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ABSTRACT 

The purpose of this study was to (a) explore the factors that nurses took into 

consideration when making an assessment of patients with chest pain and (b) determine 

their estimation of pain intensity experienced by these patients. Three vignettes 

consisting of descriptions of patients with either organic, inorganic, and mixed 

organic/inorganic chest were used. The relationships between selected nurse 

characteristics and their estimation of pain intensity was also examined. 

A descriptive, exploratory design was used to answer the research questions. 
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Content analysis was used to examine the factors nurses considered. Identified categories 

representing factors that frequently occurred were: Vital signs, Quality of Pain, EKG, and 

Rating of Pain on a Numeric Scale. Identified categories representing factors that less 

frequently occurred were: Depression, Emotional Stress, Family Support, and Affect. A 

significant difference in mean ratings of pain was found among the three hypothetical 

patient vignettes. Significant relationships were found among age, clinical cardiac 

experience of 6-10 years, and nurses' estimation of pain intensity for patients with 

organic chest pain. The findings from this study suggest that hypothetical vignettes are 

useful for determining nurses' abilities to assess chest pain. 



CHAPTER ONE 

Introduction 

Chest pain is a multidimensional clinical phenomenon that is influenced by a 

variety of factors. Stressful events in the environment and emotional disturbances may 

increase the perception of chest pain (Bass & Chambers, 1998; Douglas & Geoffrey, 

1998; Geroge, Hui, Lam, & Lau, 1996; Herlitz, Hofgren, & Karlson, 1995; Ketterer, 

Lumely, Puckard, & Torosian, 1997; Roll & Theorell, 1986). A holistic approach that 

incorporates physical and psychosocial factors should therefore be used in the clinical 

assessment of patients with chest pain. Such a holistic approach is important for 

providing effective therapeutic interventions that can attain optimal relief for patients 

with chest pain. 

The potential effects of psychosocial factors in the experience of pain should be 

included in the clinical assessment of chest pain. However, the concern for the life 

threatening nature of chest pain may cause nurses to disregard psychosocial factors in 

their assessment. It is important to examine nurses' assessment of patients with chest 

pain since pain cannot be adequately treated unless it is adequately assessed. 
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The purpose of this research study was to examine factors that nurses take into 

consideration when assessing patients experiencing three kinds of chest pain: (a) organic, 

(b) inorganic, and (c) mixed organic/organic chest pain. Organic chest pain is defined as 

pain that is primarily based on pathophysiological mechanisms. Patients with organic 

chest pain have cardiovascular disease. Inorganic chest pain has been defined as the 

perception of pain influenced primarily by psychosocial factors (Bass and Potts 1998; 



Douglas & Geoffery, 1998). Psychosocial events are important factors that may 

influence the perception of inorganic chest pain (Geroge, Hui, Lam, & Lau, 1996; 

Herlitz, Hofgren, & Karlson, 1995; Ketterer, Lumely, Puckard, & Torosian, 1997). Both 

cardiovascular disease and psychosocial factors may influence the perception of mixed 

organic/inorganic chest pain. 
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A variety of factors have been found to influence nurses' assessment of chest 

pain. The presence or absence of physical illness may influence nurses' estimation of a 

patient's pain intensity (Abu-Saad, Evers, & Halfens, 1990; Butcher, Skelton, & Taylor, 

1984). Nurses may be more likely to underestimate pain intensity in patients who do not 

have evidence of physical illness than in those patients who do have evidence of physical 

illness. The inaccurate estimation of pain intensity may result in patients receiving lack of 

optimal pain management interventions. This study sought to examine nurses' 

assessment of pain intensity in patients with organic, inorganic, and mixed 

inorganic/ organic chest pain. 

Nurses' estimation of pain intensity is reported to be influenced by a number of 

nurse characteristics. Nurses' age, gender, ethnicity, educational level, clinical 

experience, attendance at pain programs, and personal experience with pain are reported 

to significantly effect nurses' estimation of pain intensity (Bathina et al., 1997; Choinnier 

et al., 1990; Dalton, 1989; Davitz, Davitz, & Sameshima, 1970; Forhergill-Bourbonnais 

& Wilson-Barnett, 1992). This study examined the relationship between these nurses 

characteristics and the assessment of pain intensity in patients with organic, inorganic, 

and mixed organic/inorganic chest pain. 
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Statement of Problem 

Nurses' assessment of patients with chest pain is dependent on a variety of 

factors. It is currently unknown what factors may influence nurses' assessment of chest 

pain. Ultimately, inadequate assessment may contribute to lack of pain relief and a poor 

quality of life. 

Purpose of the Study 

The major purposes of this study were to: (a) investigate the factors used by 

nurses to make an assessment of patients with chest pain, and (b) to determine their 

estimation of pain intensity experienced by these patients. A third purpose was to 

explore the relationships among selected nurse characteristics and their estimation of pain 

intensity in vignettes of patients experiencing chest pain. 

Research Questions 

The specific research questions for this study were: (a) What are the factors that 

nurses consider when assessing patients' perception of organic, inorganic, and mixed 

organic/inorganic chest pain?; (b) What are the differences in ratings of pain intensity 

among three hypothetical patient vignettes described as having inorganic, or mixed 

organic/inorganic chest pain? and; ( c) What are the relationships among selected 

characteristics of nurses and their estimation of pain intensity? 

Definition of Terms 

Person 

Person is defined as a biopsychosocial being in constant interaction with a 

changing environment. 
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Environment 

Environment is defined as all internal and external conditions and circumstances 

that influence the behavior of a person. 

Chest Pain 

Chest pain is defined as a subjective and multidimensional experience that arises 

out of a person's response to stimuli. 

Organic Chest Pain 

Organic chest pain is defined as pain probably caused by cardiovascular disease. 

Inorganic Chest Pain 

Inorganic chest pain is defined as pain probably not caused by cardiovascular 

disease but which may be influenced by psychosocial factors such as emotional 

disturbances and stressful life events. 

Mixed Organic/Inorganic Chest Pain 

Mixed organic/inorganic chest pain is defined as pain probably caused by 

cardiovascular disease and aggravated by emotional disturbances and stressful life events. 

Assessment 

Assessment is defined as a process of making an evaluation or judgement of the 

behaviors of a person and the stimuli influencing theses behaviors. 

Factors in the Assessment of Chest Pain 

Factors are defined as those aspects relating to the behaviors of a person and the 

stimuli affecting those behaviors. 
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Estimation of Pain Intensity 

Estimation of pain intensity is defined as a quantifiable analogy of the severity of 

pain experienced by an individual. 

Background 

Psychosocial Factors in the Assessment of Chest Pain 

Ketterer, Lumely, Puckerd, and Torosian (1997) report that psychosocial 

problems such as depression and anger are more prevalent in patients without myocardial 

ischemia than in patients with myocardial ischemia. George, Hui, Lam, and Lau ( 1996) 

report that psychosocial problems such as financial difficulties, change in work 

environment, and retirement are more prevalent in patients with inorganic chest pain than 

in patients without chest pain. Herlitz, Hofgren, and Karlson (1995) report that emotional 

stress may precipitate chest pain in patients with or without a confirmed diagnosis of 

coronary heart disease. These authors imply that it is important to include both physical 

and psychosocial factors in the assessment of patients experiencing chest pain. 

The following are clinical examples of patients that provide the background for 

the authors' interest in the topic. These clinical examples were taken from the authors' 

personal experience with patients having chest pain. 

The first example based on clinical experience is a fifty-seven year old female 

who presented to the emergency room with a complaint of chest pain which she rated a 

five on a scale of ten. The physicians admitted the patient to a cardiac floor with the 

diagnosis of rule out myocardial infarction. Laboratory tests for cardiac enzymes, chest 

radiography, electrocardiogram, and physical examination were normal. The patient had 
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recently experienced the loss of her husband. The patient was living alone, did not have 

any family members living in the same city, and had transportation difficulties. When the 

patient was asked to describe her chest pain, the patient stated, " My chest pain will go 

away if my husband comes back". The patient's loss of her husband, financial instability, 

and loneliness was associated with the patients' perception of chest pain. 

In a second example, a forty-year-old male patient with no history of cardiac 

disease was admitted to the coronary care step-sown floor with a complaint of non

radiating chest pain. The diagnostic tests and physical examination revealed no 

physiologic cause for chest pain. The patient displayed an elevated heart rate, 

hypertension, and restlessness. Psychosocial assessment of the patient revealed that he 

patient was experiencing job-related difficulties and these difficulties were factors 

associated with his experience of chest pain. Prior to the onset of the chest pain, the 

patient had experienced a serious conflict with his employer. On examining the patient's 

perspective of his chest pain, the patient stated, " I know that this chest pain has a lot to 

do with all the problems I am having at work. I just wish the doctors would listen to me". 

In a final example, a sixty-five year old male with a history of coronary heart 

disease presented to the emergency room with chest pain, which he had been 

experiencing intermittently for three months. The patient was taken for a cardiac 

catheterization since the patient had a history of two previous myocardial infarctions and 

coronary bypass surgery. The cardiac catheterization showed no further evidence of 

coronary heart disease. On the further assessment of psychosocial factors, it was 



discovered that the patient was experiencing a separation from his wife of thirty-five 

years. The patient's difficulty in coping with his separation was associated with his 

experience of chest pain. 
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Sophisticated diagnostic tests such as coronary angiography, electrocardiogram 

(EKG), and stress testing were able to rule out an organic cause of chest pain. However, 

the subjective experience of pain was very real for the above three patients and were most 

likely due to stressful psychosocial events. A holistic approach to assessment enabled the 

identification of those psychosocial factors that influenced the patients' perception of 

pam. A multidisciplinary approach was used to develop a plan of care. 

The above three clinical examples demonstrate that psychosocial factors may 

influence the perception of chest pain in some patients. However, nurses may fail to 

consider these factors when assessing chest pain. The literature indicates that individuals 

more likely to receive an inadequate pain assessment are those with inorganic chest pain. 

Individuals with inorganic chest pain may experience a greater amount of morbidity than 

those with organic or typical chest pain due to lack of optimal pain management 

strategies (Goldberg, Kesley, & Simon, 1997; Ketterer, Lumely, Puckard & Torosian, 

1997; Roll & Theorell, 1987). 

The inadequate assessment of these patients may lead to them experiencing 

dissatisfaction with quality of care received, impairment of daily activities, employment 

difficulties, and continued use of medical resources (Bass & Potts, 1995; Goldberg, 

Kesley & Simon, 1997; Ketterer, Lumely & Torosian, 1997; Roll & Theorell, 1986). One 

reason for the inadequacies in assessment may be the strong association between chest 
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pain and life threatening conditions. This strong association may lead nurses to focus 

narrowly on the physical causes of chest pain while ignoring the psychosocial factors that 

may influence the perception of chest pain. It is important to investigate nurses' 

assessment of patients with different kinds of chest pain so that inadequacies can be 

identified and improved by ongoing pain education programs. 

Estimation of Pain Intensity 

One important judgment that nurses are required to make in the assessment of 

pain is an estimate of the intensity of pain the patient is experiencing. Numerical rating 

scales and adjective rating scales are used to make a quantifiable analogy of the intensity 

of pain the patient is experiencing. Plan of care is subsequently designed to reduce the 

intensity of pain experienced. Research studies provide convincing evidence that nurses 

do make erroneous judgments regarding pain intensity (Abu-Saad, Evers, & Halfens, 

1990; Bingham, Geisser & Robinson, 1995; Butcher, Skelton & Taylor, 1984; Choiniere 

et al., 1990; Ferrell & McCaffery, 1997a; Zalon, 1995). 

Since the sensation of pain is subjective, it is important that the patients' 

subjective report of pain intensity be used when making an estimation of the patients' 

pain intensity. However, nurses may use results of diagnostic tests, vital signs, and non

verbal behavior of patient to make judgements of pain intensity rather than patients' own 

self-report. Some of the research studies report that nurses are more likely to 

underestimate pain in patients with inorganic pain than with organic pain (Abu-Saad, 

Evers, & Halfens, 1990; Butcher, Skelton & Taylor, 1984). These erroneous judgements 



may stem from health care providers' beliefs that pain without a physical cause is not 

real. 

Hypothetical Patient Vignettes 
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This study used three hypothetical patient vignettes to examine nurses' 

assessment of patients with chest pain. Hypothetical patient vignettes consisted of 

descriptions of patients with either organic, inorganic, or mixed organic/inorganic chest 

pain. Hypothetical patient vignettes were used because they have been used in previous 

studies and they have been found to be reliable and valid tools for evaluation of nurses' 

assessment of pain (Abu-Saad, Evers, & Halfens, 1990; Butcher, Skelton & Taylor, 1984; 

Dalton, 1989). 

Significance of the Study 

Nurses play a critical role in the assessment and management of patients with 

chest pain since they spend more time with patients experiencing chest pain than any 

other members of the health care team. The examination of nurses' assessment of 

patients with chest pain may identify educational needs of nurses who work with patients 

with chest pain. The subsequent development and implementation of pain education 

programs may significantly improve standard of professional nursing care. In addition, 

findings from this research study may identify nurse characteristics related to key areas in 

the assessment of chest pain. These findings may enable target populations to be 

identified for further ongoing pain education. 

Improved assessment and management of chest pain may significantly decrease 

the morbidity of patients with chest pain. The use of a holistic approach to pain 
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assessment may further improve an individuals' well-being and quality of life. Education 

programs that improve the assessment of patients with chest pain may significantly 

improve the treatment of these patients. 

The current health care system with restricted reimbursement rates requires nurses 

to implement a plan of care that is most likely to produce the outcomes of quality and 

cost-effective care. Improving the assessment of chest pain may positively effect the 

cost-effectiveness and quality of care provided to individuals experiencing chest pain. 

Summary 

This chapter provided an overview of the background for this study and a review 

of the three hypothetical patient vignettes used in this study. A holistic approach that 

incorporates a multidimensional and subjective view of pain should be used in the 

clinical assessment of patients with organic, inorganic, and mixed organic/inorganic chest 

pain. The main purpose of this study was to examine nurses' assessment of patients with 

chest pain. The two areas of assessment examined were the factors nurses take into 

consideration when assessing chest pain and nurses' estimation of pain intensity. 

Another purpose of this study was to examine the relationships among selected nurse 

characteristics and their estimation of pain intensity. The study was significant in 

identifying educational needs of nurses who work with patients with chest pain and may 

contribute to improved quality of care provided to individuals experiencing chest pain. 
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CHAPTER TWO 

Conceptual Framework 

Sister Callista Roy's Adaptation Model (RAM) formed the conceptual orientation 

for this research. Person is viewed as a biopsychosocial adaptive system that functions as 

a whole because the parts of the system are related to and affected by one another. A 

holistic approach is used for assessing patients according to physiologic, psychological, 

and sociologic criteria (Roy, 1984). 

