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Postoperative pain documentation continues to be inadequate.
Specific guidelines for postoperative pain documentation are necessary.
Comprehensive tools for the evaluation of documentation are needed.
Nurses need regular education about pain management, assessment and documentation.
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a b s t r a c t

Background and aims: Nursing documentation supports continuity of care and provides important
means of communication among clinicians. The aim of this topical review was to evaluate the published
empirical studies on postoperative pain documentation in a hospital setting.
Methods: The review was conducted through a systematic search of electronic databases: Web of Sci-
ence, PubMed/Medline, CINAHL, Embase, Ovid/Medline, Scopus and Cochrane Library. Ten studies were
included. Study designs, documented postoperative pain information, quality of pain documentation,
reported quality of postoperative pain management and documentation, and suggestions for future
research and practice improvements were extracted from the studies.
Results: The most commonly used study design was a descriptive retrospective patient record review.
The most commonly reported types of information were pain assessment, use of pain assessment tools,
use of pain management interventions, reassessment, types of analgesics used, demographic information
and pain intensity. All ten studies reported that the quality of postoperative pain documentation does not
meet acceptable standards and that there is a need for improvement. The studies found that organization
of regular pain management education for nurses is important for the future.
Conclusions: Postoperative pain documentation needs to be improved. Regular educational programmes
and development of monitoring systems for systematic evaluation of pain documentation are needed.
Guidelines and recommendations should be based on the latest research evidence, and systematically
implemented into practice.

Implications: Comprehensive auditing tools for evaluation of pain documentation can make quality
assessment easier and coherent. Specific and clear documentation guidelines are needed and existing
guidelines should be better implemented into practice. There is a need to increase nurses’ knowledge
of postoperative pain management, assessment and documentation. Studies evaluating effectiveness of
high quality pain documentation are required.
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. Introduction

Pain management continues to be inadequate [1–7] in spite
f increased development and new pain management standards
8]. Nearly every patient (80%) still experiences pain after surgery
1–5,7], and 86% of those have moderate, severe or extreme pain
8]. Pain can complicate mobility, which increases a risk of com-
lications [3,5]. Adequate pain management is one of the most

mportant factors in expediting recovery [2,9], by enabling fast
obilization [10]. Poorly managed pain impairs surgical outcomes

nd may prolong pain [2,9,10] or extend hospital stay, which
ncreases costs for society [9–11].

Adequate documentation of pain, pain management [1,12] and
egular pain assessment are essential to achieve sufficient pain
elief after surgery [2,5,13–16]. Nurses need to understand the
hysiological changes caused by pain [16] and take into consid-
ration the individual differences in experiencing pain [17] to be
ble to achieve proper pain assessment [16].

Documentation can support continuity of care [18,19] and pro-
ides an important means of communication between clinicians
12]. Written reporting is a primary way of information trans-
er between clinicians. Oral reporting is not reliable; it can be
ecalled correctly in less than 30% of cases [20]. Moreover consistent
ocumentation provides legal evidence of the caring process and
upports evaluation of quality of care [19]. Clinical documentation
s regulated by law in many countries, also in Finland. The law obli-
ates healthcare professionals to record all essential information
o ensure organization, planning, implementation and follow-up
ctions for patients’ care [21]. An ordinance created by the Min-
stry of Social Affairs and Health [22] obligates pain documentation
bout prescriptions, medications, administration, implementation,
ffectiveness and side effects.

Nursing documentation is insufficient [23–31], as are pain man-
gement [18,24,31–35] and assessment [33,34]. It is therefore
mportant to explore earlier research on postoperative pain doc-
mentation. The aim of this review was to evaluate the published
mpirical studies on postoperative pain documentation in a hos-
ital setting. The review followed a framework from Whittemore’s
nd Knafl’s [36] 5-stage method. Answers were sought to the fol-
owing questions: (1) What kind of studies have been carried out
oncerning postoperative pain documentation? (2) What informa-

the studies? (5) What kind of suggestions or recommendations for
future research or practice did studies reveal?

2. Methods

2.1. Design

An integrative review was chosen to carry out. It enables
inclusion of various methodologies in one review, provides com-
prehensive understanding [36] and generates new knowledge
of a research topic [37]. The review was performed following
Whittemore’s and Knafl’s [36] 5-stage method, which provided a
framework for the process. The phases of the process were to: (1)
identify the research problem, (2) search the literature for data col-
lection, (3) evaluate the studies, (4) integrate of the data and (5)
synthesize and present the results.

