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Pain management is one of the most important aspects of patient care and nurses have a key role in 
effective pain management. This research was planned as  a comparative study to evaluate the level of 
knowledge and attitudes regarding pain management in Turkish nurses. The study sample consisted of 
207 nurses who agreed to participate in the study. The study was made at a university hospital in 
Erzurum, the East of Turkey. The Nurses’ Knowledge and Attitudes Survey Regarding Pain (NKASRP) 
was used to measure the nurses’ pain management knowledge and attitudes. The data were analyzed 
using means, frequency, Student’s t-test and variance analysis. Of the nurses that participated in the 
study, 73% were between the ages of 19 and 30 years, and the mean age was 28.21±5.76 years. A total 
of 60.4% of the nurses had a baccalaureate degree. The mean years of nursing experience were 
7.50±6.47. The average correct response rate was 54.1%, ranging from 8.2% to 95.2%. Out of the 40 pain 
knowledge questions assessed, the mean number of correctly answered questions was 21.65±4.36, 
with a range of 9 to 33. No significant differences between nurses’ characteristics and pain knowledge 
were found. Nurses’ pain knowledge was significantly different according to the clinics in which they 
worked (p<0.001). The present study in Turkey provides important information about knowledge 
deficits in pain management. The nursing curriculum should include compulsory pain courses, and 
national and local course programs about effective pain management should be organized.               
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INTRODUCTION 
 
Pain continuously affects many hospitalized patients 
(Yates et al.,1998) and can be physically, emotionally  
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and spiritually debilitating (Whelan et al.,2004; Visentin et 
al.,2005; Vallano et al.,2006). 

Pain management is one of the most important aspects 
of patient care and nurses have a key role in effective 
pain management (Ferrel et al.,1997; McCaaffery et 
al.,1997;    Rond et al.,2000).    The      nurse’s     accurate  
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assessment, prompt intervention, and adequate 
evaluation of pain relief measures are necessary for 
better clinical outcomes (Rond et al.,2000). Despite these 
realities, many nurses may not be prepared to assume a 
critical role because of a lack of knowledge and their 
individual attitudes towards pain. Several explanations 
have been offered to explain these aspects (McMillan et 
al.,2000).  

Research has been conducted in many countries to 
evaluate nurses’ knowledge and attitudes about pain 
(Erkes et al.,2001; Glajchen et al., 2001; Burns et al., 
2010). Some studies have investigated nurses’ 
knowledge and attitudes about cancer pain (McMillan et 
al.,2000; and Hollenet al., 2000) and made comparisons 
between general nurses and oncology specialty nurses 
(Clarke et al., 1996; Lai et al., 2003; Rushton et al., 
2003). 

In Turkey, there have been several studies examining 
the knowledge and beliefs of nurses on the nature, 
assessment, and management of pain (Özer et al.,2001; 
Aslan et al., 2005; Özer et al., 2006). A previous study in 
the west of Turkey has focused specifically on oncology 
nurses’ cancer pain management (Kuzeyli-Yıldırım et al., 
2008). Knowledge and attitudes about pain held by 
nurses working in oncology and general areas have not 
been examined in Turkey.  

The purpose of the present study was to compare and 
examine the level of knowledge and attitudes regarding 
pain management between oncology and non-oncology 
nurses in Turkey. 

The following specific research questions were 
investigated: What is the level of knowledge and the 
attitudes related to pain management among nurses in 
the east of Turkey? What are the factors that influence 
their knowledge and attitudes regarding pain 
management? 
 
 
MATERİALS AND METHODS 
 
This study was planned as  a comparative study to 
evaluate the level of knowledge and attitudes regarding 
pain management in Turkish nurses.  

Two hundred and ninety-five Turkish nurses employed 
in a university hospital in Erzurum, the east of Turkey, 
comprised the population. Eighty-eight refused to 
participate or did not return the questionnaire, mainly 
because of their current workload requirements. 
Consequently, the population of the study consisted of 
207 (97.2%) nurses. Sample selection was not made in 
the study.  

It was received permission from the hospital 
administrations for the study. One of the researchers 
contacted all of the nurses, and written informed consent 
was obtained from each participant after the purpose and 
nature of the study had been fully explained. 