The person, as an adaptive system, is in constant interaction with a changing 

environment. The environment is all conditions and circumstances that influence the 

development and behavior of a person. Roy refers to conditions and circumstances as 

stimuli that influence a person. There are three classes of stimuli that exist in both the 

internal and external environment. These are focal, contextual, and residual stimuli. The 

focal stimuli are the stimuli immediately confronting the person. Contextual stimuli are 

all other stimuli present in the situation that contributes to the effect of the focal stimulus. 

Residual stimuli are all other possible influencing stimuli on a situation that a person may 

or may not be aware of (Fawcett, 1995; Fitzpatrick & Whall, 1996; Meleis, 1997; Riehl 

& Roy, 1980). 

Adaptation is an important concept of the model. Adaptation is a process of 

responding positively to changes in the environment. Adaptation relates to the person

environment interaction. A person is constantly adapting to changing stimuli in the 

environment. Positive adaptation maintains the integrity and health of the system. 

Problems in adaptation arise when the person is unable to cope with changing stimuli in 



the environment. These problems are manifested as ineffective responses that may 

threaten the survival, growth, reproduction, or mastery of the person (Fawcett, 1995; 

Fitzpatrick & Whall, 1996; Meleis, 1997; Riehl & Roy, 1980). 
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A person uses two innate or acquired mechanisms to cope with changing stimuli 

in the environment. These two coping mechanisms are the regulator and the cognator 

subsystems. The regulator subsystem responds primarily to physiologic and physical 

stimuli. The system responds automatically through neural, chemical, and endocrine 

processes. Neural inputs into the system are transformed into conscious perceptions in 

the brain. Perception leads to a psychomotor choice of response. These responses are 

brought about through chemical, neural and endocrine channels (Roy, 1980). 

The cognator subsystem responds to psychological, sociological, physical, and 

physiological stimuli. This system also responds to outputs from the regulator 

subsystem. The cognator subsystem processes stimuli through four cognitive pathways. 

These are the perceptual/information, learning, judgement, and emotional pathway. The 

perceptual/information pathway involves selective attention, coding, and memory. The 

learning pathway involves processes such as imitation, reinforcement, and insight. The 

judgement pathway involves process such as problem-solving and decision making. The 

emotional pathway involves the use of defenses to seek relief, affective appraisal, and 

attachment (Fawcett, 1995; Fitzpatrick & Whall, 1996; Meleis, 1997; Riehl & Roy, 

1980). 

Perception is found in both the regulator and the cognator system and is the 

process linking these two subsystems together. The four adaptive modes are related to 



one another in three ways. First, internal and external stimuli may affect more than one 

adaptive mode simultaneously. Secondly, one behavior may be a manifestation of 

disruption in more than one mode. Third, each adaptive mode may act as a focal, 

contextual, or residual system for each of the other modes. This complex relationship 

between the cognator and the regulator subsystem underlies the integrated and holistic 

nature of the person (Fawcett, 1995; Fitzpatrick & Whall, 1996; Meleis, 1997; Riehl & 

Roy, 1980). 
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Roy describes outputs from the adaptive system as behavioral responses. Focal, 

contextual, and residual stimuli act through the regulator and cognator coping 

mechanisms to produce behavior in four adaptive modes. These four adaptive modes are 

the physiologic, self-concept, role function, and interdependence modes. Adaptive 

responses promote the health of the system whereas ineffective responses disrupt the 

wholeness and integrity of the system (Fawcett, 1995; Fitzpatrick & Whall, 1996; Meleis, 

1997; Riehl & Roy, 1980). 

The physiologic mode is related to the need for physiological integrity. This 

mode includes five basic physiologic needs and four regulator processes. The 

physiologic needs are oxygenation, nutrition, elimination, activity, rest, and protection. 

The regulator processes include the senses, fluid and electrolytes, neurological functions, 

and endocrine functions. Behavior in this mode is related to the way a person responds 

as a physical being to physiologic and physical stimuli from the environment (Fawcett, 

1995; Fitzpatrick & Whall, 1996; Meleis, 1997; Riehl & Roy, 1980). 
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The self-concept mode is related to the need for psychological integrity. This 

mode includes perceptions of the physical and the personal self. Self-esteem is an 

important component of this mode and is defined as an individual's perception of self 

worth. The physical self is related to body sensation and body image. The personal self 

involves self-consistency, self-ideal, and the moral-ethical-spiritual self. Self-consistency 

refers to the maintaining of a consistent self-organization and the avoidance of 

disequilibrium. Self-ideal refers to the expectations of what one would like to be or what 

one is capable of doing. The moral-ethical-spiritual self involves ones' beliefs and values. 

Behavior in this mode is related to the way a person responds as a psychological being to 

psychological stimuli from the environment (Fawcett, 1995; Fitzpatrick & Whall, 1996; 

Meleis, 1997; Riehl & Roy, 1980). 

The role function mode relates to the need for social integrity. Roy describes role 

as a set of expectations that individuals have of each other in society. Roles are classified 

as primary, secondary, or tertiary. Age, sex, and developmental stage determine the 

primary role. The secondary roles are those that are acquired through others and that are 

more stable. Tertiary roles are related to secondary roles and are more temporary 

(Fawcett, 1995; Fitzpatrick & Whall, 1996; Meleis, 1997; Riehl & Roy, 1980). 

The interdependence mode is also associated with the need for social integrity. 

This mode involves the giving and receiving of love, respect, and value in interdependent 

relationships. Significant others and support systems are important in meeting the needs 

of the interdependence mode. Behaviors in the self-concept and interdependence modes 



are related to the way responds as a social being to social stimuli from the environment 

(Fawcett, 1995; Fitzpatrick & Whall, 1996; Meleis, 1997; Riehl & Roy, 1980). 
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In the model, adaptation is closely linked to the concept of health. Roy describes 

health as a state and a process of adaptation to the changing environment. Health, as a 

state of adaptation, frees an individual's energy to respond to other stimuli. Health, as a 

process of adaptation, is the integrity and wholeness of the four adaptive modes (Roy, 

1984). 

Roy describes nursing as a scientific discipline with a practice orientation. The 

science of nursing is concerned with the understanding of life processes that promote 

adaptation. Nursing as a practice discipline, involves the use of scientific knowledge to 

provide care. The goal of nursing is to promote health by increasing adaptation in each 

of the four modes so as to free energy to respond to other stimuli. The nursing process 

directs nursing activities. The nursing process distinguishes nursing from other 

disciplines. The nursing process consists of six steps: assessment of behavior, assessment 

of stimuli, nursing diagnosis, goal setting, intervention, and evaluation (Fawcett, 1995; 

Fitzpatrick & Whall, 1996). 

Application of Roy's Adaptation Model 

In this study, chest pain is viewed as a subjective and multidimensional 

experience that arises out of a person's response to stimuli. The responses to stimuli are 

manifested in each of the four adaptive modes. Physical, physiologic, and psychosocial 

stimuli are seen to influence the experience of chest pain. The stimuli may be further 

categorized into focal, contextual, and residual stimuli. 
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Examples of behaviors in the physiologic mode are vital signs, EKG changes, 

abnormal laboratory tests, and so forth. Examples of physiologic stimuli affecting these 

behaviors include physical stimuli such as ischemic/hypoxic myocardial tissue, 

atherosclerosis, and dysrhythmias. Examples of behaviors in the self-concept, role, or 

interdependence mode are feelings of depression, sadness, anxiety, and loss of self-worth. 

Examples of psychosocial stimuli affecting these behaviors include stimuli such as loss of 

spouse, occupational stress, financial difficulties, lack of a social support system, and so 

forth. 

The regulator subsystem responds to physical and physiologic stimuli through 

neural, endocrine, and chemical processes. The cognator subsystem responds to physical, 

physiological, psychological, and sociological stimuli through the four cognitive 

pathways (perceptual/information, learning, judgement, emotional). This system also 

responds to outputs from the regulator subsystem. These subsystems reflect a person's 

subjective experience of chest pain, which may be physiological or psychological in 

ongm. 

The patient with chest pain is viewed as a biopsychosocial adaptive system. The 

biopsychosocial nature of the patient with chest pain is reflected through the behaviors in 

the four adaptive modes. RAM provides a useful way for viewing the different kinds of 

chest pain. Organic chest pain may occur when a person is primarily unable to respond 

effectively to stimuli in the physiologic mode. In addition, behavior in the physiologic 

mode may affect behavior in one or more of the other three adaptive modes. Inorganic 

chest pain may occur when a person is unable to respond effectively to stimuli primarily 



in the self-concept, role function mode and/or interdependence mode. Conversely, 

behavior in one or more of these three modes may affect behavior in the physiologic 

mode. Mixed organic/organic chest pain occurs when a person is unable to respond 

effectively to stimuli in the physiologic, self-concept, role-function and/or 

interdependence modes. 

RAM provides a systematic method for assessing patients with chest pain 

(Hamner, 1989). The two levels of assessment are behavior and stimuli. These two 

levels of assessment are of particular relevance to this study. The first level of 

assessment involves observing, interviewing, and measuring behavioral data in each of 

the four modes. 
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Adaptation in the physiologic mode is of priority concern when assessing all 

organic, inorganic, mixed organic/inorganic chest pain since this mode affects the 

survival of the person. Assessment of the patient's verbal description (subjective data) of 

the location, duration, onset, severity, quality, and factors relieving and aggravating chest 

pain may provide important information on the person's adaptation in the physiologic 

mode. Assessment of objective data such as vital signs, non-verbal behavior, skin 

temperature, skin color, electrocardiogram, laboratory tests and other invasive diagnostic 

tests may also provide important information on adaptation in the physiologic mode. 

Assessment of a person's emotions and feelings about their self and their self 

worth may provide information about adaptation in the self-concept mode. Assessment 

of a person's performance of primary, secondary, and tertiary roles in society may 

provide important information about adaptation in the role mode. Assessment of a 
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person's relationships with significant others and the person's support system may 

provide information about adaptation in the interdependence mode. The person's 

adaptation in the self-concept, role, and interdependence mode is of particular importance 

when assessing patients with inorganic and mixed/inorganic chest pain. 

It is in the first level of assessment that nurses make an estimation of pain 

intensity that a patient with chest pain is experiencing. Pain is a sensory and a subjective 

experience that is felt on the physiological level. Therefore, the intensity of pain is 

experienced in the physiological mode. In this study, the nurse uses the patient's verbal 

description of pain intensity to make an assessment of the patient's pain intensity. 

The second level of assessment is the assessment of stimuli. This includes the 

assessment of focal, contextual, and residual stimuli that may influence the experience of 

chest pain. The stimuli are assessed in relationship to the behavioral data obtained in the 

first level of assessment. Stimuli are identified in order of priority at the end of the first 

level of assessment. For example, physiologic or physical stimuli are of immediate 

concern when the nurse identifies problems in the physiologic mode. However, by 

applying Roy's model, the nurse is reminded to holistically consider all stimuli that may 

affect the patient with chest pain, and not just physiologic stimuli. This includes 

psychosocial stimuli. 

Summary of Conceptual Framework 

The conceptual orientation for this study was Roy's Adaptation Model (RAM) 

(Roy, 1984 ). Adaptation was an important concept of the model. The patient with chest 

pain was viewed as biopsychosocial adaptive system. RAM provides a systematic 
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method for assessing patients with chest pain (Hamner, 1989). The two levels of 

assessment (behavior and stimuli) were of particular relevance to this study. Assessment 

of factors influencing a patient's perception of pain includes behaviors of the person in 

each of the four adaptive modes, and the stimuli influencing the behaviors of the person. 

Estimation of pain intensity occurs in the first level of assessment. The nurse uses the 

patient's subjective description of pain intensity to estimate pain intensity patient is 

experiencing rather than the presence or absence of physical or physiologic stimuli. 

Review of Literature 

Organic and Inorganic Chest Pain 

Goldberg, Kesely and Simon (1997) examined the relationship between 

psychosocial morbidity and chest pain. The researchers also examined differences 

between patients with chest pain for without an organic cause (no known disease) and 

patients with chest pain with an organic cause (known disease). The sample consisted of 

544 7 from 14 different countries. Psychosocial status was evaluated with the Groningen 

Social Disability scale and physical status was evaluated with the Brief Disability 

Questionnaire. The results of the study revealed that chest pain without an organic cause 

occurred more frequently than organic chest pain. Organic and inorganic chest were both 

associated with psychosocial morbidity. The Mantel-Haerszel test of linearity confirmed 

that the association between inorganic chest pain and psychosocial morbidity were highly 

significant. Subjects with organic chest pain also showed high rates of psychosocial 

morbidity. Follow up studies of the subjects' three months later revealed that 

psychosocial morbidity increased by 33% in patients with organic chest pain in 
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comparison to a 59% increase in psychosocial morbidity for patients with inorganic chest 

pain. The study supports the need for a holistic assessment of chest pain that takes into 

account both physical and the psychosocial factors. The study's large sample size and 

multiple settings in 14 different countries strengthen the generalizability of its results. 

Ketterer, Lumely, Puckard, and Torosian (1997) determined whether psychosocial 

distress precipitated chest pain or resulted from the experience of chest pain. The 

researchers examined the prevalence of early life problems, current psychological 

functioning, and attitudes towards health care system in 243 patients with and without 

myocardial ischemia. The researchers used the Center for Epidemiological Studies 

Depression scale and the Anger Expression Inventory scale to measure psychosocial 

distress. The study revealed that subjects without myocardial ischemia were more likely 

to have had divorced parents and/or substance abusing parents. Patients without 

myocardial ischemia also reported greater depression than patients with myocardial 

ischemia. Furthermore, these subjects had a greater negative attitude towards the health 

care system than the subjects with myocardial ischemia. Multivariate tests suggested 

that psychosocial problems might cause inorganic chest pain or coexist with organic chest 

pain. The implications of this study are that psychosocial environmental stimuli 

contribute to the perception of chest pain. Chest pain may serve as a physical 

manifestation of psychosocial distress. Although the researchers did not investigate 

reasons for the subject's negative attitudes towards the health care system, they suggested 

that health care workers ineffective management of chest pain might have contributed 

towards the high rate of negative attitudes. 
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George, Hui, Lam, and Lau ( 1996) investigated the relationship of the 

occurrence and perception of major life events and daily hassles in patients with 

inorganic chest pain. Four groups of subjects were studied: (a) healthy controls, (b) 

patients with inorganic chest pain without motility/reflux changes, ( c) patients with 

inorganic chest pain with motility/reflux changes, and ( c) patients with inorganic chest 

pain with ulcers/gallstones. The Life Experiences Survey measured life events such as 

death of a spouse, retirement, and so forth. The Hassle scale measured daily life events 

that the subjects perceived of as frustrating and distressing. Patients with inorganic chest 

pain and without motility/reflux changes had significantly higher scores of negative life 

events then the other four groups of subjects. These subjects also had higher number of 

scores for daily hassles than the other four groups. Financial status, change in work 

situation, and retirement were more prevalent in the patients with inorganic chest pain 

than in the healthy subjects group. · 

Bass and Potts (1995) examined the functional disability and use of medical 

resources among patients who underwent coronary angiography for their chest pain. 