2.2. Literature search

Relevant studies were identified by searching electronic
databases: Web of Science, PubMed/Medline, CINAHL, Embase,
Ovid/Medline, Scopus and Cochrane Library. The search was final-
ized by scanning the reference lists of the relevant publications.
Search terms pain and documentation were used in different vari-
ations (Appendix 1). The search resulted in 2209 articles (Fig. 1).
The first author (KH) reviewed all the titles. The abstracts and full
texts were independently reviewed by two authors (KH, L-MP).
At this point, the inclusion criteria were reappraised; hereafter,
the focus was on postoperative pain instead of acute pain in gen-
eral. Disagreements were discussed until consensus was reached.
A total of 17 studies met the criteria. After a quality assessment of
the studies and a reappraisal of inclusion criteria, 10 studies were
included into the analysis. Six of the excluded studies were con-
sidered to be too old, as the time margin was decided to be 10
years. One study was excluded based on its low quality assessment
score.

2.3. Inclusion and exclusion criteria

Inclusion criteria:

ion about pain documentation has been of interest in the studies?
3) What kind of auditing tools have been used to assess the qual-
ty of postoperative pain documentation? (4) What is the reported
uality of postoperative pain management and documentation in
• original study report
• written in English
• about acute postoperative pain
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Literature search, electronic  

databases  (n=2184) 

 Web of Science    (n=416) 

 PubMed/Medline   (n=1016) 

 Cinahl    (n=432) 

 Embase    (n=24) 

 Ovid/Medline   (n=116) 

 Scopus    (n=142) 

 Cochrane Library    (n=38) 

Manual search (n=25) 

Search results compained (n=2209) 

Title screened for eligibility according to inclusion 

(original study report, english language, acute pain, 

documentation, hospital environment) and exclusion 

(not scientific, only abstract, chronic pain, other 

environment than hospital) criteria 

Excluded  (n=1865) 

Screened for duplicates  (n=344) 

Duplicates removed  

(n=183) 

Abstracts screened  (n=161) 

Excluded (n= 92) 

Full-text articles assessed for eligibility  

according to inclusion (added postoperative pain, only adults) and 

exclusion criterias (n=69) 

Full-text articles 

Excluded 

(n=52) 

Not postoperative pain = 28

Not documentation = 5 

Not pain = 1 

Chronic pain = 1 

Childrens' pain = 10 

Reappraisal of the 

incluision criteria 

(publications only last 10 

years, quality high 

enough)→ 7 more were 

excluded 
Studies included in qualitative synthesis 

(n= 10) 

ram of

•
•
•

•
•
•
•

Fig. 1. Flow diag

examining adult patients (over 18 years)
focusing on documentation (nurses or physicians)
taking place in a hospital environment

Exclusion criteria:
not peer reviewed scientific reports
an abstract without a full paper
focusing on chronic pain
lacking the minimum criteria for quality
study selection.

2.4. Data extraction and synthesis

Three data extractions were done. Firstly, the details of study
designs and processes were identified. Secondly, information was
extracted about the auditing tools, different forms of postopera-
tive pain documentation that were of interest and studies that

examined information about pain. Information was collected about
pain characteristics and management. Thirdly, information was
extracted about postoperative pain documentation and auditing
details.
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Table 1
Criteria for assessing the quality of qualitative studies.

Criteria Studies
Eid and Bucnall,
2008 [46]

1. Question/objective sufficiently described? 2
2. Study design evident and appropriate? 2
3. Context for the study clear? 2
4. Connection to a theoretical framework/wider

body of knowledge?
2

5. Sampling strategy described, relevant and
justified?

2

6. Data collection methods clearly described and
systematic?

1

7. Data analysis clearly described and systematic? 1
8. Use of verification procedure(s) to establish

credibility?
2

9. Conclusions supported by the results? 2
10. Reflexivity of the account? 1

2

2

t
i
q
i
r
r
i
p
c

T
C

2

Total score 0.85

, yes; 1, partial; 0, no; NA, not applicable.

.5. Quality assessment

Two authors (KH, L-MP) independently assessed the quality of
he selected studies. According to Whittemore and Knafl [36] there
s no rigorous method for evaluating studies’ quality. The used
uality assessment instrument was a two-part scoring system that

ncluded check-lists for both qualitative and quantitative research
eports [38]. The check-lists for qualitative studies had 10 crite-

ia and for quantitative studies 14 criteria (Tables 1 and 2). All
tems were rated with a four-point scale: yes = 2 points, partially = 1
oint, no = 0 points and n/a (not applicable). A summary score was
alculated for the studies by adding up the points and dividing

able 2
riteria for assessing the quality of quantitative studies.

Criteria Studies

Abdalrahim
et al., 2008
[44]

Chanvej
et al.,
2004 [45]

Gunningb
and Idvall
2007 [47]

1. Question/Objective sufficiently
described?

2 1 2

2. Study design evident and appropriate? 2 2 2
3. Method of subject/comparison group

selection or source of information/input
variables described and appropriate?

2 2 2

4. Subject (and comparison group, if
applicable) characteristics sufficiently
described?

2 2 2

5. If interventional and random allocation
was possible, was it described?

NA NA NA

6. If interventional and blinding of
investigators was possible, was it
reported?

NA NA NA

7. If interventional and blinding of subjects
was possible, was it reported?

NA NA NA

8. Outcome and (if applicable) exposure
measures(s) well defined and robust to
measurement/misclassification bias?
means to assessment reported?