 

 
 
 
 
The data were collected by means of the NKASRP and 

a demographic questionnaire between 1st December 
2010 to 31st January 2011. Nurses were asked to fill out 
two forms independently. Participants required 
approximately 25-30 min to complete the instruments. 

The demographic questionnaire was developed by the 
researchers and comprised three questions to obtain 
data related to the nurses’ sociodemographic and job 
characteristics, such as age, level of nursing education, 
and years of nursing experience. 

The NKASRP was developed by Ferrell and McCaffery  
(Ferrell et al., 2008). The tool has been used extensively 
since 1987 but has been revised and is now being tested 
in pain education courses to conduct psychometric 
analysis on this updated version. There have been minor 
edits to the survey in April 2008. 

The NKASRP consisted of 38 items including 22 
true/false, 14 multiple choice questions, and 2 case 
studies with 2 questions each exploring knowledge of and 
attitudes toward pain management. Content validity has 
been established by review of pain experts. The content 
of the tool is derived from current standards of pain 
management such as the American Pain Society, the 
World Health Organization, and the Agency for Health 
Care Policy and Research. Construct validity has been 
established by comparing scores of nurses at various 
levels of expertise such as students, new graduates, 
oncology nurses, graduate students, and senior pain 
experts. The tool was identified as discriminating 
between levels of expertise. Test–retest reliability was 
established (r > .80) by repeat testing by the developers 
in a continuing education class of staff nurses (N = 60). 
Internal consistency reliability was established (alpha r 
>.70) with items reflecting both knowledge and attitude 
domains (Ferrell BR et al., 2008). 

To score results of this survey tool the numbers of 
correct and incorrect answers for each NKASRP item 
were assessed in percentages (Patiraki et al., 2006). 
Each correctly answered item was assigned a score of 1. 
Incorrectly answered items or those not answered were 
assigned a score of 0. Total scores were summed and 
ranged from 0 to 40. Correct answer rates were 
calculated by dividing the total number of correctly 
answered items by the total number of items (Lai et 
al.,2003). The mean correct answers were also 
calculated. 

Before the main study, a thorough translation process 
was undertaken to enhance the validity and reliability of 
the instrument. The items of the NKASRP instrument 
were translated from English into Turkish by a team 
effort. At the first stage, NKASRP items were translated 
by two bilingual persons in collaboration. Afterwards, 
eight experts (oncologist, neurologist, professors in 
pediatric and surgical nursing) examined the revised 
version. At the next stage, a translator translated the 
Turkish version back into English. The version thus 
obtained  was   compared   with   the   original   NKASRP  
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TABLE 1 
DEMOGRAPHIC AND PROFESSIONAL CHARACTERISTICS OF NURSES, RELATIONSHIP BETWEEN PAIN KNOWLEDGE SCORE 
AND CHARACTERISTICS 
 

Characteristics n % X±SD Test and p 

Age, yrs (28.21±5.76)     
19–30 151 72.9 21.68±4.27  
31–40 48 23.2 21.79±4.78 KW = 1.127 
41–50 8 3.9 20.25±3.45 p > 0.05 
Education level     
High school  75 36.2 21.81±4.56  
Baccalaurate 125 60.4 21.52±4.31 KW = .573 
MSc 7 3.4 22.42±3.10 p > 0.05 
Nursing experience, yrs (7.50±6.47)     
<1 17 8.2 22.41±4.79  
1–5 94 45.4 22.39±4.36  
6–10 59 28.5 20.89±4.22 KW = 5.258 
11–20 37 17.9 20.64±4.11 p > 0.05 
Clinics     
Oncology* 57 27.5 26.91±2.31 t = 15.952 
Other Clinics** 150 72.5 19.66±3.11 p < 0.001 
Total 207 100.0   

 

*Nurses working in oncology clinics.                                                                                                                                     
  **Nurses caring for cancer patients and working in internal and surgical clinics.  
KW=Kruskal-Wallis Test. 

 
 
instrument and the team collectively chose the Turkish 
version. Cronbach’s alpha value for the total inventory for 
the Turkish version was calculated as 0.70. 