Forty-six subjects had normal coronary arteries while 53 subjects had significant 

coronary heart disease. A Clinical Interview Schedule was administered to measure 

psychosocial symptoms at angiography and at one year and eleven years follow up. The 

results of the study revealed that on the whole, the patients with normal coronary arteries 

had higher levels of psychosocial morbidity at the time of angiography. Symptoms of 

depression and anxiety increased for these patients in the 11 years follow up study. 

Furthermore, the researchers also found that cardiovascular morbidity was low in the 
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subjects with normal coronary arteries. However, these subjects experienced greater 

functional disability and use of medical resources than patients with coronary artery 

disease. The findings suggest that subjects with inorganic chest pain require systematic 

psychological interventions that may prevent secondary psychosocial morbidity. 

Cooper, Fisher, Lia, and Weber (1995) examined the potential role of 

psychosocial factors in relationship to chest pain among African-American women who 

demonstrated a high rate of chest pain symptomology. The researchers used a sample of 

188 women between the ages of 25-74 years. The CES-D scale was used to measure 

depression. The scale requires subjects to report emotional feelings such as moodiness, 

fear, lack of control, helplessness, and so forth on a continuum from 1-7. Stress was 

measured on a Perceived Stress Scale. The sample consisted of subjects with inorganic 

chest pain, organic chest pain and no chest pain. The results of the study demonstrated 

that in comparison with the other two groups, the woman with inorganic chest pain group 

reported more stress and depression. The difference in stress levels between inorganic 

and organic chest pain reached appropriate statistical significance. One of the limitations 

of the study is that the instruments were not tested for validity and reliability among 

African-American women in particular so there is the potential for bias. The small 

sample size limits the statistical power of the study. While the study has limitations, it 

does support the value of assessing psychosocial factors in patients with inorganic chest 

pain. 

Herlitz, Hofgren, and Karlson (1995) researched the circumstances surrounding 

the onset of chest pain in 914 subjects. Fifty percent of the study sample had a confirmed 
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diagnosis of myocardial infarction and 50% did not have a confirmed diagnosis. One of 

the questions used in the study instrument was designed to obtain information on the 

occurrence of emotional stress before the onset of chest pain. The specific question 

asked was, " Were you irritated or depressed or in any other way did you experience an 

emotional imbalance immediately before the onset of symptoms that brought you into 

hospital?". The results of the study revealed no statistically significant difference in 

occurrence of emotional stress in patients with and without a confirmed diagnosis. 

Roll and Theorell ( 1986) investigated personality and life events in patients below 

the age of forty with inorganic chest pain. The researchers compared a group of 76 

subjects with inorganic chest pain to a group of subjects without chest pain. The study 

instruments used were an Eysenck Personality Inventory containing items for neuroticism 

and extraversion-introversion behavior. The Swedish version of the Jenkins Activity 

Survey for evaluation of Type 'A' and Type 'B" behavior was used. Recent life events 

were explored using a personal interview about 45 different type of life events. The 

results of the study demonstrated that there were no significant differences between the 

two groups in relationship to introversion-extraversion. Subjects with inorganic chest 

pain also had a higher score for Type 'A' behavior. These subjects also had a 

significantly higher number of stressful life events in the last year than the comparison 

group. 

Factors Influencing Assessment of Chest Pain 

Chest pain is a symptom that is an indicator of coronary heart disease (CHD). 

CHD such as angina and myocardial infarction are life-threatening conditions. 
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According to the American Heart Association, the initial goal of chest pain assessment is 

to identify the presence ofCHD (Alspach, 1991a). There are many other causes of chest 

pain, which makes assessment difficult. Organic chest pain has descriptive 

characteristics that are different from that of inorganic chest pain. This means that 

patients' descriptions of pain characteristics are important factors in the assessment of 

chest pain. Chest pain characteristics are currently described in the literature in the form 

of the PQRST mnemonic. P stands for precipitating factors that led up to the experience 

of pain. Q stands for quality or intensity of pain experienced. R stands for radiation of the 

pain to other areas of the body. S stands for associated symptoms experienced with the 

pain. T stands for timing or duration of the pain (Alspach, 1991b). Vital signs, physical 

examination, laboratory tests, and electrocardiogram analysis are basic factors that 

provide information on the presence of CHD. 

Assessment of risk factors such as hyperlipidemia, hypertension, obesity, and so 

forth, are also useful in identifying causes of chest pain and for determining the need for 

further diagnostic tests (Huether & McCance, 1995; Phlanzer & Rhoades, 1995). 

Assessment should also include psychosocial factors such as a history of stressful life 

events and the emotional disturbances of the person (Alspach, 1991a; Bass & Chambers, 

1998; Futterman & Lumberg, 1998). 

Meiner ( 1998) evaluated quality of nursing assessment records of patients with 

chest pain. The study instrument was a data collection questionnaire that consisted of 19 

core factors related to the assessment and management of patients with typical or organic 

chest pain. The researcher assessed documentation records of 30 patients admitted with 
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chest pain. The researcher found that assessment of patients' physical status, in particular 

respiratory status, was recorded in all of the patients. Assessment factors such as EKG 

analysis, vital signs, associated symptoms, lifestyle problems, and emotional status were 

poorly recorded. The researchers attributed the results of the study to nurses' lack of a 

holistic approach to assessment. The small sample size used in the study limits the 

generalizability of the results. 

Dosta and Jacovone (1992) found that that patient behavior is another factor that 

nurses take into consideration when making an assessment of chest pain. The study used 

a qualitative research design to determine the thought processes of nurses involved when 

making clinical judgments about chest pain. The sample consisted of four nurses with 

more that five years of cardiac experience. The nurses evaluated behavioral 

characteristic patterns associated with organic and inorganic chest pain. Patients with 

organic chest pain were reported to display behavior patterns typical for energy 

conservation such as sitting still, holding still or talking real quiet. In contrast, patients 

with inorganic chest pain are reported to display high-energy behaviors such as flipping 

back and forth and talking real loud. The implications of this study are that verbal and 

non-verbal behaviors may also be included in the assessment of patients with chest pain. 

Guyton-Simons & Mattoon ( 1991) investigated the factors used by expert nurses 

to assess patients with chest pain. The sample consisted of 12 coronary care nurses with 

a minimum of two years experience. The study instrument consisted of the Observation 

Guide and the Interview Guide. The researchers found that nurses selected specific 

factors when making an assessment of chest pain. Nurses used patients verbal report of 
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pain characteristics and non-verbal behaviors such as grimacing, poor eye contact, 

holding of chest area, and restlessness rather than vital signs, laboratory tests, and EKG 

analysis to distinguish organic from inorganic chest pain. Nurses also took into account 

patients' pain threshold when making an assessment of the patients' pain. If the pain was 

'typical', the nurses intervened without further assessment. If the pain was inorganic the 

nurses made an assessment of psychosocial factors as part of their comprehensive data 

gathering strategies. The implications of this study are that nurses with two or more 

years of experience use psychosocial factors as part of their chest pain assessment only 

when the presence of a life threatening condition is excluded. 

Nurses Estimation of Pain Intensity 

A thorough literature search revealed that there are few studies investigating 

nurses' estimation of pain intensity in patients experiencing chest pain. Many studies 

have examined nurses' estimation of pain intensity in patients with other forms of pain. 

Butcher, Skelton, and Taylor (1984) demonstrated that nurses' ratings of pain 

intensity are influenced by results of diagnostic tests. The purpose of the study was to 

compare nurses' estimation of pain intensity in patients' with and without organic pain. 

The sample consisted of 268 registered nurses. Hypothetical patient vignettes were used. 

Half of the vignettes had negative diagnostic tests and psychosocial symptoms while the 

other half had positive diagnostic tests and no psychosocial symptoms. The results of 

physical examination and laboratory data were included in the hypothetical patient 

vignette descriptions. Both groups of patients indicated similar pain intensity. Subjects 

were asked to rate estimation of patients' pain intensity on a 10 centimeter Visual 
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Analogue Scale. Results revealed that there were significant differences in nurses' 

estimation of pain intensity for the two groups of patients. Subjects were more likely to 

make inaccurate estimation of patients' pain when diagnostic tests were negative then 

when there were positive. In addition, subjects indicated a willingness to perform a 

greater number of pain interventions for patients' with positive diagnostic tests than for 

patients who had negative diagnostic tests. 

Abu-Saad, Evers, and Halfens (1990) investigated differences in nurses' ratings of 

pain intensity in patients' with and without organic pain. The researchers also used 

hypothetical patient vignettes. All of the vignettes described patients with back-pain. 

Half of the vignettes had negative diagnostic tests and psychosocial symptoms while the 

other half had positive diagnostic tests and no psychosocial symptoms. The results of 

physical examination and laboratory data were included in the hypothetical patient 

descriptions. The sample consisted of one hundred and thirty three subjects. Subjects 

were asked to rate their estimation of the hypothetical patient's pain intensity on a 10 

centimeter Visual Analogue Scale. Subjects were significantly more likely to 

underestimate patients' perception of pain when diagnostic tests were negative than when 

diagnostic tests were positive. 

The above two studies demonstrate that diagnostic tests influence nurses' 

estimation of pain intensity. Nurses are more likely to underestimate pain when 

diagnostic tests do not confirm the presence of organic disease than when diagnostic tests 

do confirm the presence of organic disease. Nurses may not be aware of the psychosocial 



influences on the perception of pain and may therefore underestimate pain without a 

physical cause. 

Choiniere et al. (1990) investigated the relationship between nurses and patients 

ratings of burn pain during dressing changes. A sample of 42 patients was used. The 

nurses and patients were asked to independently rate pain intensity on a 10 centimeter 

Visual Analog Scale and a four point Verbal Descriptor scale. Nurses made correct 

judgments on patients' pain intensity 30% of the time, underestimated pain 43% of the 

time, and overestimated pain 27% of the time. Furthermore, nurses with less than five 

years of experience were more likely to overestimate intensity of patients' pain than 

nurses with greater than five years of clinical experience. 
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Grass, Jordan, Olden, and Sakima (1995) compared nurses' and patients' ratings 

of pain intensity. The sample consisted of patients receiving epidural and intravenous 

Patient Controlled Analgesia after a Caesarian Section. Twenty six patients and 

seventeen nurses participated in the study. Pain intensity was assessed using the 10 

centimeter Visual Analogue Scale. Pain ratings were made by both nurses and patients 

on the day of surgery; and on the first and second postoperative days. The results of the 

study revealed no significant correlation between nurses' and patients' ratings. The 

results also demonstrate that nurses were as likely to underestimate pain intensity as they 

were to overestimate pain intensity. 

Bingham, Geisser, and Robinson (1995) examined the relationship between 

nurses and patients' ratings of burn pain during dressing changes. Nurses and patients 

were asked to provide pain ratings of pain after completion of dressing changes. A 10 



centimeter Visual Analog Scale was used to measure nurses and patients' estimation of 

pain intensity. Nurses and patients ' ratings agreed only 37% of the time. 
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The above three studies on burn pain demonstrate that nurses have difficulty in 

making accurate estimations of pain intensity. Nurses depended on their own judgment 

of the pain intensity rather than on patients' self description of pain intensity. Nurses with 

less than five years of clinical experience are also more likely to overestimate pain 

intensity than nurses with more than five years of clinical experience. 

Ferrell and McCaffery (1997b) found that the problem of inaccurate estimation of 

pain may be due to nurses having difficulty in accepting patients' self-report as the single 

most reliable indicator of pain intensity. The researchers made comparisons in surveys 

carried out in 1970, 1988, and 1995 that investigated nurses' knowledge of pain 

management. In the 1970 study, nurses ranked the patients' verbal report of pain as fifth 

on a list seven indicators of pain intensity. In 1988, less then 75% of nurses indicated 

that they would use patients' self report as an indicator of pain intensity. In 1990, over 

50% of nurses inaccurately estimated patients' pain intensity on a 10 centimeter Visual 

Analog Scale. Nurses used behaviors and vital signs as indicators of pain intensity rather 

than the patients' own self report. This review of literature suggests that there is little 

improvement in the nurses' estimation of patients ' pain intensity over the last two 

decades. 

Ferrell and McCaffery ( 1997 a) found that nurses' ability to empathize with 

patients might be a factor that influences their accuracy of a patient's pain intensity. The 

researchers used hypothetical vignettes to determirie nurses' response to patients' with 
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pam. The vignettes were all alike except for the role that the nurse was required to 

assume. In one half of the survey nurses were required to assume the role of a nurse and 

in the other, nurses were required to assume the role of a sibling. A total of 607 nurses 

from various hospital settings participated in the study. The results of the study 

demonstrate that 86% of the nurses who assumed the role of the sibling correctly rated 

the patient's pain intensity while 63% of the nurses who assumed the role of the nurse 

correctly rated the patients' pain intensity. 

Bodenstam et al. (1987) study investigated the relationship between nurses' and 

patients' ratings of pain intensity. The researchers used a sample of 199 patients 

admitted to a Coronary Care Unit with chest pain. All of the patients had a confirmed 

diagnosis of myocardial infarction. EKG, laboratory data, and chest pain characteristics 

were consistent myocardial infarction. Nurses' and patients completed a simultaneous 

rating of pain intensity on a 10 centimeter Visual Analogue Scale. A significant positive 

correlation was found between nurses and patients ratings of pain intensity. The 

researchers found that ratings of the patients' pain intensity were based on vital signs and 

verbal communication with the patient. The results of the study suggest that nurses' 

accuracy of pain assessment would be increased in patients with organic pain. Further 

studies are required to determine if similar results exist in patients with inorganic chest 

pam. 

Relationship Among Nurse Characteristics and Assessment of Pain 

Bathina et al. (1997) evaluated the influence of clinical experience, country of 

origin on knowledge and attitudes of different health care professionals regarding pain 
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issues. The sample consisted of 686 health care professionals from the departments of 

nursing, medicine, surgery, pharmacy and anesthesiology. Subjects were from the United 

States and from other countries (Caribbean, Southeast Asia, America, Europe, Middle 

East, Central America, and Africa). The study instruments were the Nurses Knowledge 

and Attitudes Survey and the Knowledge and Beliefs Pain Survey. Subjects were asked to 

rate their attitudes on a 5-point Likert scale. The researchers found that there were no 

significant differences obtained on the survey based on years of clinical experience. Non 

US country origin subjects scored significantly lower than subjects from the Unites States 

on the Knowledge and Beliefs Pain Survey. The results of the study suggest that health 

care professional' s assessment of pain is affected by their clinical experience as well as 

by cultural attitudes and beliefs. The researchers do not report the reliability and validity 

of the study instrument. The results of the study must therefore be interpreted cautiously. 

Bildeau et al. (1996) examined the relationship among nurses' characteristics such 

as previous pain education, clinical experience, area of clinical practice and knowledge 

and attitudes regarding pain management. The study used the Nurses Knowledge and 

Attitude Survey and a 12-item demographic questionnaire. The sample consisted of 120 

oncology nurses. The researchers found that education was the only characteristic that 

significantly affected knowledge and attitudes towards pain management. 