2 1 2

9. Sample size appropriate? 2 2 2
10. Analytic methods described/justified

and appropriate?
2 2 2

11. Some estimate of variance is reported
for the main results?

2 2 2

12. Controlled for confounding? NA NA NA
13. Results reported in sufficient detail? 2 2 2
14. Conclusion supported by the results? 2 2 2

Total score 1.0 0.90 1.0

, yes; 1, partial; 0, no; NA, not applicable.
rnal of Pain 11 (2016) 77–89

the sum by the total possible score. A “not applicable” score was
excluded from the calculation of the total score. Inter-rater agree-
ment was calculated for the total scores based on the inter-class
correlation coefficient (ICC) with a two-way mixed model, using
IBM SPSS Statistics 22.0, to evaluate the consistency of the evalua-
tions between the two authors. The ICC was good (ICC = 0.736, 95%
CI, p < 0.005). Thereafter, the authors discussed differences in their
evaluations and reached a consensus on the quality of each study.

The quality of the studies was good. Total summary scores var-
ied between 0.8 and 1.0 (maximum score), with an exception of
one study [39], which scored 0.65. All studies achieved maximum
points for evidence and appropriateness of study design and all
studies had some estimate of variance reported for the main results.
Results were reported in sufficient detail, and conclusions were
supported by the results. Subject characteristics were sufficiently
described, and outcome and exposure measures were well-defined.
The remaining assessed criteria had some variation in the scores.

3. Results

3.1. Study designs in postoperative pain documentation research

Ten studies were included into the review (Table 3). Five studies
were conducted in the USA [12,40–43], four in different countries
outside Europe [39,44–46] and one in Sweden [47]. Mainly quan-
titative methods were used [12,39–45,47]; one study had a
qualitative design [46]. The most commonly used study design was
a descriptive retrospective patient-record review [12,40,41,44–46],
and seven studies used comparative approach [12,41–45,47]. The

differences in documentation from day to day [44,45] or nurses’ and
patients’ assessments of the quality of postoperative pain manage-
ment between those who had more pain than expected and those
who did not, or the differences between nurses’ documentation

erg
,

Samuels
and Fezer,
2009 [12]

Samuels
and Kritter,
2011 [40]

Samuels
and Bliss,
2012 [41]

Samuels and
Eckardt,
2014 [42]

Topolovec-
Vranic et al.,
2010 [39]

1 1 2 2 2

2 2 2 2 2
1 1 1 2 1

1 2 2 2 2

NA NA NA NA 0

NA NA NA NA 0

NA NA NA NA NA

2 2 2 2 2

2 1 2 1 1
1 2 1 2 1

2 2 2 2 2

NA NA NA NA 1
2 2 2 2 1
2 1 2 2 2

0.80 0.80 0.90 0.95 0.65
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Table 3
Summary of studies included into the review.

Author Country Purpose of the study Study design Data collection
time duration

Sample size Main result/finding Future recommendations

Abdalrahim et al.,
2008 [44]

Jordan To describe and compare
nursing documentation of pain
assessment and management
in the first 72 h postoperatively
in surgical wards.

Descriptive
retrospective
comparative

Over 6 months 322 The results show the need to
improve postoperative pain
assessment and
documentation and
importance of pain
management education
programmes.

Development of educational
programmes and monitoring
system of documentation

Chanvej et al.,
2004 [45]

Thailand To describe the documentation
of pain assessment and
management in the first 72 h
postoperatively.

Descriptive
retrospective
comparative

12 months 425 Quality of pain documentation
was not found to meet the
acceptable standards.

Attempts to develop individual
nurses and clinical setting to
gain more adequate knowledge
about pain, pain assessment
and documentation and to
have guidance for assessment
and documentation

Eid and Bucknall,
2008 [46]

Australia To describe the documentation
of the type of pain assessment
and management received by
post-operative with a hip
fracture in an Australian
orthopaedic ward.

Descriptive
retrospective

5 months 43 Documentation of pain
assessment and management
was deficient and did not
support continuity of care.

An observational study to
examine differences between
nurses’ pain management
practices and documentation
of pain and pain management,
to increase understanding of
the gap between practice and
documentation.

Gunningberg and
Idvall, 2007 [47]

Sweden To study the quality of
postoperative pain
management.
To describe and compare
patient and nurse assessments
of the quality of postoperative
pain management, compare
quality of postoperative pain
management between patients
who experienced more pain
than expected and those who
did not and compare patients’
assessments and nursing
documentation regarding
patient information and pain
intensity ratings

Descriptive
comparative

6 weeks 121 patients
47 nurses

Issues for improvements were
found in all subscales of the
SCQIPP-instrument.