The data were analyzed using the Statistical Package 
for the Social Sciences (SPSS) version 10.0. Means and 
standard deviations were determined for quantitative data 
and frequency determined for categorical variables. 
Student’s t-test and variance analysis (nonparametric 
statistics-Kruskal Wallis test) were used for comparison 
between multiple means. A p value < 0.05 was 
considered statistically significant. 
 
 
RESULTS   
 
The demographic characteristics of the 207 nurses who 
responded to the questionnaire are presented in Table 1. 
As shown, of the nurses participating in the study, 73% 
were between the ages of 19 and 30 years with a mean 
of 28.21±5.76. The level of education responses 
indicated that 60.4% of the nurses had a baccalaureate 
degree. The mean for years of nursing experience was 
7.50±6.47. 

The percentages of correctly answered items in the 
questionnaire for all nurses are shown in Table 2. The 
average correct response rate was 54.1%, ranging from 
8.2% to 95.2%. Out of the 40 pain knowledge questions 
assessed, the mean number of correctly answered 
questions was 21.65±4.36, with a range of 9 to 33. Many 
items received an extremely low percentage of correct 

answers. The highest percentages of correct answers 
were for items 37b, 38b related to the case studies, and 
the patient experiencing increased pain (95.2%, 94.7%, 
and 91.8%, respectively). Among the 40 items surveyed, 
nine items (4, 23, 24, 27, 29, 36, 37a, 37b, and 38b) had 
more than a 70% correct answer rate and nineteen (2, 5, 
6, 7, 8, 9, 10, 11, 12, 13, 16, 17, 18, 19, 20, 21, 25, 28, 
and 34) did not reach a 50% correct answer rate. The 
highest percentages of incorrect answers were noted in 
relation to the following items: (a) equality between the 
dose of Vicodin PO and morphine PO, 8.2%; (b) a 
situation where opioids should not be used, 15%; (c) 
reliability of promethazine and hydroxyzine, 17.4%; and 
(d) Morphine’s dose ceiling, 18.8%. 

The percentages of correctly answered items in the 
questionnaire for nurses in oncology and other clinics are 
shown in figures 1, 2, and 3. The average correct 
response rate for nurses in oncology clinics was 66.6%, 
ranging from 12.3% to 100%. Out of the 40 pain 
knowledge questions assessed, the mean number of 
correctly answered questions was 26.91±2.31, with a 
range of 24 to 33. The highest percentages of correct 
answers were for items 37b (100%), 4 and 38b (98.2%), 
23 and 36 (96.5%). Among the 40 items surveyed, twenty 
items (1–4, 8, 14, 15, 22–24, 27, 29, 31, 33, 35, 36, 37a, 
37b, 38a, and 38b) had more than a 70% correct answer 
rate. Nine items (5, 9–11, 16, 18, 19, 25, and 34) did not 
reach a 50% correct answer rate and these items were 
related to pain medication.  
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TABLE 2 
CORRECTLY ANSWERED ITEMS IN THE QUESTIONNAIRE 
 

Item 
no 

Item Content (Correct Answer) Corrrect 
Responses 

True or False Questions n % 
1 Vital signs are always reliable indicators of the intensity of a patient’s pain. (False) 133 64.3 

2 Because their nervous system is underdeveloped, children under two years of age have 
decreased pain sensitivity and limited memory of painful experiences. (False) 

 
98 

 
47.3 

3 Patients who can be distracted from pain usually do not have severe pain. (False) 136 65.7 
4 Patients may sleep in spite of severe pain. (True) 175 84.5 

5 Aspirin and other nonsteroidal anti-inflammatory agents are NOT effective analgesics for 
painful bone metastases. (False) 

               
83 

                
40.1 

6 Respiratory depression rarely occurs in patients who have been receiving stable doses of 
opioids over a period of months. (True) 

              
95 

                
45.9 

7 Combining analgesics that work by different mechanisms (e.g., combining an opioid with 
an NSAID) may result in better pain control with fewer side effects than using a single 
analgesic agent. (True) 

                                  
          
68 

                        
 
32.9 

8 The usual duration of analgesia of 1-2 mg morphine IV is 4-5 hours. (False) 85 41.1 

9 Research shows that promethazine (Phenergan) and hydroxyzine (Vistaril) are reliable 
potentiators of opioid analgesics. (False) 

 
36 

 
17.4 

10 Opioids should not be used in patients with a history of substance abuse. (False) 56 27.1 

11 Morphine has a dose ceiling (i.e., a dose above which no greater pain relief can be 
obtained). (False) 

 
39 

 
18.8 

12 Elderly patients cannot tolerate opioids for pain relief. (False) 79 38.2 
13 Patients should be encouraged to endure as much pain as possible before using an opioid. 