Bruner, Carson, and Harrison (1995) investigated the level of nurses' knowledge 

and attitudes regarding pain in relationship to level of education and attendance at pain 

management programs. The sample consisted of 514 nurses from the Medical/Surgical, 

Oncology, and Long Term Care settings. The researchers also used the Nurses 
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Knowledge and Attitude Survey as well an 11-item demographic questionnaire. The 

results of the study revealed that nurses with a Master's and Baccalaureate degree scored 

significantly higher on the survey than diploma nurses. Forty four percent of subjects 

agreed that estimation of pain by nurses or physicians were more valid than patients' self

report. Nurses who attended pain management programs in the last year also scored 

significantly higher than nurses who did not attend pain management programs did. 

Nurses who were educated in the United Kingdom, Canada, and the United States scored 

higher than those educated in the Philippines. University prepared nurses scored higher 

than Non University prepared nurses on the Knowledge and Attitude Survey. 

Zalon (1993) examined nurses' ratings of pain intensity in postoperative surgical 

patients. The subjects consisted of 119 registered nurses and 119 patients who had 

undergone abdominal surgery. Patients and nurses completed a IO-centimeter Visual 

Analogue Scale within the time of 10 minutes after the patient indicated the presence of 

pain. The results of the study indicate that nurses' ratings were modestly but 

significantly correlated with patient's ratings. The relationship between accuracy of 

assessment and nurses' experience approached significance. Nurses with 6-10 years of 

experience were more accurate in their assessment of pain than were nurses with less than 

1 year, 1-5, years and more than 10 years of experience. Nurses with baccalaureate 

degrees were more accurate in their assessment of pain than nurses with other educational 

preparation. 

Fothergill-Bourbonnais and Wilson- Barnett (1992) examined pain management 

knowledge among novice and expert nurses. The novice nurses had less than five years of 
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experience while the expert nurses had more than five years of experience. The sample 

consisted of 100 hospice and intensive care nurses. The study instrument consisted of a 

12-item multiple choice questionnaire that was designed to examine knowledge on pain 

management. The results of the study revealed that expert nurses scored higher than 

beginner nurses did but these results were not statistically significant. 

Dalton (1989) examined the relationship among nurse characteristics and pain 

assessment practices. The sample consisted of 78 oncology nurses. The study instrument 

was consisted of 10 close-ended and 13 open ended questions that were designed to 

measure nurses' pain assessment skills and personal attitudes towards pain. Two thirds 

of the nurses had personal experiences of pain that influenced their pain assessment 

skills. Nurses over the age of forty and with a Master's degree were found to consider 

more factors when performing an assessment of pain. These nurses were more likely to 

consider psychological and physiological factors when assessing patients' pain. 

Davitz, Davitz, and Sameshima (1970) investigated the relationship of ethnic 

background on nurses' estimation of pain intensity. The researchers used hypothetical 

patient vignettes that differed by disease category, age and gender. The sample consisted 

of 554 nurses from the United States, Japan, Taiwan, Thailand, Korea, and Puerto Rico. 

The results of the study revealed that Japanese and Korean nurses were more likely to 

overestimate pain intensity as compared to nurses from the United States, Taiwan, 

Thailand, and Puerto Rico. This study supports the factor of ethnicity as relevant to pain 

assessment. 
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Summary of Literature Review 

Chest pain is a subjective and multidimensional experience arising out of the 

interaction between person and his or her environment. Stressful events in the 

environment and emotional disturbances may serve as a stimuli to increase the perception 

of chest pain. In order to ensure effective management of these individuals with chest 

pain, it is important that health care professionals include in their assessment, a history of 

stressful life events in the environment and the person's emotional disturbances that may 

influence chest pain. 

There are no standard procedures for assessing chest pain. However pain experts 

agree that physical examination, vital signs, characteristics of pain, EKG and laboratory 

tests, stressful life events, and emotional state are important factors to consider when 

making an accurate assessment of chest pain. Studies of nurses' ratings of pain intensity 

suggest that nurses seldom use an holistic approach to the assessment of pain and are 

more likely to underestimate pain intensity in patients' that do not have an physical cause 

for their pain. Further studies are required to determine if similar results exist in patients' 

with chest pain. Finally, nurses' age, ethnicity, educational level, clinical experience, 

personal experience, and attendance at pain management programs may influence clinical 

assessment of pain. Further research studies are required to determine if these findings 

can be generalized to nurses' assessment of patients with chest pain. 



CHAPTER THREE 

Research Design 

A descriptive and exploratory design was used for this research study. 

Descriptive and exploratory studies are used to collect information to discover 

relationships in a short period of time (Hungler & Polit, 1995). Qualitative and 

quantitative statistics were used to examine the data and answer the research questions. 

Sample and Setting 

A convenience sample of 65 subjects was sought for participation in this study. 
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Sixty three percent of the study questionnaires were returned (!! = 41 ). The convenience 

sample (!! = 41) were registered nurses employed in two southwestern hospitals in the 

United States. The criteria for inclusion in the sample were: (a) current registration as a 

professional registered nurse, and (b) employment by the hospital on an adult cardiac 

intensive care, step-down, or telemetry unit. The subjects were obtained through referrals 

from two nurse managers in southwestern United States hospitals. The subjects 

completed the study instruments in a place and time convenient to them. 

Protection of Human Subjects 

The Human Subjects Committee at the University of Arizona granted approval for 

this research study (Appendix A). The institutions providing sample participants also 

granted approval for the study (Appendix B). The subject disclaimer forms (Appendix C 

and D) were used to inform subjects of the voluntary nature of the study, purpose of the 

study, estimated length of time to complete the instruments, right to withdraw from the 

study at any time with no negative consequences, and assurance of confidentiality. The 
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researcher maintained the confidentiality of the subjects through use of numerical codes 

on the questionnaires. The questionnaires did not include the name of the institution 

where the subjects were employed. All of the completed questionnaires were locked in a 

cabinet at the University of Arizona. 

Data Collection Procedure 

Data were collected during the month of May 1999. Once human subjects' 

approval from the University of Arizona was obtained, the researcher contacted the nurse 

managers of the cardiac units at each of the two hospitals to describe the study and gain 

support for the study. 

The nurse managers provided a list of professional registered nurses currently 

employed by the hospital on the adult cardiac intensive care, step-down, or telemetry 

unit. The nurse managers also provided a list of professional registered nurses that had a 

minimum of five years cardiovascular experience and who were employed by the hospital 

on the adult cardiac intensive care, step-down, or telemetry unit. Nine nurses were then 

randomly selected to serve as content validity and reliability experts. The researcher 

contacted the nine nurses to explain their involvement as content experts. Each of the 

experts was given a subject disclaimer (Appendix C) and a copy of the content validity 

forms (Appendix E). 

Once content validity and reliability were established, sixty-five questionnaires 

(Appendix F) with the accompanying content validity form (Appendix D) were placed in 

the mailbox of potential participants on five units. Participants completed questionnaires 



at a date and time convenient to them. Forty-one questionnaires were returned in 

collection boxes located on each of the units. 

Definition of Major Study Variables 

Factors Used in the Assessment of Chest Pain 
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Factors used in the assessment of chest pain was defined as aspects relating to a 

patient that nurses take into account when making an assessment of a patients' chest pain. 

These aspects were determined by the process of content analysis and are described in the 

results' section of the study. 

Estimation of Pain Intensity 

Estimation of pain intensity was defined as the quantifiable analogy of severity of 

pain intensity as measured by the Visual Analogue Scale. 

Instruments 

The instruments used in the study were the Nurse Characteristic Questionnaire, 

the Hypothetical Patient Vignette Questionnaire, and the Numeric Rating scale (NRS) 

(Appendix F). 

Nurse Characteristic Questionnaire 

The Nurse Characteristic Questionnaire (Appendix F) is a nine item instrument 

developed by the researcher to obtain demographic data about the sample. 



Hypothetical Patient Vignette Questionnaire 

The Hypothetical Patient Vignette Questionnaire (HPVQ) (Appendix F) 

consisted of three patient descriptions representing patients with three kinds of chest 

pain: (a) organic, (b) inorganic, and (c) mixed organic/inorganic chest pain. Vignettes 

have been used in prior research studies to investigate nurses' assessment of pain. 

Vignettes represents an interesting task for subjects. Vignettes also standardize the 

amount of information presented to each nurse in the study (Hungler & Pollitt, 1995). 

The researcher used examples of patient situations from her own clinical 

experience to first develop the vignettes. The researcher used excerpts from the Core 

Review for Critical Care Nursing to develop the wording of the vignettes (Alspach, 

1991 b ). The researcher's thesis chair then reviewed the vignettes and made 

recommendations for changes in the content of the vignettes. Final revisions of the 

vignettes were then made based on the recommendations of the rest of the researcher's 

thesis committee. 
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The vignettes were constructed in such a way so as to exclude variables of gender, 

age, and socioeconomic status. This was done because prior research studies found these 

variables to influence nurses' assessment of pain. In the first vignette, the patient is 

described as having inorganic chest pain. The results of diagnostic test are negative. The 

patient is described as having a high degree of stressful life events and emotional 

disturbances. Vignette one is as follows: 

Patient A, 45-years is admitted with a history of chest pain. The patient expresses 

sadness due to the recent loss of spouse. Laboratory test results, EKG analysis and 



Cardiac Catheterization showed no significant objective signs of pathology. As 

you enter the room, the patient says, "I am in severe pain". 

In the second vignette, the patient is described as having organic chest pain. The results 

of diagnostic tests are positive. Information on stressful life events and emotional 

disturbances are excluded. Vignette two is as follows: 
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Patient B, 45-years is admitted with a history of chest pain. Laboratory test 

results, EKG analysis and Cardiac Catheterization confirm the presence of cardiac 

disease. As you enter the room, the patient says, "I am in severe pain". 

In the third vignette, the patient is described as having mixed organic and inorganic chest 

pain. The results of diagnostic tests are positive. The patient is described as having a 

high degree of stressful life events and emotional disturbances. Vignette three is as 

follows: 

Patient C, 45-years is admitted with a history of chest pain. The patient indicates 

having problems at work and states that the pressure to meet deadlines is stressful. 

Laboratory test results, EKG analysis and Cardiac Catheterization confirm the 

presence of cardiac disease. As you enter the room, the patient says, "I am in 

severe pain". 

The three vignettes were distributed in the same order to all subjects. Each 

vignette was followed by the following questions: (a) List the factors that you would 

take into consideration when performing an assessment of the patients' chest pain, and 

(b) Circle the number on the scale which indicates the degree of pain you believe the 

patient in the above description may be experiencing. 
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Content validity of hypothetical patient vignette descriptions. The validity of an 

instrument refers to the degree to which an instrument measures what it is supposed to be 

measuring (Hungler & Polit, 1995). Content validity is one method of determining the 

content representatives or content relevance of the elements/items of an instrument to the 

topic under study. The content validity of the three hypothetical vignettes used in this 

study was established by calculating the percentage of subjects agreeing on the type of 

vignettes representing organic, inorganic, and mixed organic/inorganic chest pain. The 

nine content experts were asked to match each of the three hypothetical patient vignettes 

to one of three statements that described the patient vignette as having organic pain, 

inorganic pain, or mixed organic/ inorganic pain. The percentage agreement was a 100%. 

This means that the nine content experts agreed 100% on the descriptions of the vignettes 

as having either organic, inorganic, or mixed organic/inorganic chest pain. A percent 

agreement of .83 beyond the level of .05 significance is required to establish the content 

validity of the hypothetical patient vignettes (Lynn, 1985). The calculated percent 

agreement supports the validity of the three hypothetical patient vignette descriptions 

used in this study. 

Content validity of the questions in the hypothetical patient vignette 

questionnaire. The two questions that followed the hypothetical patient vignette 

descriptions were: (a) List the factors that you would take into consideration when 

performing an assessment of the patients' chest pain, and (b) Circle the number on the 

scale which indicates the degree of pain you believe the patient in the above description 

may be experiencing. These questions were assessed by asking the nine content experts to 
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rate each of the questions on a 4-point ordinal rating scale (1 = not relevant; 2 = unable to 

assess relevance without item revision or item in need of such revision that it would no 

longer be irrelevant; 3 = relevant but needs minor alterations; 4 = very relevant and 

succinct). The content validity was determined by calculating the percentage of experts 

who gave a rating of either three or four to each of the questions. The percentage of 

experts for question one was 100% and the percentage for question two was 89%. A 

percentage of 78% and above was required to establish the content validity of each of the 

questions used in the study instrument (Lynn, 1985). Therefore, both questions obtained 

sufficient content validity. 

Reliability of hypothetical patient vignette questionnaire. The reliability of an 

instrument is the degree of consistency and accuracy with which it measures the attribute 

under investigation (Hungler & Politt, 1995). Stability is one method of assessing the 

reliability of an instrument. In this study, the test-retest reliability procedure was used to 

measure the stability of the hypothetical patient vignette questionnaire. The nine content 

experts repeated the HPV questionnaire two weeks after initially completing the 

questionnaire. An average of seventy six percent of the categories listed for all three 

hypothetical patient vignettes on the first test were listed on the second test. A percent 

agreement above . 70 is considered satisfactory (Hungler & Polit, 1995). 

The Paired t-Test was used to determine if the nine content experts rated each of 

the vignette's pain on the second test differently from the first test. Statistics 9.0 for 

Windows was used to calculate the values of the t- Test. There was no significant 

difference in the pain ratings for vignette one (1 (7) = .795, p < .05); vignette 
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two (! (7) = 1.000, n < .05); and vignette three (! (7) = 1.000, n < .05). The above results 

support the reliability of the HPV questionnaire. 

Numeric Rating Scale 

Subjects were provided with a Numeric Rating scale (NRS) to circle their 

response to question two on the HPV questionnaire. The NRS ranged from 1 (no pain) 

to 10 (worse pain imaginable). The NRS has been used in other research studies (Abu

Saad, Evers & Halfens, 1990; Butcher, Skelton & Taylor, 1984). The literature supports 

the construct validity of the NRS as a measurement of pain intensity (Puntillo & Weiss, 

1994; Ho, Murphy, & Spence, 1996). 

Data Analyses 

Research Question One 

Research Question one was: What are the factors that nurses take into 

consideration when performing an assessment of patients' with organic, inorganic, and 

mixed inorganic/organic chest pain? Content analysis was used to analyze this question. 

The purpose of content analysis is to establish the meaning or intent of written text 

(Hungler & Polit, 1995). Weber (1990) states that content analyses are also used to 

identify the intentions of the communicator. 

In this study, the process of content analy~is began with the coding of thematic 

units or words from the subjects written responses. The next step was the grouping of 

thematic units according to common themes into categories. The different categories 

were developed as different themes emerged. Categories were homogenous, inclusive, 

mutually exclusive, exhaustive, and useful (Holloway, 1997; Seaman, 1985; Wilson, 
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1985). The different categories reflected the factors nurses took into consideration when 

making an assessment of the hypothetical patients vignettes chest pain. Counting the 

thematic units assumes that higher relative counts reflect higher concern with the 

different categories (Weber, 1990). The researcher used frequency distribution tables to 

identify the intensity of concern that the subjects had with each category across the three 

hypothetical patient vignettes. 