Qualitative approach with
interviews or observation to
develop quality of pain care, to
get more information about
differences between nurses
and patients’ assessments of
pain.

Samuels and
Fetzer, 2009
[12]

USA To describe the quality of pain
management documentation

Descriptive
comparative

– 85 nurses’ records Nurses’ pain management
documentation was found to
be clearly below the quality
requirements of Join
Commission standards.

Individual educational
interventions to nurses who
consistently document below
expectations. Pain medication
documentation should reflect
clinical decision making more.
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Table 3 (Continued)

Author Country Purpose of the study Study design Data collection
time duration

Sample size Main result/finding Future recommendations

Samuels and
Kritter, 2011
[40]

USA To describe pain management
documentation output from
the electronic medical record
to gain an understanding of its
presentation and evaluate the
quantity and quality of the
output.

Cross-sectional
descriptive

– 51 Pain management
documentation changes with
pain severity. Documentation
was found to be inconsistent,
deficiencies and duplicated
documentation were found.

To implement strategies to
assist nurses document more
specifically and eliminate the
duplication.

Samuels, 2012
[43]

USA To describe methodological
issues arising from abstracting
pain management
documentation (PMD) from
electronic medical record in
three different hospitals and to
compare documentation of
pain management

Descriptive
retrospective
comparative

– Not clear Pain management, assessment,
interventions and
reassessment documentation
was found to be inconsistent
across all three hospitals.

Work to standardize pain
medication documentation
across computer systems is
needed.
Research to reveal the best
pain medication
documentation practices.

Samuels and Bliss,
2012 [41]

USA To create variables describing
patient and process variation in
pain management using timed
entries from the EHR and then
to use simple linear regression
procedures to determine the
impact of process variation on
patient outcomes.

Descriptive
cross-sectional
comparative

18 months 137 Relationships were found
between increased pain
variability and less frequent
assessment and more frequent
intervention.

Large cross-organizational
research is needed using
multilevel modelling
procedures to determine
which hospital-level factors
impact pain outcomes.

Samuels and
Eckardt, 2014
[42]

USA To examine the methodological
issues that arise when
conducting multilevel
modelling research aimed to
answer the question: what is
the impact of assessment and
reassessment documentation
routines on postoperative pain
severity trajectory (PST)?

Comparative
effectiveness
research using
multilevel
modelling Pilot
study

18 months 146 The PST with the repeated
assessment of NRS may supply
more clinically significant
acute symptom management
experience for patients. The
advantages of using PST as a
pain management outcome
added insight into earlier
reported predictors of
postoperative pain severity.

Interdisciplinary teams
comprised of nurses
specialized in pain
management, informatics,
statisticians and researchers
may facilitate the consistency
of data for research purposes.

Topolovec-Vranic
et al., 2010 [39]

Canada To evaluate the effect of
implementing a new pain
assessment tool in a
trauma/neurosurgery intensive
care unit

Before and
after
measurement
The first face of
intervention

data collection
(before
intervention)
4 weeks

72 patients charts (40
intubated: 20 before, 20
after implementation),
32 nonintubated (16
before, 16 after)
64 patients (25 before,
39 after)
53 nurses (32 after)

Implementation of the
Nonverbal Pain Scale in a
critical care setting improved
patients’ ratings of their pain
experience, improved nursing
documentation and increased
nurses’ confidence in assessing
pain in nonverbal patients.

Research for validate the use of
objective tools for pain
assessment
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nd patients’ assessment of pain were compared[47]. There was
lso a comparison of documentation and pain management rout-
nes between hospitals [42]. One study evaluated the effect of an
ntervention: the implementation of a new pain assessment tool
nd its effect on pain assessment and documentation [39].

Sample sizes varied from 43 [46] to 425 [39]. One study did not
eveal the sample size [43]. Data collection duration varied from
weeks [39] to 18 months [41]. Four studies did not mention the
uration of the data collection, or stated that this was not relevant

nformation [12,40,42,43]. All studies described the quality of post-
perative pain documentation, and five studies assessed the quality
f both, pain documentation and management [39,40,44,46,47].

.2. Patient-record auditing details

Eight studies examined nurses’ documentation entries
12,39–42,44,46,47], and two examined both nurses’ and physi-
ians’ entries [43,45]. Length of auditing varied from 72 h [44,45]
o patient’s entire hospital stay [40,43]. Five studies did not report
ength of auditing or number of investigators [12,39,41,42,47].
n addition to these, one more study did not reveal how many
nvestigators were auditing [46]. Number of reviewers varied from
wo to four. A variety of surgical specialities were represented,
ith orthopaedic and general surgery being the most common.

ive studies were carried out in one hospital [39,40,45–47], one in
wo hospitals [12], three in three hospitals [41–43] and one in six
ospitals [44]. See Table 4.