(False) 
99 47.8 

14 Children less than 11 years old cannot reliably report pain so nurses should rely solely on 
the parent’s assessment of the child’s pain intensity. (False) 

 
139 

 
67.1 

15 Patients’ spiritual beliefs may lead them to think pain and suffering are necessary. (True) 119 57.5 
16 After an initial dose of opioid analgesic is given, subsequent doses should be adjusted in 

accordance with the individual patient’s response. (True) 
 
55 

 
26.6 

17 Giving patients sterile water by injection (placebo) is a useful test to determine if the pain is 
real. (False) 

 
83 

 
40.1 

18 Vicodin (hydrocodone 5 mg + acetaminophen 500 mg) PO is approximately equal to 5-10 
mg of morphine PO. (True) 

 
17 

 
8.2 

19 If the source of the patient’s pain is unknown, opioids should not be used during the pain 
evaluation period, as this could mask the ability to correctly diagnose the cause of pain. 
(False) 

 
 
31 

 
 
15.0 

20 Anticonvulsant drugs such as carbamazepine (Tegretol) produce optimal pain relief after a 
single dose. (False) 

 
78 

 
37.7 

21 Benzodiazepines are not effective pain relievers unless the pain is due to muscle spasm. 
(True) 

 
69 

 
33.3 

22 Narcotic/opioid addiction is defined as a chronic neurobiologic disease, characterized by 
behaviors that include one or more of the following: impaired control over drug use, 
compulsive use, continued use despite harm, and craving. (True) 

 
 
126 

 
 
60.9 

23 The recommended route of administration of opioid analgesics for patients with persistent 
cancer-related pain is: (oral) 

 
171 

 
82.6 

24 The recommended route administration of opioid analgesics for patients with brief, severe 
pain of sudden onset such as trauma or postoperative pain is: (intravenous) 

                
173 

                      
83.6 

25 Which of the following analgesic medications is considered the drug of choice for the 
treatment of prolonged moderate to severe pain for cancer patients? (morphine) 

              
84 

           
40.6 
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Table 2. Continue 
 

26 Which of the following IV doses of morphine administered over a 4 hour period would be 
equivalent to 30 mg of oral morphine given q 4 hours? (Morphine 10 mg IV) 

          
108 

          
52.2 

27 Analgesics for post-operative pain should initially be given: (around the clock on a fixed 
Schedule) 

        
152 

        
73.4 

28 A patient with persistent cancer pain has been receiving daily opioid analgesics for 2 
months. Yesterday the patient was receiving morphine 200 mg/hour intravenously. Today 
he has been receiving 250 mg/hour intravenously. The likelihood of the patient developing 
clinically significant respiratory depression in the absence of new comorbidity is: (less than 
1%) 

                          
 
 
92 

 
 
 
44.4 

29 The most likely reason a patient with pain would request increased doses of pain 
medication is: (The patient is experiencing increased pain) 

 
190 

 
91.8 

30 Which of the following is useful for treatment of cancer pain? (All of the above) 132 63.8 
31 The most accurate judge of the intensity of the patient’s pain is: (the patient) 134 64.7 

32 Which of the following describes the best approach for cultural considerations in caring for 
patients in pain: (Patients should be individually assessed to determine cultural influences) 

       
111 

     
53.6 

33 How likely is it that patients who develop pain already have an alcohol and drug abuse 
problem? (5–15%)            

 
139 

 
67.1 

34 The time to peak effect for morphine given IV is: (15 min.) 78 37.7 

35 The time to peak effect for morphine given orally is: (1.5 – 2 hours) 125 60.4 

36 Following abrupt discontinuation of an opioid, physical dependence is manifested by the 
following: (sweating, yawning, nausea and vomiting when the opioid is abruptly 
discontinued) 