One issue in content analysis is the reliability of coding. Reproducibility is one 

form of reliability in content analysis. Intercoder reliability is one method of ensuring 

reproducibility in the classification of data into categories. Intercoder reliability also 

refers to the extent to which content analysis produces the same results when the same 

text is coded by more than one coder (Weber, 1990). Differences in coding can result 

from cognitive differences among coders, ambiguous coding instructions, or random 

coding errors. The researcher's thesis chair randomly coded five percent of the thematic 

units for each hypothetical patient vignette. Additional category names were created for 

each vignette. For example, for vignette one, rating of pain intensity on a numeric scale 

was created in addition to the category of verbal description of pain intensity. For 

vignette three, the category of emotional stress was created in addition to the category of 

patents' current emotions and feelings. The researcher determined the percent of 

agreement between the thesis chairs' results and the researcher's results. The level of 

acceptable agreement of the thesis results with those of the researcher of this study was 

.90, which is above the usual acceptable level ofreliability (Nunnally, 1978). 
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Research Question Two 

Research question two was: What are the differences in ratings of pain intensity 

among the three hypothetical patient vignettes described as having either organic, 

inorganic, or mixed organic/inorganic chest pain? The NRS was used to measure 

subjects ratings of pain intensity. Subjects were required to circle the number on the 

scale that they assessed for the patients in each hypothetical vignette. Data analysis 

involved calculating the mean rating for each hypothetical patient vignette. Analysis of 

Variance (ANOVA) was used to analyzed differences in mean ratings of pain intensity 

among the three hypothetical patient vignettes. ANOVA is a parametric procedure to test 

for significant differences in mean ratings between two or more groups. Two independent 

estimates of variance are obtained; one based on variability within groups and the other 

based on the variability within groups. The F ratio is calculated by dividing between 

group variance with within group variance. If the F ratio is large, then it is possible that 

the different hypothetical patient vignette descriptions resulted in the differences in 

means (Hungler & Polit, 1995; Seaman, 1985). 

Research Question Three 

Research Question three was: What are the relationships among selected 

characteristics of a nurse and their estimation of pain intensity? The nurse characteristics 

in this study were measured on both nominal and ordinal level scales. Estimation of pain 

intensity was also measured on a nominal level scale. The relationship between 

estimation of pain intensity and those nurse characteristics (age, gender, ethnicity, and 

type of educational program) measured on a nominal scale (categorical data) were 
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analyzed using the Chi-square test. Chi-square analysis is a non-parametric procedure 

that examines the relationship between two sets of nominal level data ( categorical data). 

Chi-square analysis deals with whether the membership in one category affects 

membership in another category. The Chi-square is based on the relationship between 

the expected number of subjects that fall into a category and the actual or observed 

number of subjects. Expectation is based on the null hypothesis which assumes that there 

is no relationship between the nurse characteristics (age, gender, ethnicity, and type of 

educational program) and their estimation of pain intensity. The alternate hypothesis 

assumed that there is a relationship between nurse characteristics and their estimation of 

pain intensity. If the Chi-square statistic was significant, then the null hypothesis was to 

be rejected and the alternate hypothesis must be accepted. In this study, Statistics 9.0 for 

Windows was used to calculate the Chi-square statistic. 

The Kruskal-Wallis test was also used to analyze the relationships between those 

nurse characteristics (length of clinical experience, attendance at pain programs, how 

long ago attendance at pain programs occurred, and personal experience with pain) 

measured on a nominal or ordinal scale and nurses' estimation of pain intensity. The 

Kruskal-Wallis test is also a non-parametric procedure that determines whether groups 

containing different subjects differ from one another on a dependent variable measured 

on a nominal or ordinal scale. The dependent variable measured in this study was nurses' 

estimation of pain intensity. The Kruskal-Wallis test is a distribution free test that 

involves the rank ordering of subjects irrespective of their group membership. The sum 

of ranks in each group is computed, squared, and converted to the H statistic (Bausell & 
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Waltz, 1983; Cohen, Ewen, & Welkowitz, 1988; Munro, Page, & Vistainer, 1986). If the 

H statistic is significant, then it is possible that the different nurse characteristics 

influenced their estimation of pain intensity for the different hypothetical patient 

vignettes. In this study, Statistics 9.0 for Windows was used to calculate the H statistic. 

Summary 

A descriptive, exploratory design was used to investigate the factors nurses took 

into consideration when assessing chest pain, their estimation of pain intensity, and the 

relationships amongst selected nurse characteristics and their estimation of pain intensity. 

The sample selection criteria and setting were reviewed. The Human Subjects 

Committee of the University of Arizona and the participating institutions granted 

approval for this study. 

Three vignettes consisting of descriptions of patients with either organic, 

inorganic, and mixed organic/inorganic were used. The validity of the study instruments 

used was established using the application of the content validity index. The reliability of 

the study instruments used was established and a description of statistical analyses to 

answer the research questions was provided. 



CHAPTER FOUR 

Data Analyses 
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The major purposes of this study were to: (a) identify the factors used by nurses to 

assess patients with organic, inorganic, and mixed organic/inorganic chest pain; 

and (b) determine nurses estimation of pain experienced by these patients. A third 

purpose was to explore the relationship among selected nurse characteristics and their 

estimation of pain intensity. Data analyses were directed by each of the research 

questions. Content analysis was used to answer research question one. Parametric 

(ANOVA) and Non Parametric(Chi-square, Kruskal Wallis) were used to answer 

research questions two and three. 

Demographic Characteristics of the Sample 

Demographic information was obtained from the Nurse Characteristic 

Questionnaire. Table 1 describes the age, gender, ethnicity, and type of educational 

program of the sample. The ages of the sample ranged from 20 to 50 years and over. 

Twenty percent(!!= 10) of the subjects were male and 80% (!! = 33) of the subjects were 

female. Eighty six percent (n=35) were Caucasian, 7% (n = 3) were Asian-American, 5% 

(n = 1) Native-American, and 5% (n = 2) were of other ethnicity. Forty-nine percent (n = 

20) had a Baccalaureate degree, 19% (n = 8) had a Diploma, and 32% (n = 13) had an 

Associate Degree. 

Length of clinical experience, attendance at pain management programs, how 

long ago attendance at pain management programs, and personal experience with pain are 

presented in Table 2. Twenty seven percent (n = 11) of the subjects had clinical 
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experience that ranged from Oto 2 years, 34% (n = 14) ranged from 3 to 5 years, 22% (n 

= 9) ranged from 6 to 10, and 17% (n = 7) had greater than 10 years of clinical 

experience. Seventy one percent (n = 29) of the subjects attended pain programs. Sixty 

two percent (n = 18) of the subjects attended pain programs in the last two years, 31 % (n 

= 9) attended pain programs in the last 3 to 5 years, and 7% (n = 2) attended pain 

programs in the last 6 to 10 years. Twenty nine percent (n = 12) of the subjects did not 

attend any pain programs. Eighty three percent (n = 34) of the subjects had personal 

experience with pain and 17% (n = 7) subjects did not have any personal experience with 

pam. 
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Table 1. Age, Gender, Ethnicity, and Type of Educational Program of Sample (n = 41) 

N % 

Age (Years) 

20-29 10 24 

30-39 15 37 

40-49 13 32 

~ 50 3 7 

Gender 

Male 8 20 

Female 33 80 

Ethnicity 

Caucasian 35 86 

Asian-American 3 7 

Native-American 1 2 

Other 2 5 

Type of Educational Program 

Baccalaureate 20 49 

Diploma 8 19 

Associate Degree 13 32 



Table 2. Clinical experience in Cardiac Nursing, Attendance at Pain Management 

Programs, How long ago Attendance at Pain Management Programs, and Personal 

experience with Pain of the Sample 

N % 

Clinical Experience (Years) 

0-2 11 27 

3-5 14 34 

6-10 9 22 

~ 10 7 17 

Attendance at Pain Management Programs 

Yes 29 71 

No 12 29 

How long ago attendance at Pain Programs (Years ) 

0-2 18 62 

3-5 9 31 

6-10 2 7 

> 10 0 

Personal experience with Pain 

Yes 34 83 

No 7 17 
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Research Question One 

Research Question one was: What are the factors that nurses take into 

consideration when assessing patients' perception of organic, inorganic, and mixed 

organic/inorganic chest pain? Content analysis of factors was done for each vignette. 
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Hypothetical patient vignette one. Content analysis generated 216 thematic units. 

Examples of thematic units for the different categories are included in Appendix G. Fifty 

one categories reflected the factors nurses took into consideration when making an 

assessment of this vignettes' chest pain. Table 3 lists the frequency distribution for each 

category. The categories that obtained a frequency of one are in Appendix H. 

The most frequently occurring categories were vital signs 46% (n. .. = 19), quality 

of pain 43% (n = 18), location of pain 37% (n = 15); EKG 32% (n... = 13), and body 

language 27% (n = 11 ). Only 15% (n = 6) of subjects identified results of diagnostic tests 

and 8% (n = 4) identified laboratory tests as factors that they would consider. Twenty 

percent (n = 8) of the subjects were concerned with the patient vignettes' loss of spouse. 

Examples of other categories that generated a low frequency were depression 8% (n = 4 ), 

emotional stress 7% (n = 3 ), psychosocial factors 7% (n = 3 ), loss of interest in activities 

5% (n = 2), patient in need of attention 2% ( n = 1 ), affect 2% (n = 1 ), job factors 2% (n 

= 1 ), family support 2% (n = 1 ), and patients' sadness 2% (n = 1 ). 
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Table 3. Frequency Distribution of Categories for Hypothetical Patient Vignette On~ 

Category !! % 

Vital signs 19 46 

Quality of pain 18 43 

Location of pain 15 37 

EKG 13 32 

Body Language 11 27 

Rating of Pain Intensity on Numeric 

Pain Scale 10 24 

What increases the pain? 9 22 

Loss of spouse 8 20 

Facial expressions 8 20 

History of chest pain 8 20 

Radiation of chest pain 7 17 

Duration of chest pain 6 15 

Results of diagnostic tests 6 15 

Current emotions and feelings 6 15 

What relieves the pain 5 12 
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Table 3 - Continued 

Category !1 % 

Physical Assessment 4 8 

Laboratory Results 4 8 

Respiratory Status 4 8 

Timing of Pain 4 8 

Verbal description of pain intensity 4 8 

Associated symptoms 4 8 

Depression 4 8 

Anxiety level 4 8 

Response to current pain medications 4 8 

Pain coping mechanisms 3 7 

Psychosocial assessment 3 7 

Emotional stress 3 7 

Age of patient 3 7 

Effect of activity on pain 2 5 

Loss of interest in activities 2 5 

Possibility of pulmonary disease 2 5 
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Hypothetical patient vignette two. Content analysis generated 207 thematic units. 

Examples of thematic units are included in Appendix I. Forty categories reflected the 

factors subjects took into consideration when making an assessment of this vignettes' 

chest pain. Table 4 lists the frequency distribution for each category. The categories that 

generated a frequency of one are included in Appendix J. 

The most frequently occurring categories were quality of pain 51 % (n = 21 ), vital 

signs 41 % (n... = 17), EKG 39% (n = 16), location of pain 32% (n = 13 ), and rating of 

pain on numeric pain scale 29% (n = 12). Twenty two percent (n = 9) of the subjects 

listed body language as a factor. Twenty two percent (n = 9)ofthe subjects identified 

results off diagnostic tests and only 8% (n = 4) of subjects identified laboratory tests as 

factors that they would consider. Examples of categories that generated a low frequency 

were patients' current emotions and feelings 5% (n = 2), anxiety level 5% (n = 2), 

respiratory status 5%( n = 2), psychological factors 2% ( n = 1 ), and statement of pain 2% 

(n= 1). 
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Table 4. Frequency Distribution of Categories for Hypothetical Patient Vignette Two 

Category N % 

Quality of pain 21 51 

Vital signs 17 41 

EKG 16 39 

Location of pain 13 32 

Rating of pain on numeric pain 

Scale 12 29 

Radiation of pain 10 24 

Body language 9 22 

Associated symptoms 9 22 

What relieves the pain? 9 22 

Results of diagnostic tests 9 22 

Duration of pain 8 20 

Facial Expressions 7 17 

Verbal Description of pain intensity 7 17 

Response to current medications 6 15 

Timing of pain 6 15 

History of chest pain 5 12 
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Table 4- Continued 

Category n % 

What increases the pain? 5 12 

Physical Assessment 4 8 

Laboratory results 4 8 

Time of last pain medication given 3 7 

Age of patient 3 7 

Patients' current emotions and feelings 2 5 

Psychosocial Assessment 2 5 

Anxiety level 2 5 

Current coping mechanisms 2 5 

Respiratory status 2 5 
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Hypothetical patient vignette three. Content analysis generated 205 thematic 

units. Examples of thematic units are included in Appendix K. Forty six categories 

reflected the factors subjects took into consideration when making an assessment of this 

vignettes' chest pain. Table 5 lists the frequency distribution for each category. Those 

categories that generated a frequency of one are listed in Appendix L. 

The most frequently occurring category were quality of pain 46% (!! = 19), vital 

signs 37% (!! = 15), location of pain 32% (!! = 13), EKG 32 % (!! = 13), and rating of 

pain on numeric pain scale 27% (!! = 11 ). Twenty two percent (!! = 9)of the subjects 

identified results of the diagnostic tests and only 8% (!! = 4) of the subjects identified 

results of laboratory tests as factors that they would consider. Examples of categories 

that generated a low frequency were patients' current emotions and feelings 5%( !! = 2), 

anxiety level 5% (n.. = 2), lifestyle 5% (!! = 2), stressors 5% (!! = 2), family support 2% 

(!! = 1 ), psychosocial assessment 2% ( !! = 1 ), and affect 2% (!! = 1 ). 
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Table 5. Frequency Distribution of Categories for Hypothetical Patient Vignette Three 

Category N % 

Quality of pain 19 46 

Vital signs 15 37 

Location of pain 13 32 

EKG 13 32 

Rating of pain on numeric pain 

Scale 11 27 

Body language 11 27 

Results of diagnostic tests 9 22 

Associated symptoms 9 22 

What relieves the pain? 9 22 

History of chest pain 8 20 

Radiation of chest pain 8 20 

Response to current pain medication 7 17 

Duration of chest pain 7 17 

Timing of chest pain 6 15 

Facial expressions 5 12 

Verbal description of pain intensity 5 12 
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Table 5 - Continued 

Category N % 

Physical assessment 4 8 

Laboratory results 4 8 

Respiratory status 3 7 

Precipitating events 3 7 

Current coping mechanisms 3 7 

Age of patient 2 5 

Current emotions and feelings 2 5 

Anxiety level 2 5 

Lifestyle 2 5 

Stressors 2 5 

Possible presence of pulmonary disease 2 5 

Possible presence of cardiovascular disease 2 5 



Research Question Two 

Research Question 2 was: What are the differences in ratings of pain intensity 

among three hypothetical patient vignettes described as having organic, inorganic, or 

mixed organic/inorganic chest pain? The NRS ( Appendix G) was used to answer this 

question. Subjects were required to circle the number on the scale representing the 

severity of pain for each hypothetical patient vignette. Six of the forty-one subjects did 

not answer this question. These six subjects indicated that they could not make this 

decision based on the information provided. 
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All three hypothetical patients were described as having "severe" pain. A 

description of severe pain should receive a rating of 8-10 on the Numeric Rating Scale 

(Puntillo & Weiss, 1994). The mean rating for hypothetical patient vignette one was 7.3 

(SD= 2.92). The mean rating for hypothetical patient vignette two was 9.00 (SD =1.48), 

and the mean rating for hypothetical patient vignette three was 8.6 (SD = 1.83). ANOV A 

(Table 6) was used to determine differences in the mean ratings between the three 

hypothetical patient vignette descriptions. A significant difference in mean ratings was 

found between the three hypothetical patient vignette descriptions; E(2, 102) = 5.795, 

:g< .05. 