Even though laws in many countries regulate documentation
f care, only one study report mentioned that a law was guiding
ain documentation [46]. All studies compared documentation to
urrent regulations or guidelines. The Joint Commission and Amer-
can Pain Society were the most frequently mentioned associations
uiding documentation (Table 4).

.3. Auditing tools and questionnaires used for pain management
nd documentation quality assessment

A variety of auditing tools were used (Table 5) in the stud-
es to assess documentation in the patient records. All studies
sed different tools. The Pain and Anxiety Audit Tool (PAAT) was
sed to examine prescribed and administered medication and to
escribe nursing documentation of pain management [44]. The
orth American Nursing Diagnosis Association (NANDA) form was
sed to examine characteristics of acute pain in addition to patients’
elf-reports, changes in vital signs and pain behaviour, such as
estlessness or sweating. The comprehensiveness assessment tool
as used to evaluate comprehensiveness of documentation by

coring it with a five-point scale [44]. One study used a 4-point
cale with a 7-item audit form to assess accuracy, completeness,
omprehensiveness and clarity of documentation [45]. The Pain
ocumentation Audit Tool was used to evaluate pain assessment,
anagement and education information [46]. The Samuels Pain
anagement Documentation Rating Scale (SPMDRS) was used to

ssess documentation of pain assessments, interventions, reassess-
ents and further interventions [12]. Four studies did not mention

he use of auditing tools [40–43].
Two studies [39,47] used questionnaires to assess pain manage-

ent. The Strategic and Clinical Quality Indicator in Postoperative
ain Management (SCQIPP) questionnaire has a 5-point scale with
4 items about communication, action, trust and environment.
his questionnaire was used to examine patients’ assessments of
uality of their postoperative pain management [47]. The question-

aire was modified to create a matching questionnaire to examine
urses’ views of how an individual patient’s pain care was carried
ut [47]. The Patient Pain Management Questionnaire, a 12-item
nstrument was used to examine patients’ satisfaction with pain
rnal of Pain 11 (2016) 77–89 83

assessment and management during an ICU stay [39]. The Staff Sat-
isfaction Questionnaire, a 10-item instrument was used to examine
nurses’ satisfaction with current practices for pain assessment and
management in an ICU and their comfort level in assessing and
managing pain of communicative and non-communicative patients
[39]. Nurses were also asked about concerns or barriers to using the
pain scale in an ICU. The End-of Study Questionnaire, an 11-item
instrument was used to determine nurses’ satisfaction with train-
ing, utility and ease of use of the new pain assessment tool (the
Nonverbal Pain Scale) [39].

A total of 28 information details about pain were investigated in
the studies (Table 5), although none of the studies included them all.
The most comprehensively audited studies investigated 20 [40,44]
or 21 [43] details. The most commonly examined details were pain
assessment (in 8 studies), use of pain assessment tools (n = 8), use
of pain management interventions (n = 8), reassessments (n = 8),
demographic information (n = 9) and pain intensity (n = 6). The most
seldom explored information were pain duration (n = 1), onset of
pain (n = 1), patient’s self-report of pain (n = 2), anxiety level (n = 2)
and nausea scale score (n = 1).

3.4. Quality of postoperative pain documentation and
management

All studies reported, that the quality of postoperative pain
documentation did not meet the acceptable standards and that
documentation should be improved (Table 4). Pain management
education for nurses was suggested method for improving practice
[44]. One study reported that more than 80% of pain documenta-
tion was unsatisfactory. The mean quality score was 1.4 on a scale
ranging from 1 to 5, 5 representing the most comprehensive doc-
umentation [44]. In another study, the mean total audit score was
10.7 the maximum score being 28 [45].

Patients’ satisfaction and nurses’ documentation of pain assess-
ment improved after the implementation of a new pain assessment
tool, the Nonverbal Pain Scale, additionally patients’ pain was
milder. Before the implementation, 55% of patients reported severe
pain, and afterwards only 35% did. Moreover, after the imple-
mentation, nurses felt more confident in pain assessment; 81%
felt confident or very confident [39]. Even though documentation
improved, it was still notably below recommendations of the best
practice guidelines.

Pain assessment was irregularly and inadequately documented
[44,45,47]. There was a significant difference in documentation
depending on the time after an operation; in 35% of the records
pain management process was not documented during the first
postoperative day. Medication was not documented in 53.7%, and
outcomes of pain management were not documented in 15.2%
of the records. On the second postoperative day, 46% of patients’
documentation included pain assessment. Pain assessment docu-
mentation was mostly lacking on the third postoperative day [44].
In the worst case, 0.5% of records achieved the hospital’s recom-
mendations of regular pain assessment every 2–4 h during the first
24 h [45]. In another study, less than 50% of patient records con-
tained pain assessment documentation [47].

