yet been determined, and may therefore not be real. Do you agree 
with this rationale?

6. Miss P. is a 64-year-old retired nurse who has just had a right 
total hip repair done. Miss P. has antagonized the nursing staff
•in charge of her care, as well as dietary, and physical therapy 
with a long list of complaints about the service being given her.
Her bed is never neat enough, her bath water too cold, her drinking 
water too warm* and her nursing care disorganized and “not as gOod. 
as in my day". The nurses find themsleves avoiding this room as 
much as possible. A nurses' aide reports that Miss P. is requesting 
a pain medication. Miss L., her nurse, feels that Miss P. com
plains about everything so much that she probably, complains of pain 
even before it occurs. She decides to finish making rounds and 
ordering intravenous solutions before givinq the medication.
Do you personally find this a common feeling or experience?

7. Mr. Q., a 40-year-old patient., is admitted .to rule out renal calculi. 
His treatment includes rest, forcing fluids, straining all urine, 
and pain medication among other things. His pain medication con
sists of meperidine 75 to 100 mg every three to four hours. He has 
requested and received. 100 mg every four hours for the. last thirty- 
six hours for complaints of severe pain. If a nurse enters the room, 
he states, "1 had my last hypo at eight, so could you have my next 
one in here by eleven, please," This continues throughout the day 
shift report, his nurse states that he is a "clockwatcher" and sug
gests that the next shift try to increase the time between injections 
to decrease likelihood of causing addition. As the evening nurse, 
would you agree with this suggestion?



70

8. Mrs. C., a 50-year-old female with chronic rheumatoid arthritis, 
is seen visiting with friends in the sunrbom. She appears com
fortable and relaxed. The minute her,guests leave,•however, she 
asks for her pain medication and complains of severe aching in her 
joints. Before her nurse can return, with her medication, she 
observes Mrs. C. again smiling and visiting- with" her husband who 
has just arrived. The nurse, seeing this, decides to hold the 
medication since Mrs. C. obviously isn11 as uncomfortable as she 
would have her nurse be!ieve. Do you interpret this situation
as this nurse has?

9. Mr. L. , a 28-year-old male, has just returned from a lymphang logram 
within, the last six hours. He Is observed lying in bed with a 
tense expression on his face and body. When asked if he is having 
pain, he replies through tightly clenched teeth, "Yes, but 1 can 
bear it." As his nurse for the evening, Miss X. commends him on 
his strength in withstanding discomfort and says, "We all have to • 
learn to deal with pain, don't we?" She then leaves. Are you in 
agreement with this philosophy?

10. The night nurse on a cardiac care unit has just been told that both 
Mr; W. and Mi ss K/ nee# a pal-n: * Bpt"h pat rents are i n
their late forties, are second day post-operative form by-pass surr 
gery, and have approxiamtely the same body weight. Their medication 
order reads morphine sulfate 5 to 15 mg every four to six hours 
p.r.n. The nurse in charge of their care gives Miss K, the 15 mg 
of medication and Mr. W. the 10 mg of medication. Her rationale 
is that Mr. W. "is probably able to handle the discomfort more 
easily than Miss K," Do you agree with this rationale?

IT. Mr. P., a 19-year-old student, is admitted for care of a fractured 
femur and mu 11ip1e lacerations from an automobi1e accident in which 
he was found to be driving and drinking. Approximately six hours 
after he was brought to the ward from the emergency room, he is 
complaining of severe pain. The nurse in charge of his care gives 
Mr. P. meperidine 50 mg intramuscularly. The order reads meperidine 
50 to 100 mg every three to four hours. Her rationale for givine 
this small dosage is that he has a 1 ready shown that he has a ten
dency to misuse drugs because of his drunken driving, and she feels 
there may be a strong tendency for this young man to become addicted. 
Do you agree with this rationale?

12. Mrs. L., a 45-year-old woman with metastatic breast cancer, is
being visited by her family. Shortly after arrival, they approach 
the nurse and demand to know why Mrs. L. is allowed to be in pa.in 
as she is now. The nurse responds that she was unaware that Mrs.
L. was uncomfortable since she had not requested anything for .pain. 
She then proceeds to get the medication, but feels she has been 
unjustly reprimanded and is angry. After giving Mrs. L. the medi
cation, she leaves the room and finds herself avoiding this room 
the remainder of this shift, even after the family has left. Is 
this a realistic experience for you?
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