Since the F-ratio was significant, the Bonferroni T test was used to determine 

which mean ratings differed significantly from one another (Table 7). A significant 

difference in mean pain severity ratings was found between hypothetical patient vignettes 

one and two (p < .05). Subjects gave the hypothetical patient with inorganic chest pain a 

significantly lower pain rating then the hypothetical patient with organic chest pain. A 
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significant difference was also found between hypothetical patient vignette one and three 

(p < .05). Subjects gave the hypothetical patient with inorganic chest pain a significantly 

lower pain rating than the hypothetical patient with mixed organic/inorganic chest pain. 

However, there were no significant differences in the mean rating between hypothetical 

patient vignette two and three (Table 7). Subjects gave the hypothetical patient with 

organic chest pain a similar pain rating as the hypothetical patient with mixed 

organic/inorganic chest pain. 



69 

Table 6. Analysis of Variation for Pain Estimation among the three Hypothetical Patient 

Vignettes 

Source Sum of df Mean E £ 
Squares Square 

Between Groups 54.305 2 27.152 5.795 .004 

Within Groups 477.943 102 4.686 

Total 532.248 104 

Table 7. Bonferroni T Test for significant differences between mean ratings of pain 

esimation for the three Hypothetical Patient Vignettes 

Source Mean Difference 

Vignette 1 x Vignette 2 -1.69* .005 

Vignette 1 x Vignette 3 -1.29* .044 

Vignette 3 x Vignette 2 .40 1.000 
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Research Question Three 

Research Question 3 was: What are the relationships among selected 

characteristics of a nurse and their estimation of pain intensity. Relationships between 

nurses' age, gender, ethnicity, type of educational program, and their estimation of pain 

intensity for each of the three hypothetical patient vignettes were analyzed using the Chi

square test (Tables 8, 9, and 10). The null hypotheses were that there was no significant 

relationship among age, gender, ethnicity, type of educational program, and estimation of 

pain intensity. The alternate hypotheses were that there was a significant relationship 

amongst these characteristics and nurses' estimation of pain intensity. The Chi-square 

statistic was significant for age in hypothetical patient vignette two (Table 9). This means 

that the null hypothesis must be rejected and the alternate hypotheses accepted. There is 

a significant relationship between age and nurses' estimation of pain intensity 

experienced by the hypothetical patient in vignette two. 

Relationships between length of clinical cardiac experience, attendance at pain 

management programs, how long ago pain management programs was attended, personal 

experience with pain; and estimation of pain intensity for each vignette was analyzed 

using the Kruskal-Wallis test (Tables 11,12, 13 and 14). Those nurses with a clinical 

experience of 6-10 years were found to give the hypothetical patient in vignette two a 

significantly higher pain rating than nurses with either less than 1 year, 1-5 years, or 

greater than 10 years clinical cardiac experience. Those nurses who did not attend pain 

management programs were also found to given the hypothetical patient in vignettes one 



and two a higher pain rating than those nurses who did attend pain management 

programs. 
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Table 8. Chi-Square Analysis for Age, Gender, Ethnicity, Type of Educational Program 

and Estimation of Pain Intensity for Hypothetical Patient in Vignette One (n = 35) 

Nurse characteristic 

Age 

Gender 

Ethnicity 

Type of Educational 

Program 

Note: *12 < .05 

Chi-square 

.921 

.764 

.053 

.508 

15 

5 

15 

10 

Table 9. Chi-Square Analysis for Age, Gender, Ethnicity, Type of Educational Program 

and Estimation of Pain Intensity for Hypothetical Patient in Vignette Two (n = 35) 

Nurse characteristic Chi-Square df 

Age .038* 15 

Gender 

Ethnicity 

Type of Educational 

Program 

Note: *12 < .05 

.536 

.192 

.198 

5 

15 

10 



Table 10. Chi-Square Analysis for Age, Gender, Ethnicity, Educational Level, Clinical 

Experience and Estimation of Pain Intensity for Vignette Three (n =35) 

Nurse characteristic Chi-Square df 

Age .170 15 

Gender .674 5 

Ethnicity .501 15 

Type of Educational 

Program .626 10 

Note: *2 < .05 
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Table 11. Kruskal-Wallis test for relationship between Length of Clinical Experience 

and Estimation of Pain Intensity for Hypothetical Patient Vignettes One, Two, and Three 

Vignette Length of Clinical Experience N Mean Rank Kruskal-Wallis 

One 0-2 years 9 16.94 

3-5 years 13 19.04 

6-10 years 7 22.50 

> 10 years 6 12.08 

Total 35 

.272 

Two 0-2 years 9 12.56 

3-5 years 13 17.35 

6-10 years 7 25.50* 

> 10 years 6 18.83 

Total 35 

.048* 

Three 0-2 years 9 13.78 

3-5 years 13 18.62 

6-10 years 7 24.00 

> 10 years 6 16.00 

Total 35 

.187 
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Table 12. Kruskal-Wallis test for relationship between Attendance at Pain Management 

Programs and Estimation of Pain Intensity for Hypothetical Patient Vignettes One, Two, 

and Three 

Vignette Attendance at Pain Programs N Mean Rank Kruskal-Wallis 

One Yes 25 15.36 

No 10 24.60* 

Total 35 

.012* 

Two Yes 25 16.20 

No 10 22.50 

Total 35 

.068 

Three Yes 25 15.88 

No 10 23.30* 

Total 35 

.039* 



Table 13. Kruskal-Wallis test for relationship between how Long Ago Attendance at 

Pain Management Programs and Estimation of Pain Intensity for Hypothetical Patient 

Vignettes One, Two, and Three (n = 25) 

Vignette Attendance at Pain Programs !! Mean Rank Kruskal-Wallis 

One 0-2 15 14.07 

3-5 9 11.28 

6-10 1 12.50 

>10 0 

.654 

Two 0-2 15 12.77 

3-5 9 14.67 

6-10 1 1.50 

>10 0 

.191 

Three 0-2 15 12.57 

3-5 9 14.50 

6-10 1 6.00 

>10 

.485 
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Table 14. Kruskal-Wallis test for relationship between Personal Experience with Pain 

and Estimation of Pain Intensity for Hypothetical Patient Vignettes One, Two, and Three 

Vignette Attendance at Pain Programs N Mean Rank Kruskal-Wallis 

One Yes 28 16.71 

No 7 23.14 

Total 35 

.121 

Two Yes 28 16.57 

No 7 23.71 

Total 35 

.066 

Three Yes 28 17.36 

No 7 20.57 

Total 35 

.428 
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Summary 

Vital signs, quality of pain, location of pain, and EKG were commonly occurring 

frequent factors that subjects considered when assessing patients with either organic, 

unorganic, or mixed organic/inorganic chest pain. Rating on a numeric pain scale was 

a common factor that subjects took into consideration when assessing patients with 

either organic or mixed organic/unorganic chest pain. Psychosocial factors such as 

depression, emotional stress, family support, and affect were less frequent factors that 

subjects took into consideration when assessing patients with both organic and 

unorganic chest pain. 

A significant difference in mean ratings of pain was found among the three 

hypothetical patient vignettes. Subjects gave the hypothetical patient with inorganic 

chest pain a significantly lower pain rating than the hypothetical patients with organic 

and mixed organic/inorganic chest pain. 

A significant relationship occurred between age and nurses' estimation of pain 

intensity for hypothetical patient vignette two. Those nurses with a clinical experience of 

6-10 years were found to give the hypothetical patient in vignette two a significantly 

higher pain rating than nurses with either less than 1 year, 1-5 years, or greater than 10 

years clinical cardiac experience. Those nurses who did not attend pain management 

programs were also found to given the hypothetical patient in vignettes one and two a 

higher pain rating than those nurses who did attend pain management programs. No 

significant relationships occurred among gender, ethnicity, educational programs, 
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personal experience with pain; and estimation of pain intensity for all three hypothetical 

patient vignettes. 



CHAPTER FIVE 

Relationship of Study Results to Conceptual Orientation 

The conceptual orientation for the study was based on Sister Callista Roy's 

adaptation model (Roy, 1980). The conceptual orientation guided the interpretation of 

the study results. 
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Roy's model provides a framework for assessing patients according to 

physiologic, psychological, and sociologic criteria. Person is viewed as a 

biopsychosocial adaptive system that functions as a whole because the parts of the system 

are related to and affected by one another. The person, as an adaptive system, has two 

major subsystems to cope with stimuli in the environment. The regulator and the 

cognator subsystems are viewed as two innate coping mechanisms. Focal, contextual, 

and residual stimuli act through the regulator and congator coping mechanisms to 

produce behavior in four adaptive modes. The biopsychosocial nature of the person is 

reflected in these four modes. These four adaptive modes are the physiologic 

(biological), self-concept (psychological), role function (social), and interdependence 

(social) mode (Fawcett, 1995; Fitzpatrick & Whall, 1996; Riehl & Roy, 1980; Roy, 

1980). 

In this study, chest pain is viewed as a subjective and multidimensional 

experience that arises out a person's inability to cope with changes in the environment. 

Physical, physiologic, and psychosocial stimuli are seen to influence the experience of 
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chest pain. Responses to stimuli influencing the experience of chest pain are manifested 

through behaviors in each of the four adaptive modes. 

The two levels of assessment identified by Roy are behavior and stimuli. These 

two levels of assessment are used to make an assessment of patients with chest pain. 

Assessment of behaviors in the physiologic mode and assessment of physical or 

physiologic stimuli are important when making an assessment of patients with all kinds 

of chest pain is important since it affects the survival of the person. Assessment of 

behaviors in the self-concept mode, role mode, and the interdependence mode; and 

assessment of psychosocial stimuli is of extreme importance when making an assessment 

of patients with unorganic and mixed organic/unorganic chest pain. Estimation of 

patients intensity of chest pain occurs in the first level of assessment only. The nurse 

uses the patient's subjective description of pain intensity rather than the presence or 

absence of physical stimuli to estimate patient's pain intensity. 

Due to the method of data analysis used in this study, it is unknown how many of 

the subjects in this study used either the first, second, or both levels of assessment to 

answer the first research question. This study did show that nurses assessed behaviors in 

the physiologic mode for all three hypothetical patient vignettes. Factors such as vital 

signs, location of pain, EKG, and body language were common across all three 

hypothetical patient vignettes. The hypothetical patient vignette with inorganic chest 

pain was described as experiencing sadness and loss of interest in activities due to the 

recent loss of spouse. Very few nurses assessed behaviors of the hypothetical patient in 

the self-concept, role, and interdependence mode. For example, only three nurses listed 
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emotional stress as a factor that they would consider. Only one nurse listed depression, 

anxiety level, sadness, and family support as factors that they would consider. Very few 

nurses also assessed psychosocial stimuli that may have influenced the perception of the 

hypothetical patient's chest pain. Only eight nurses listed loss of a spouse as a factor that 

they may consider. 

The hypothetical patient vignette with mixed organic/inorganic chest pain was 

described as having objective evidence of physical disease and experiencing problems at 

work. Very few nurses assessed behaviors of the person in the self-concept, role and 

interdependence mode. For example, only two nurses listed current emotions and 

feelings, and affect as a factor that they would consider. Only one nurse listed family 

support and job factors as a factor that they would consider. None of the nurses assessed 

the psychosocial stimuli that may have influenced the perception of the hypothetical 

patient's chest pain. None of the nurses listed problems at work and pressure to meet 

deadlines as factors that they would consider. 

In this study, statistical differences in estimation of pain occurred despite all three 

hypothetical patients being described as experiencing severe pain. Nurses gave the 

patient described as having inorganic chest pain a statistically significant different and 

lower pain rating than the other two patients described as having organic and mixed 

organic/inorganic chest pain. The element of physical illness rather than the patients' 

self-report of pain may have contributed to the differences in estimation of pain. One 

implication of this finding is that nurses may use the second level instead of the first level 



of assessment to estimate patients' pain intensity. Nurses may use the presence or 

absence of physical stimuli to estimate pain intensity rather than the patient's verbal 

description of pain intensity. 
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Age was found in this study to be a nurse characteristic that influenced estimation 

of pain experienced by the hypothetical patient in vignette two. Clinical experience of 6-

10 years was a nurse characteristic that influenced estimation of pain intensity for 

hypothetical patient vignette two. Vignette two consisted of a description of a patient 

with organic chest pain. No attendance at pain management programs was another 

characteristic that influenced estimation of pain intensity in vignettes one and two. 

Vignette one consisted of a description of a patient with inorganic chest pain. Vignette 

three consisted of a description of a patient with mixed organic/inorganic chest pain. 

There are no logical explanations for these findings. 

Relationship of Results to Literature Reviewed 

Meiner ( 1998) study of nursing assessment records of patients with pain indicated 

that nurses poorly recorded factors such as EKG analysis and vital signs. The results of 

this research study do not support Meiner' s results since EKG and vital signs were two of 

the most frequently occurring categories across all three hypothetical patient vignettes. 

Meiner found that factors such as associated symptoms, lifestyle problems, and emotional 

status were poorly recorded. The results of this study support this finding. In this study, 

associated symptoms were a common category that did not generate a very high a 

concern. In addition, nurses were not always be concerned with a patients lifestyle 

problems and emotional status. Lifestyle was a category that only occurred for 
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hypothetical patient vignette three. Emotions and feelings was a category that only 

occurred for hypothetical patient vignette two and three. However, both these categories 

generated a low concern among study participants. Both studies support the assumption 

that nurses lack a holistic approach to the assessment of patients with chest pain. 

Comparison of this study to Meiners' study is limited due to differences in study 

methods and sample characteristics. 

Dosta and Jacovone (1992) found that the behavior of the patient is an important 

factor that nurses take into consideration when making an assessment of chest pain. In 

this research study the categories relating to the behavior of the person were facial 

expression and body language. Both these categories occurred across all three 

hypothetical patient vignettes. However, in contrast to Dosta and Jacovone's study, these 

categories generated a low concern. One reason for this may be that in Dosta and 

Jaocovone's study, the nurses-used behavior patterns to distinguish between ischemic and 

non-ischemic pain. In this study, the researcher provided a clear description of results of 

diagnostic tests that suggested whether or not patient was more likely to experience 

ischemic or non-ischemic pain. This may have caused the study participants to be not as 

concerned with the categories relating to the behavior of the patient. Comparison of the 

two studies is limited due to the differences in length of clinical experience between the 

participants of the two studies. 