Significant differences were found in pain documentation when
wards in one hospital were compared [47]. Pain intensity was
better-documented in a general surgery ward comparing to a tho-
racic surgery ward; 41% of general surgery patients’ pain intensity
was documented according to the hospital’s quality goals, when the
corresponding number in the thoracic surgery ward was 6.7% [47].
The reason for this was likely the quality improvement programme,

compulsory education and annual monitoring of documentation
that were organized in the general surgery ward. Nurses did not
have a realistic conception of their pain assessment and docu-
mentation skills; in the thoracic surgery ward, nurses believed
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Table 4
Patient record auditing details.

Author Whose entries
Nurses/Physicians

Length of auditing
hours/days
post op

Number of
reviewers

Patients’ surgical specialty Number of
hospitals/
wards

Law mentioned
as basis of
documentation

Recommendations/guidelines
mentioned as basis of documentation

Abdalrahim et al., 2008
[44]

N 72 h 3 Intraabdominal
Orthopaedic
Eye, ENT and neck
Renal
Intrathoracic

6 h/8 w − Committee on Quality Assurance
Standards of Acute Pain Service:
Guideline on Acute Pain Management
Standards

Chanvej et al., 2004
[45]

N,P 72 h 2 Intra-abdominal
extremities/back/spine
Eye, ENT, neck, superficial
endoscopic
perineum/inguinal kidney
intra-thoracic

1 h + Joint Commission on Accreditation of
Healthcare Organizations (JCAHO)

Eid and Bucknall, 2008
[46]

N 5d ? Orthopaedic 1 h/1 w − The National Health and Medical
Research Council (NHMRC):Clinical
practice guidelines: The management
of acute pain
American Pain Society (APS)

Gunningberg and
Idvall, 2007 [47]

N Not clear (whole
hospital stay?)

4 General thoracic 1 h/2 w + Agency for Health Care Policy and
Research: Clinical Practice Guideline
for Acute Pain Management

Samuels and Fetzer,
2009 [12]

N – ? Cardiac
Orthopaedic
Trauma general surgery

2 h/3 w − Joint Commission on Accreditation of
Healthcare Organizations.
Comprehensive Manual for
Hospitals: The official Handbook

Samuels and Kritter,
2011 [40]

N Whole hospital stay 2 Thoracic abdominal
vascular gynaecologic
prostate plastic
orthopaedic

1 h − American Pain Society (APS)
guidelines for quality improvement
Joint Commission pain management
standards
The Joint Commission (TJC) standards
for pain medication documentation
The Joint Commission (TJC),
comprehensive accreditation manual
for hospitals

Samuels, 2012 [43] N,P Whole hospital stay 1 primary
investigator
3 (collecting data,
1 in each
hospital)

Not clear 3 h −

Samuels and Bliss,
2012 [41]

N Whole hospital stay ? General orthopaedic
gynaecologic

3 h − The Joint Commission (TJC) standards
for pain medication documentation

Samuels and Eckardt,
2014 [42]

N Whole hospital stay ? General orthopaedic
gynaecologic

3 h − The Joint Commission (TJC),
comprehensive accreditation manual
for hospitals

Topolovec-Vranic
et al., 2010 [39]

N Whole hospital stay ? Neurosurgical
Trauma

1 h/1 w − Agency for Health Care Policy and
Research (AHCPR)
American Pain Society (APS)
Quality of Care Committee
American Society of
Anaesthesiologist (ASA) guidelines
for Acute Pain Management
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Table 5
Auditing tools and pain documentation details.

Author Abdalrahim et al.,
2008 [44]

Chanvej et al.,
2004 [45]

Eid and Bucknall,
2008 [46]

Gunningberg
and Idvall,
2007 [47]

Samuels and
Fetzer, 2009
[12]

Samuels and
Kritter, 2011
[40]

Samuels,
2012
[43]

Samuels
and Bliss,
2012 [41]

Samuels
and Eckardt,
2014 [42]

Topolovec-
Vranic et al.,
2010 [39]

Auditing/interviewing tool(s)/ Pain and Anxiety
audit tool
The North American
Nursing Diagnosis
Association from
characteristics of
Acute Pain (NANDA)
Comprehensiveness
assessment tool

Audit form was
a 7-item, 0–4
point Likert-
type-scale
tool

Pain
Documentation
Audit Tool
(developed
following a review
of NHMRC and APS
guidelines and
previous research)

Strategic and
Clinical Quality
Indicator in
Postoperative
Pain
Management
(SCQIPP)
questionnaire

The Samuels
Pain
Management
Documentation
Rating Scale
(SPMDRS)

− − − − Patient Pain
Management
Questionnaire,
Staff
Satisfaction
Questionnaire,
Staff
End-of-Study
Questionnaire

The information examined:
Pain assessment + + + + + + + + +
Use of an assessment tools + + + + + + + +
Use of pharmacological interventions + + + + + + + +
Use of non-pharmacological interventions + + + + + + + +
Outcomes of interventions (reassessment) + + + + + + + +
Routes of analgesics + + + + + +
Analgesics used + + + + + + +
Administration time + + + + + +
Dose + + + +
Analgesics side effects + + + +
Pain location + + + + +
Duration +
Intensity + + + + + + +
Description + + + +
Pain education + +
Self report of pain + + +
Quality + +
Onset +
Patient demographics + + + + + + + + +
Pain behaviour + + + +
Alleviating factors + + +
Aggravating factors + + + +
Sedation score + + +
Anxiety level + +
Nausea scale score +
Patient refusal of analgesics + + +
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hat they assessed and documented pain according to the quality
oals [47].