 
 
186 

 
 
89.9 

37a Patient A: Andrew is 25 years old and this is his first day following abdominal surgery. As 
you enter his room, he smiles at you and continues talking and joking with his visitor. Your 
assessment reveals the following information: BP = 120/80; HR = 80; R = 18; on a scale of 
0 to 10 (0 = no pain/discomfort, 10 = worst pain/discomfort) he rates his pain as 8. A. On 
the patient’s record you must mark his pain on the scale below. Circle the number that 
represents your assessment of Andrew’s pain. (8) 

 
 
 
 
 
175 

 
 
 
 
 
84.5 

37b Your assessment, above, is made two hours after he received morphine 2 mg IV. Half 
hourly pain ratings following the injection ranged from 6 to 8 and he had no clinically 
significant respiratory depression, sedation, or other untoward side effects. He has 
identified 2/10 as an acceptable level of pain relief. His physician’s order for analgesia is 
“morphine IV 1-3 mg q1h PRN pain relief.” Check the action you will take at this time. 
(Administer morphine 3 mg IV now) 

 
 
 
 
 
197 

 
 
 
 
 
95.2 

38a Patient B: Robert is 25 years old and this is his first day following abdominal surgery. As 
you enter his room, he is lying quietly in bed and grimaces as he turns in bed. Your 
assessment reveals the following information: BP = 120/80; HR = 80; R = 18; on a scale of 
0 to 10 (0 = no pain/discomfort, 10 = worst pain/discomfort) he rates his pain as 8. 
A. On the patient’s record you must mark his pain on the scale below. Circle the number 
that represents your assessment of Robert’s pain: (8) 

 
 
 
 
 
141 

 
 
 
 
 
68.1 

38b Your assessment, above, is made two hours after he received morphine 2 mg IV. Half 
hourly pain ratings following the injection ranged from 6 to 8 and he had no clinically 
significant respiratory depression, sedation, or other untoward side effects. He has 
identified 2/10 as an acceptable level of pain relief. His physician’s order for analgesia is 
“morphine IV 1-3 mg q1h PRN pain relief.” Check the action you will take at this time: 
(Administer morphine 3 mg IV now) 

 
 
 
 
 
196 

 
 
 
 
 
94.7 

 
 

The average correct response rate for nurses in other 
clinics was 50.6%, ranging from 6.7% to 93%. Out of the 
40 pain knowledge questions assessed, the mean 
number of correctly answered questions was 19.66±3.11, 
with a range of 9 to 24. The highest percentages of 

correct answers were for items 37b and 38b (93%), and 
29 (91.3%). Among the 40 items surveyed, eight items (4, 
23, 24, 29, 36, 37a, 37b, and 38b) had more than a 70% 
correct answer rate. Twenty-two items (2, 5–13, 15, 16–
21, 25. 26, 28, 32, 34)  did   not   reach   a   50%   correct  
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Figure  1. The percentages of correctly answered items 1-21 in 
the questionnaire for nurses in oncology and other clinics. 

 
 

 
 

Figure  2. The percentages of correctly answered items 23-36 in 
the questionnaire for nurses in oncology and other clinics. 

 
 
answer rate and these items were related to pain 
medication, and pain to be subjective (indicated by bold 
italics) (Figures 1, 2, 3). 

When the knowledge scores were further analyzed with 
respect to nurses’ background characteristics (age group, 
education level, and years of nursing experience), no 
significant differences between those characteristics and 
pain knowledge were found. Nurses’ pain knowledge 
significantly differed according to their clinics (t = 15.952, 
p < .001, Table 1) 
 
 
DISCUSSION AND CONCLUSION 
 
Our study provides important information about the level 
of nurses’ pain knowledge in Erzurum, the east of Turkey. 
The results demonstrated that nurses’ knowledge about 
pain management is far from optimal. The correct answer 
rate for the entire scale, on average, was 54.1%. The 
finding was quite high when compared to results of 
previous similar research using different scales in our 
country (Aslan et al., 2005; Özer et al., 2006). The result 
of our study was also higher (50.5%) than the result of a 
similar study using the same scale in Taiwan (Lai et al., 
2003). However, our study finding was lower (72.9%) 
than the result of an earlier study with the same scale in 
the United States (Erkes et al., 2001). Our finding 
showed that nurses in the east of Turkey have relatively 
low correct answer rates compared to studies of three 
groups of nurses in the US (72.2%, 56%, 62%, 
respectively) (Glajchen et al., 2001; Burns et al., 2010; 