In a study that measured the factors used by expert nurses to assess chest pain, the 

authors concluded that factors such as non-verbal behaviors, verbal report of pain 

characteristics, vital signs, EKG, and laboratory tests were used to identify organic from 
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inorganic chest pain (Guyton-Simons & Matton, 1991). The authors found that 

psychosocial factors were part of assessment only when pain was atypical for cardiac 

disease. In this study, participants demonstrated a low concern with non-verbal behaviors 

and results of laboratory results and a high concern with quality of pain, vital signs, and 

EKG. Participants generally demonstrated a low concern with psychosocial factors even 

when the hypothetical patient was described as having inorganic chest pain. The sample 

in Guyton-Simons and Matton's study consisted of nurses with a minimum of two years 

cardiovascular experience whereas the sample in this study did not only consist of nurses 

with a minimum of two years cardiovascular experience. Therefore, comparison between 

the two studies is limited. 

Results of this study are similar to the results of two studies that compared nurses 

estimation of pain intensity in patients with and without organic pain (Abu-Saad, Evers, 

& Halfens, 1990; Butcher, Skelton, & Taylor, 1984). The authors from both studies 

concluded that nurse's estimation of pain intensity is influenced by results of diagnostic 

tests rather than the patients self-report of pain intensity. In these two research studies, 

the authors used hypothetical patient vignettes with backpain. Half the vignettes had 

negative diagnostic tests and psychosocial symptoms while the other half had positive 

diagnostic tests and no psychosocial symptoms. All of the vignettes were reported as 

experiencing severe pain. The authors concluded that nurses were more likely to make an 

. inaccurate estimation of pain in the group of patients with negative diagnostic test and 

psychosocial symptoms than in the group with positive diagnostic tests and no 

psychosocial symptoms. In this study, nurses significantly underestimated pain intensity 
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in the vignette described as having negative diagnostic tests than in the other two 

vignettes described as having positive diagnostic tests. However, findings from this 

research study does support the findings from existing studies which suggest that nurses' 

assessment of pain intensity is influenced by results of diagnostic tests that confirm the 

presence of physical illness. Morever, nurses considered the patients' self-report of pain 

as a less valid indicator of pain. 

The result of this study support three other research studies that found that nurses 

may not always make an accurate estimation of pain intensity ( Bingham, Geisser, & 

Robinson, 1995; Grass, Jordan, Olden, & Sakima, 1995; Choinier, Melzack, & 

Normand, 1990). The three studies all used the 10-centimeter Visual Analogue Scale to 

measure nurses and patients estimation of pain intensity. All three studies report a poor 

correlation between nurses and patients estimation of pain intensity. All of the patients in 

the three studies did not experience chest pain so comparison is therefore limited. 

In a study that made comparisons of surveys carried out in 1970, 1988, and 1995; 

the authors concluded that the problem of inaccurate estimation of pain may be related to 

nurses having difficult in accepting patients' self-report as the single most reliable 

indicator of pain intensity (Ferrell & McCaffery, 1997b). The authors found that nurses 

use behaviors and vital signs as indicators of pain intensity rather than the patients' own 

self-report. This study found that nurses used results of diagnostic tests as a indicator of 

pain intensity rather the patients' own self-report of pain intensity. However, vital signs 

are not considered to be a sensitive indicator of pain, whereas self-report measures are 

considered to be valid in the critically ill (Casella & Puntillo, 1998). 
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A study that also used hypothetical patient vignettes to determine nurses' 

response to patients with pain, revealed that the ability to empathize with patient might be 

one factor that influences accuracy of pain estimation (Ferrell & McCaffery, 1997a). The 

authors found that nurses who assumed the role of the sibling rather than the nurse were 

more likely to accurate estimate patients' pain intensity. In this study, nurses' lack of 

empathy may have caused differences in pain estimation. 

The results of this study supports the results from Bodenstam et al. (1987). They 

found that nurses' accuracy of pain estimation is increased in patients with organic chest 

pain. The authors used patients with confirmed diagnoses of myocardial infarction to 

investigate relationship between nurses and patients ratings of pain intensity. The authors 

also used a 10-centimeter Visual Analogue Scale. The authors found a significant 

positive correlation between nurses and patients ratings of pain intensity. This study also 

found that nurses were able to make an accurate estimation of pain intensity for patients 

with confirmed diagnoses of coronary artery disease (hypothetical patient vignette two). 

Bathina et al. (1997) found that nurses' assessment of pain may be influenced by 

ethnicity but not by length of clinical experience. Davitz, Davitz, and Sameshima (1970) 

found that ethnicity may especially influence nurses' estimation of pain intensity. This 

study found a significant relationship between length of clinical experience and 

estimation of pain intensity only for hypothetical patient vignette two. This study did not 

however, find a significant relationship between ethnicity and estimation of pain 

intensity. However, it is difficult to compare the results of this study since the majority of 

the participants were of Caucasian origin. Also, the sample studied by Davitz, Davitz, 
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and Sameshima included participants residing out of the United States so comparability is 

limited. 

Zalon (1993) examined nurses' ratings of pain intensity in postoperative surgical 

patients. The researchers found that nurses with 6-10 years of clinical experience were 

more accurate in their assessment of pain than nurses with either less than lyear, 1-5 

years, or more than 10 years of clinical experience. This study also found that nurses 

with 6-10 years of clinical experience were more likely to give the hypothetical patient in 

vignette two a higher pain rating than those nurses with either less than 1 year, 1-5 years, 

or more than 10 years of clinical experience. Comparability of results is limited due to 

differences in the kind of pain experienced by the patients in the two studies. 

Bildeau et al. (1996) that found previous pain education as the only nurse 

characteristic to influence assessment of pain. Bildeau et al. used a sample of oncology 

nurses. On the contrary, this research study found that no attendance at previous pain 

management programs significantly influence estimation of pain intensity for 

hypothetical patients one and three. However, limited comparisons can be made due to 

the differences in area of clinical experience in the two populations studied. 

Bruner, Carson, and Harrison (1995) investigated the level of nurses' knowledge 

and attitudes regarding pain in relationship to level of education and attendance at pain 

management programs. The sample consisted of nurses from the Medical/Surgical, 

Oncology, and Long Term Care settings. The results of the study revealed that nurses 

with a Master's and Baccalaureate degree had a significantly higher level of pain 

knowledge than nurses with a Diploma. Nurses who attended pain management 
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programs also had a higher level of pain knowledge than nurses who did not attend pain 

management programs. Findings from this study did not support these results. In this 

study, those nurses who did not attend pain management programs gave the hypothetical 

patient vignettes one and three a higher pain rating than those nurses who did attend pain 

management programs. Comparability of results is limited due to differences in the 

nature of clinical experience of the two populations studied. 

Limitations of the Study 

The responses on the vignette surveys were based on participants self-report of 

behaviors rather than direct observations in the clinical settings. This limitation of self

report may have resulted in the participants indicating a response other than that what 

actually would have taken place in the real clinical situation. The Hypothetical Patient 

survey instrument limits access to any additional cues or information on assessment 

practices that may have been obtained had the study being conducted in the actual clinical 

setting. Another limitation of this study is the "carry-over" effect. Subjects in this study 

were exposed to three hypothetical patient situations. It is possible that previous 

exposure may have had an effect on responses to subsequent vignettes. The three 

hypothetical patient vignette descriptions were distributed in the similar order to all study 

participants. Different responses to the vignettes may have occurred if the order in which 

the three hypothetical patient vignettes were presented was randomized. 

Sixteen participants wrote "same as previous vignette" when answering questions 

relating to the third hypothetical patient description. It is possible that some subjects may 

have become bored and tired with the repeated exposure to the same questions. This may 
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have caused subjects to indicate responses other than that would have taken place in the 

clinical situation. 

There are many other components of pain assessment such as physical 

assessment, history taking and so forth. This study's investigation into only two 

components of pain assessment (factors taken into consideration when assessing chest 

pain and estimation of pain intensity) limits the generalization that can be drawn on 

nurses' assessment of patients' with chest pain. 

Another limitation of this study was the small sample of participants, particularly 

in measuring the relationship between nurse characteristics and estimation of pain 

intensity. The lack of a significant relationship may reflect the small sample size rather 

than a true lack of relationship. The majority of the study participants were of Caucasian 

origin. Therefore the results of the relationship between ethnicity and estimation of pain 

intensity must be interpreted cautiously. 

In this study, the majority of participants were of Caucasian origin. Future 

research studies should use a more heterogeneous sample of nurses to investigate the 

relationship of ethnicity and assessment of patients experiencing chest pain. 

Implications for Nursing 

The results of the study reveal that psychosocial factors are considered much less 

frequently than physiologic and physical factors. This implies that nurses may not have 

the understanding of chest pain as a multidimensional and subjective experience 

influenced by both physical and psychosocial factors. Nurses' assessment of pain 

intensity may be influenced by objective evidence of physical illness rather than patients' 
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self-report of pain. Such incomprehensive assessment practices may result in patients not 

receiving optimal pain relief interventions. It is therefore important continuing education 

curricula incorporate information about the multidimensional and subjective aspects of 

pain. Conceptual frameworks such as Sister Callista Roy's adaptation model may be 

useful for improving the conceptual understanding of phenomena important to nursing. 

Findings from this study are important to nursing. First, the findings demonstrate 

that nurses do make a holistic assessment of patients with chest pain. However, they may 

be more inclined to pay attention to physiologic factors than to psychosocial factors. 

Second, this study demonstrates that hypothetical patient vignettes are a reliable and valid 

method for investigation nurses' assessment of patients with chest pain. Third, this study 

extends the use of Roy's adaptation model as a framework for research studies 

Recommendations 

Findings from this study revealed no significant relationship between nurse 

characteristics such as gender, ethnicity, educational program, personal experience with 

pain; and estimation of pain intensity. Similar studies with larger samples from more 

diverse populations are needed to determine if these findings can be confirmed. 

A significant relationship between age, and estimation of pain intensity in a 

hypothetical patient was found. Nurses with 6-10 years clinical experience was 

significantly related to estimation of pain intensity in a hypothetical patient described as 

experiencing organic_ chest pain. No attendance at pain management programs 

significantly influenced nurses' estimation of pain intensity for the hypothetical patients 

described as having inorganic and mixed inorganic/organic chest pain. It is recommended 



that future studies use similar hypothetical patient vignettes to further explore these 

relationships and confirm these findings. 

This research study identified the presence of physical illness as one patient 

characteristic that is likely to result in a correct estimation of pain intensity. Similar 

research studies using similar hypothetical patient vignettes should be conducted to 

further validate this finding. 
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Although the influence of patient demographic variables on pain assessment has 

described in the literature, it has not been studied in relation to chest pain. It is 

recommended that future studies using similar hypothetical patient vignettes investigate 

the influences of patient demographic variables on the assessment of chest pain. 

One methodological issue that needs to be addressed in future studies is the order 

in which different hypothetical patient vignettes are presented to study participants. 

Future researchers using the study's instruments should distribute the hypothetical patient 

vignette descriptions in random order so as to overcome the limitation that the order of 

descriptions may have on participants responses. Future researchers should allow 

adequate time between exposure to each hypothetical patient vignette so as to overcome 

the carry-over effect. Another method to overcome the carry-over effect is to randomly 

assign three different groups of subjects to one of three hypothetical patient vignettes. 

Findings demonstrate little variation in the factors nurses used to assess patients 

with different kinds of chest pain. Additional research studies using different study 

methods are needed to confirm this finding. Finally, research studies with a larger 



sample size representative of a more heterogeneous population are needed before 

generalizations and recommendations for changes in nursing practice can be made. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL 



THE UNIVERSITY OF 

Human Subjcc t5 ( p111milll' l' ARIZONA® 1622 E. Mabel St 
P 0 . Box 245137 
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HEALTH SCIENCES CENTER 

,.,;,,~ 
Tucson, Arizona 85 724-5 l 3 7 
(520) 626-6721 

5 March 1999 

Shirley Govender, B.S.N. 
c/o Cheryl M. McGaffic, Ph.D. 
College of Nursing 
PO BOX 210203 

RE: NURSES' ASSESSMENT OF HYPOTHETICAL VIGNETTES OF PATIENTS WITH 
CHEST PAIN 

Dear Ms. Govender: 

We have received documents concerning your above referenced 
project. Regulations published by the U.S. Department of Health and 
Human Services [45 CFR Part 46 .101 (b) (2)] exempt this type of 
research from review by our Committee. 

Please be advised that clearance from academic and/or other 
official authorities for site(s} where proposed research is to be 
conducted must be obtained prior to performance of this study. 
Evidence of this must be submitted to the Human Subjects Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely, 

~-~~11::~. 
Chairman 

M.D. 

Human Subjects Committee 

JDP/js 
cc: Department/College Review Committee 
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APPENDIXB 

APPROVAL FROM PARTICIPATING INSTITUTIONS 



(±) TMC HealthCare 

March 29, 1999 

Shirley Govender, B.S.N. 
5755 East River Road #1127 
Tucson, Arizona 85750 

Dear Shirley, 

I have reviewed your thesis proposal, and give my permission for you 
to use it in interviewing the RNs in the Critical Care Services Units. 

Best of luck to you in your academic endeavors. 

~:tuU, ~;,f--RAJ C7 t,e,J 
Linda Kissinger R~t«RN 
Manager 
Cardiac Intensive Services 

5301 East Grant Road • Tucson, Arizona 85712 • (520) 327-546 1 
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March 26, 1999 

S"hi-l<r<.j 
-...J ~ 

Jody Govander 
Co: Cheyl McGaffic, PhD 
PO Box 2103 
University of Arizona 
Tucson,AZ 85721 

Dear Ms. Gov¢"1der: 

/'.. ••• /'.. 
Tucson Heart Hospital 

It is with pleasure that we reviewed your thesis research study, "Nurses' Assessment of 
Hypothetical Patient Vignettes with Chest Pain". 

We would be glad to be a participating facility; we request that that hospitals will not be 
identified by name. It is also important that the nurses involved in this study participate 
voluntarily, not as representatives of Tucson Heart Hospital, and on their own time. 

Best of luck to you; please feel free to contact Ron Arnold, Donna Giles, or myself if we 
can be of assistance. 

Respectfully 

'--ye o 
Vice President, Clinical Services 

4888 :\J Sto n e ,\wnue • Tucson . r\Z • 85704 

(520) 690-Beat (2328) • Fi\X (520) 690-0449 
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UNIVERSITY OF ARIZONA HEAL TH SCIENCE CENTER 
SUBJECT'S DISCLAIMER FORM 

Nurses' Assessment of Hypothetical Vignettes of 

Patients with Chest Pain 

You are asked to voluntary participate as a content validity expert in a study 

exploring nurses' assessment of hypothetical vignettes of patients with chest pain. By 
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responding to questions on the enclosed questionnaires, you will be giving your consent 

to participate in the study. 