Nurses assessed patients’ worst pain less severe than patients
hemselves [47]. Patients who experienced more pain than they
ad expected preoperatively, were less satisfied with quality of
ain management. Patients assessed quality of care higher than
urses. The authors believed that nurses knew, that they could
ave done better [47]. Nurses did not administer as many anal-
esics as had been prescribed even though patients’ pain had been
ssessed as moderate to severe, according to the documentation
46].

Those patients to whom the importance of pain relief had been
learly explained were satisfied with how nurses and physicians
ad reacted to their pain [39]. They believed that professionals did
heir best with pain management. A connection between increased
ain variability, less frequent assessment and more frequent inter-
entions was found [41]. Older age and smaller surgical incisions
as associated with lower pain but not a shorter pain duration [42].

ven though reassessment of pain was rare, an important finding
as that a more favourable pain severity trajectory can be achieved,

f reassessment occurred within an hour after pain management
ntervention [42].

Some barriers to good pain assessment and management were
ound [39]. One barrier was related to physicians’ practices in
ain management. Other barriers were inconsistent pain man-
gement and assessment and a need for education. The barriers
ncluded nurses’ beliefs and attitudes regarding their own compe-
ence to assess and manage pain. Further barriers were patients’
imited ability to express pain and concerns about overuse of pain

edication [39].

.5. Reported suggestions and recommendations for future
esearch and practice

Several recommendations for future research and practice
ere proposed (Table 4). Nurses’ regular educational programmes

hould be developed to increase their knowledge of the latest sci-
ntific evidence of pain assessment and documentation [12,44–46]
nd to guide them to document more detailed [40]. Development
f a monitoring system of documentation was recommended [44].
urses’ work burdens should be considered; clear guidelines or
are plans for pain management and documentation would save
ime and provide suggestions about what to document [44]. Guide-
ines and recommendations should be based on the latest evidence,
nd they need to be strategically and systematically implemented
46].

Qualitative studies with interviews or observations were pro-
osed [46,47] to improve quality of pain management, to identify
ifferences’ in pain management and documentation and to

nfluence nurses’ decisions [46]. Studies to reveal the best pain doc-
mentation practices [43] and hospital-level factors that impact
ain outcomes were requested [41].

Patients’ preoperative education, should be carefully consid-
red, as pain expectations can be influenced by the information
iven to them. Previous pain experiences and individual aims
n pain management need to be taken into account [47]. Effects
f postoperative pain management methods should be exam-
ned using larger samples and a greater variety of surgical
ypes [41].

All patient groups should have equally satisfactory pain man-

gement. For example, patients with neurological impairment have
eficiencies in their pain management, due to nurses’ concerns
bout side effects of opioids, such as low blood pressure [39]. This
hould be explored in more detail to improve pain management for
his patient group [39].
rnal of Pain 11 (2016) 77–89

4. Discussion

The aim of this review was to evaluate the published empirical
studies on postoperative pain documentation in a hospital setting.
Ten studies were found, reviewed, assessed and synthesized. Most
of the studies were retrospective patient record reviews. Other
types of study designs would provide different perspectives and
a broader understanding about the subject. However, a retrospec-
tive approach offers a good image of the quality of documentation.
Prospective research, in which nurses were aware of the auditing,
would easily bias the results.

Nine of the studies were conducted outside Europe, and they
were fairly old. There is clearly a need to research this phenomenon
in the European setting. In addition, large sample sizes were lack-
ing. Quality of the studies was good. Total summary scores varied
between 0.8 and 1.0 (maximum score), with an exception of one
study [39], which scored 0.65. Even if the quality evaluations
were good, there were room for improvement in reporting of the
research processes. In some studies, important information was
lacking, such as the number of reviewers, the data collection dura-
tion or the auditing tools used. All studies used different auditing
tools, with little validation. New, more comprehensive auditing tool
could be developed.