Clarke et al., 1996), and in Italy (61%) (Visentın et al., 
2001), which are similar studies using different scales. 
The less than optimal pain management knowledge in 
Turkish nurses may be related to the lack of attention 
given to pain education in Turkey. When major medical 
and nursing textbooks published worldwide are 
examined, it is seen that pain makes up a small part of 
the content (Ferrell  et al., 2000) and it has been reported 
that baccalaureate nursing programs allocate little time to 
pain management (Ferrell et al., 1993; O’Brien et al., 
1996).  

In our study, the highest percentages of incorrect 
answers for all of nurses were noted in relation to the 
pain medication items (equality between the dose of 
Vicodin PO and morphine PO, 8.2%; situation where 
opioids should not be used, 15%; reliability of 
promethazine and hydroxyzine, 17.4%; and Morphine’s 
dose ceiling, 18.8%). Studies have shown that the main 
deficiencies for nurses (Clarke et al., 1996; Lebovits et 
al., 1997; Salanterä et al., 1999)  relate to the correct use 
of analgesic drugs, particularly the pharmacological 
properties of opioids and the fear of addiction(Lebovits et 
al., 1997; Salanterä et al., 1999; Levin et al., 1998))  . An 
earlier survey has shown that an addiction to opioid is 
observed in less than 1% of cancer patients (McCaffery 
et al., 1990). 

In our study, nurses’ pain knowledge was differed 
significantly according to their clinics. The average 
correct response rate (66.6%) and the mean number of 
correctly answered questions for nurses in oncology 
clinics were  higher   than   for   nurses   in   other   clinics  
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Figure 3. The percentages of correctly answered items 37a, 37b, 
38a, and 38b in the questionnaire for nurses in oncology and 
other clinics. 

 
 
(50.6%). Compared with earlier research studies using a 
similar instrument for oncology nurses (35.41%) in the 
west of Turkey (Kuzeyli-Yıldırım et al., 2008), our study 
showed a higher correct answer rate and this finding is 
similar to those of other studies (Tse et al., 2004; 
Bernardi et al., 2006; Bernardi et al., 2007). Our study’s 
finding may be the result of symptom management 
education in psycho-oncology training for chemotherapy 
nurses in Erzurum.  

In our study, there was no statistically significant 
difference between nurses’ characteristics and pain 
knowledge scores. No significant differences in pain 
knowledge scores were found between educational 
levels; however, nurses with a master’s degree had 
somewhat higher pain knowledge scores in the present 
sample. Earlier research shows that pain knowledge 
scores are higher with master’s degree and the present 
finding is similar to the results of those earlier studies (Lai 
et al., 2003; Patiraki et al., 2006). The relationship 
between years of experience and pain knowledge score 
is interesting. There was no statistically significant 
difference between years of experience and knowledge 
scores; however, there were noticeably higher knowledge 
scores shown by nurses working 5 years or less. This 
result differs from earlier research that found pain 
knowledge increased with nursing experience (Erkes et 
al., 2001; Kuzeyli-Yıldırım et al., 2008). Our study’s 
finding may be the result of elective pain courses in 
baccalaureate and master of nursing curricula and issues 
of pain addressed in courses organized by the Ministry of 
Health during the past three years in Erzurum. In the 
same way, there is a common explanation that nurses 
receive too little pain management education in their 
nursing curriculum (McMillan et al.,2000).  

The present study, which is the first survey comparing 
general nurses and oncology nurses’ pain knowledge and 
attitudes in Turkey, provides important information about 
knowledge deficits in pain management. We think that, in 
spite of elective pain courses, pain management issues 
in baccalaureate and master’s nursing curricula in the 
east of Turkey are insufficient. We believe that 
compulsory courses in the nursing curricula and national 
and local course programs about effective pain 

management may improve the knowledge level about 
pain management in nursing. 
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