Completion of questionnaires will take place in a location convenient for you. The 

questionnaires consists of three sections. Completion of section I and 2 will take 

approximately thirty five minutes. Section 3 will be completed three weeks from the date 

you completed section I and will take approximately twenty minutes. Your identity will 

not be revealed and your confidentiality will be maintained in all reports of this project. 

The questionnaires will be locked in a cabinet in a secure place. You may choose not to 

answer some or all of the questions. Any questions you have will be answered and you 

may withdraw from the study at any time with no consequences whatsoever. There are no 

known risks in your participation. The overall aim of this study is to help· nurses improve 

their nursing care of patients with chest pain. 

You can obtain further information from the researcher, Shirley Govender, at 299-

8845. If you have questions concerning your rights as a research subject, you may call the 

Human Subjects Committee office at 626-6721. 

Thank you. 

Shirley Govender Date 
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UNIVERSITY OF ARIZONA HEAL TH SCIENCE CENTER 
SUBJECT'S DISCLAIMER FORM 

Nurses' Assessment of Hypothetical Vignettes of 

Patients with Chest Pain 
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You are asked to voluntary participate in a study exploring nurses' assessment of 

hypothetical vignettes of patients with chest pain. By responding to questions on the 

enclosed questionnaires, you will be giving your consent to participate in the study. 

Completion of questionnaires will take place in a location convenient for you and 

will take approximately twenty minutes. Your identity will not be revealed and your 

confidentiality will be maintained in all reports of this project. The questionnaires will be 

locked in a cabinet in a secure place. You may choose not to answer some or all of the 

questions. Any questions you have will be answered and you may withdraw from the 

study at any time with no consequences whatsoever. There are no known risks in your 

participation. The overall aim of this study is to help nurses improve their nursing care of 

patients with chest pain. 

You can obtain further information from the researcher, Shirley Govender, at 299-

8845. If you have questions concerning your rights as a research subject, you may call the 

Human Subjects Committee office at 626-6721. 

Thank you. 

Shirley Govender Date 
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Name: 
~~~~~~~~~~~-

Number of years of cardiovascular nursing experience: 

Date:_/ __ / __ 

Section 1 

Directions: 
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This section consists of hypothetical vignette descriptions of patients with chest pain. 

Read each vignette description carefully and based on the information provided, 

answer the questions that follow. Follow the directions for each question. Please 

take note that once you have completed this section, you must move on to the next 

section WITHOUT returning to this section. 
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Date: I I --------

Vignette 1 

Patient A, 45-years old is admitted with a history of chest pain. The patient expresses 
sadness and loss of interest in activities due to the recent loss of spouse. Laboratory test 
results, EKG analysis, Stress testing and Coronary Angiography had showed no evidence 
of cardiac disease. As you enter the room, the patient says, "I am in severe pain". 

1. List the factors that you would take into consideration when performing an 
assessment of this patients' chest pain. 

2. Circle the number on the scale which indicates the degree of pain you believe the 
patient in the above description may be experiencing. 

1 2 3 4 5 
No Pain 

6 7 8 9 10 
Severe Pain 
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Vignette 2. 

Patient B, 45-years old, is admitted for a history of chest pain. Laboratory test results, 
EKG analysis, Stress testing and Coronary Angiography confirm the presence of cardiac 
disease. As you enter the room, the patient says, " I am in severe pain". 

1. List the factors that you would take into consideration when performing an 
assessment of this patients' chest pain. 

2. Circle the number on the scale which indicates the degree of pain you believe the 
patient in the above description may be experiencing. 

1 2 3 4 5 
No Pain 

6 7 8 9 10 
Severe Pain 
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Vignette 3. 

Patient C, 45-years old is admitted with a history of chest pain. The patient indicates 
having problems at work and states that the pressure to meet deadlines is stressful. 
Laboratory test results, EKG analysis, Stress testing and Coronary Angiography confirm 
the presence of cardiac disease. As you enter the room, the patient says, " I am in severe 
pain". 

1. List the factors that you would take into consideration when performing an 
assessment of this patients' chest pain. 

2. Circle the number on the scale which indicates the degree of pain you believe 
the patient in the above description may be experiencing. 

1 2 3 4 5 
No Pain 

6 7 8 9 10 
Severe Pain 
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Section 2 

Directions: This section consists of questions that relate to the hypothetical patient 

vignettes and the questions used in the first section. Follow the directions for each 

question. Please note that you must not return to section 1 when answering the 

questions in this section. 
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Question 1 

Match each of the following three vignettes with one of the three choices described below 

in the space provided. 

a. Organic chest pain - Chest pain probably caused by cardiovascular disease. 

b. Inorganic chest pain - Chest pain probably not caused by cardiovascular disease but 

which may be influenced by emotional disturbances and stressful life events. 

c. Mixed Organic and Inorganic chest pain - Chest pain probably caused by 

cardiovascular disease and which is potentially aggravated by emotional disturbances 

and stressful life events. 

Vignette 1 

Patient A, 45-years old is admitted with a history of chest pain. The patient 
expresses sadness and loss of interest in activities due to the recent loss of 
spouse. Laboratory test results, Stress testing, EKG analysis, and Coronary 
Angiography had showed no evidence of cardiac disease. As you enter the 
room, the patient says, "I am in severe pain". 

Vignette 2. 

Patient B, 45-years old, is admitted for a history of chest pain. Laboratory 
test results, EKG analysis, Stress testing and Coronary Angiography confirm 
the presence of cardiac disease. As you enter the room, the patient says, " I 
am in severe pain". 
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Question 2. 

Below are the hypothetical patient vignettes and the three questions used in the first 

section. Using the scales provided, rate the relevance of each of the three questions in 

general to all three hypothetical patient vignettes as a group. The purpose of this question 

is to determine the relevance of the questions to the general assessment of chest pain in 

hypothetical patient vignettes. 

Vignette 1 

Patient A, 45-years old is admitted with a history of chest pain. The patient expresses 
sadness and loss of interest in activities due to the recent loss of spouse. Laboratory test 
results, EKG analysis, Stress testing and Coronary Angiography had showed no evidence 
of cardiac disease. As you enter the room, the patient says, "I am in severe pain". 

Vignette 2. 

Patient B, 45-years old, is admitted for a history of chest pain. Laboratory test results, 
EKG analysis, Stress testing and Coronary Angiography confirm the presence of cardiac 
disease. As you enter the room, the patient says, " I am in severe pain". 

Vignette 3. 

Patient C, 45-years old is admitted with a history of chest pain. The patient indicates 
having problems at work and states that the pressure to meet deadlines is stressful. 
Laboratory test results, EKG analysis, Stress testing and Coronary Angiography confirm 
the presence of cardiac disease. As you enter the room, the patient says, " I am in severe 
pain". 
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1. List the factors that you would take into consideration when performing an assessment 

of this patients' chest pain. 

The relevance of this question to assessment of the above hypothetical patients with chest pain is: 

1 

extremely 
irrelevant 

2 

unable to 
assess without 
item revision 

3 

relevant 
but needs minor 
alteration 

4 

very relevant 
and succinct 

2. Circle the number on the scale which indicates the degree of pain you believe the 

patient in the above description may be experiencing. 

The relevance of this question to assessment of the above hypothetical patients with chest pain is: 

1 

extremely 
irrelevant 

2 

unable to 
assess without 
item revision 

3 

relevant 
but needs minor 
alteration 

4 

very relevant 
and succinct 



Number of years of cardiovascular nursing experience: 

Date:_/ __ / __ 

Section 3 

Directions: 
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This section consists of hypothetical vignette descriptions of patients with chest pain. 

Read each vignette description carefully and based on the information provided, 

answer the questions that follow. Follow the directions for each question. 



APPENDIXF 

NURSE CHARACTERISTIC SURVEY 

AND 

HYPOTHETICAL PATIENT VIGNETTE SURVEY 
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Age: 
(check one) 

(a) 20-29yrs 
(b) 30-39yrs 
( c) 40-49yrs 
(d) ~ 50yrs 

Gender: 
{check one) 

(a) Male 
(b) Female 

Ethnicity: 
(check one) 

(a) Caucasian 
(b) African-American 
( c) Asian - American 
(d) Latino 
( e) Native-American 
(f) Other 

ID# 

Nurse Characteristics Survey 

From what type of program did you receive your basic nursing education? 
{check one) 

(a) Baccalaureate 
(b) Diploma 
( c) Associate Degree 

How many years have you been working with cardiac patients? 
(check one) 

(a) 0-2yrs 
(b) 3-5yrs 
(c) 6-IOyrs 
(d) >IOyrs 

113 

----
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ID# ------

Have you attended any inservice pain management programs since completing your basic 
nursing program? 
(check one) 
(a) Yes 
(b) No 

If yes, how long ago? 

(check one) 
(a) 0-2yrs 
(b) 3-5yrs 
(c) 6-lOyrs 
(d) > lOyrs 

Have you had any experience with pain in your personal life? 
(check one) 

(a) Yes 
(b) No 

If yes, briefly describe the nature of your experience with pain. 



DIRECTIONS: 
This questionnaire consists of hypothetical vignette descriptions of patients with chest 
pain. Read each vignette description carefully and based on the information provided, 
answer the questions that follow. Follow the directions for each question. 

Vignette 1 
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Patient A, 45-years old is admitted with a history of chest pain. The patient expresses 
sadness and loss of interest in activities due to the recent loss of spouse. Laboratory test 
results, EKG analysis, Stress testing and Coronary Angiography had showed no evidence 
of cardiac disease. As you enter the room, the patient says, "I am in severe pain". 

1. List the factors that you would take into consideration when performing an 
assessment of this patients' chest pain. 

2. Circle the number on the scale which indicates the degree of pain you believe the 
patient in the above description may be experiencing. 

1 2 3 4 5 
No Pain 

6 7 8 9 10 
Severe Pain 
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ID# ----

Vignette 2. 

Patient B, 45-years old, is admitted for a history of chest pain. Laboratory test results, 
EKG analysis, Stress testing and Coronary Angiography confirm the presence of cardiac 
disease. As you enter the room, the patient says," I am in severe pain". 

1. List the factors that you would take into consideration when performing an 
assessment of this patients' chest pain. 

2. Circle the number on the scale which indicates the degree of pain you believe the 
patient in the above description may be experiencing. 

I 2 3 4 5 
No Pain 

6 7 8 9 10 
Severe Pain 
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ID# ------
Vignette 3. 

Patient C, 45-years old is admitted with a history of chest pain. The patient indicates 
having problems at work and states that the pressure to meet deadlines is stressful. 
Laboratory test results, EKG analysis, Stress testing and Coronary Angiography confirm 
the presence of cardiac disease. As you enter the room, the patient says, " I am in severe 
pain". 

1. List the factors that you would take into consideration when performing an 
assessment of this patients' chest pain. 

2. Circle the number on the scale which indicates the degree of pain you believe 
the patient in the above description may be experiencing. 

1 2 3 4 5 
No Pain 

6 7 8 9 10 
Severe Pain 
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CATEGORY THEMATIC UNITS 
Vital Signs 1. Vital signs 

2. Vital signs 
3. Vital signs 
4. Vital sign changes 
5. Vital signs 

Quality of Pain 1. Description of pain 
2. Type of pain 
3. Nature of pain 
4. Is it burning, stabbing, etc? 
5. Have patient describe pain 

Location of pain 1. Location of pain 
2. Location 
3. Where is pain? 
4. Location 
5. Pt's own description of location 



APPENDIXH 

FREQUENCY DISTRIBUTION 

OF CATEGORIES FOR 

HYPOTHETICAL PATIENT 

VIGNETTE ONE (n_ = 1) 

120 
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Category n % 

Medical history 1 2 

Integrity of complaint of pain 2 

Possibility of cardiac disease 1 2 

Possibility of gastrointestinal disease 1 2 

Previous pain coping mechanisms 1 2 

Time of last pain medication 1 2 

Type of last pain medication 1 2 

Type of current medications 1 2 

Family support 1 2 

Effect of nurse spending time with patient 1 2 

Sadness 1 2 

Patient in need of attention 1 2 

Affect 1 2 

Perception of pain 1 2 

Precipitating events 1 2 

Absence of cardiac disease 1 2 

Job factors 1 2 

External factors 1 2 

Presence of visitors in room 1 2 

Gender of patient 1 2 



APPENDIX I 

EXAMPLES OF THEMATIC UNITS FOR 

HYPOTHETICAL PATIENT VIGNETTE TWO 

122 
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CATEGORY Thematic Units 
Quality of pain 1. The type of pain 

2. Quality 
3. Characteristics of pain 
4. Patient's description of pain 
5. Have patient describe pain 

Vital Signs 1. Vital sign changes 
2. Vital signs (BP. RR, HR) 
3. Vital signs 
4. Vital signs 
5. Vital signs 

EKG 1. EKG 
2. 12- lead EKG 
3. EKG 
4. EKG changes 
5. EKG 



APPENDIXJ 

FREQUENCY DISTRIBUTION 

OF CATEGORIES FOR 

HYPOTHETICAL PATIENT VIGNETTE TWO (n = 1) 

124 
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Category !! % 

Medical history I 2 

Surgical history 2 

Possibility of cardiac disease 1 2 

Possibility of pulmonary disease I 2 

Previous pain coping mechanisms with I 2 

Type of current pain medications 1 2 

Psychological factors 1 2 

Affect I 2 

Effect of activity on pain 2 

Precipitating events 1 2 

Statement of pain 2 

External factors I 2 

Presence of visitors in room I 2 

Gender of patient 1 2 



APPENDIXK 

EXAMPLES OF THEMATIC UNITS FOR 

HYPOTHETICAL PATIENT VIGNETTE THREE 

126 
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CATEGORY Thematic units 
Quality of Pain 1. The type of pain 

2. Quality of pain 
3. Describe pain 
4. Patient's description of pain 
5. Description of pain 

Vital Signs 1. Vital signs 
2. Vital signs 
3. Vital signs - BP, HR, RR 
4. Vital signs 
5. Vital signs 

Location of Pain 1. The location of pain 
2. Location 
3. Location of pain 
4. Location of pain 
5. Where pain is?O 



APPENDIXL 

FREQUENCY DISTRIBUTION 

OF CATEGORIES FOR 

HYPOTHETICAL PATIENT 

VIGNETTE THREE (n = 1) 

128 
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Category N % 

Possible exaggeration of complaint of pain I 2 

Frequency of complaint of chest pain 2 

Integrity of complaint of chest pain 2 

Previous pain coping mechanisms 2 

Type of current medications I 2 

Type of last pain medications I 2 

Affect I 2 

Family support 2 

Psychosocial assessment 2 

Perception of pain I 2 

Use of diagnostic tests to determine 2 

location of pain 

Presence of visitors in room 1 2 

External factors 2 

Gender of patient 2 

Medical history 2 

Surgical history 2 

Statement of pain 2 

Psychological factors 1 2 
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