Based on the analyzed studies, documentation of pain
assessment and management was infrequent and insufficient. Con-
sequently, it is unclear if patients received high-quality care to
which they are entitled. Surely it needs to be considered that doc-
umentation does not reflect reality; presumably more actions have
occurred than were documented. However, in the worst case, less
than 50% of the records contained pain assessment [44,46], even on
the first postoperative day [44], when pain management is essen-
tial. Comprehensive reassessment was lacking totally [46]. Due to
inadequate documentation, continuity of care was jeopardized, and
communication between clinicians and patients was not sufficient
[46]. Pain as a problem did not become visible through the records,
even though presumably the patients were having pain. It was
impossible to see the nurses’ decision-making process through the
pain management documentation, even though it should be visi-
ble. Documentation has not developed as efficiently as supposed, it
still is inadequate. This review came to same conclusion as previous
studies: there is a demand for more systematic and standardized
pain assessment and documentation.

Patient-oriented and individualized care is needed to achieve
good pain management. It was difficult to identify individualized
care in nursing documentation based on the analyzed studies.
Documentation was more task-oriented than patient-oriented.
Patients’ opinions of their symptoms and care were not sufficiently
documented. Nurses play a key role in educating patients about
the importance of pain management and its role in recovery. Qual-
ity of pain management is dependent on nurses’ knowledge, skills
and attitudes. Therefore, continuing education in pain care is vital
for nurses, as was suggested in many studies [12,40,44–46]. This
was already the case in Breivik’s and colleagues’ [53] project of
implementing a new pain management programme in two hospi-
tals in the early nineties. They also highlighted the importance of
nurses’ education in pain management. As early as 30 years ago
they revealed, that postoperative pain is treated inadequately. In
addition, they exposed that, this was the case already in 1952 and
in 1978. Amazingly studies still come to the similar conclusions
[1–8].

Proper documentation is needed since nursing care needs to be
high-quality and safe despite shift changes and changes in person-

nel. Nurses need to have access to all essential information to be
able to make decisions. The fact that an oral report given during
a shift change contains more information than a written report
[48–50] also supports a need for more adequate documentation
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nstead of favouring oral reports. The essential information about
atient care is too massive and vital information to be handled
nly by remembering. Individuals are only able to recall less than
0% of information they have heard [20]. Sometimes, oral reports
ave even been found to promote confusion [51]. Therefore, ade-
uate documentation is necessary for continuity of care and patient
afety. A need for pain documentation improvements is based on
atients’ legal rights and legal protection of nurses’ work [22].

There are many possible reasons for inadequate documentation.
t is possible that nurses do not consider all actions, such as patient
ducation to be pain management interventions, so they do not see
he importance of documenting them [46]. Furthermore, a shortage
f nursing stuff forces nurses to prioritize care, focusing only on
ompulsory tasks and they might not consider documentation to
e such a thing. Nurses might find electronic recording systems
omplicated and time-consuming, as Stevenson and Nilsson [52]
eported. Nurses may be aware of existing guidelines, but not their
etails or how to make use of them, or guidelines might be unclear.

This study has several limitations. The findings of the reviewed
tudies cannot be generalized since the data were mostly collected
nly in one to three wards or hospitals per study. Even though many
urgical specialities were represented, a broader understanding of
uality of pain management documentation would require larger
ample sizes in a greater variety of settings. Similar results have
een found across countries. This suggests that cultural and sur-
ical speciality differences do not affect pain documentation and
anagement. Documentation is poor from Australia to Sweden and

rom minor surgery to demanding thoracic surgery. The only factor
hat could be found to affect documentation quality is education.
ince there were no analysis frameworks available to extract the
ata, a framework was created for this study. Further testing of this
ramework would increase validity of analysis.

Future research is needed to develop and test educational
nterventions for nurses to increase their knowledge about pain
anagement and the importance of documentation in a proper
ain-care process. Research with larger sample sizes, conducted

n several hospitals, is needed to get a broader understanding of

Database Vocabulary

Web of Science pain* AND document* OR record* OR chart* OR note
pain* AND document*
pain* AND document*

Pubmed/Medline ((((pain*[Title]) AND document*[Title]) OR
record*[Title]) OR chart*[Title]) OR note*[Title]
(pain*[Title/Abstract]) AND document*[Title/Abstrac
Pain*[title]) AND (document*[title]
(“Pain”[Mesh]) AND “Documentation”[Mesh]

Cinahl TI pain* AND TI document* OR TI record* OR TI chart
OR TI note*
AB pain* AND AB document*
(MH “Pain + )̈ AND (MH “Documentation + )̈
MW pain* AND MW document*

Pain* AND document*

Scopus Pain* AND document* OR record* OR chart* OR note

Pain* AND document*

pain* AND document*

Pain* AND document*
rnal of Pain 11 (2016) 77–89 87

quality of postoperative pain documentation and generalizable
results. Patients’ perspectives are required to develop pain man-
agement in a more individualized direction. Auditing tools for
assessing quality of postoperative pain documentation also need
to be developed and validated.

5. Conclusions and implications

All studies came to same conclusion: postoperative pain docu-
mentation does not meet acceptable standards and improvements
are needed. Regular educational programmes, development and
implementation of monitoring systems for documentation has a
potential to improve documentation. Guidelines and recommen-
dations should be based on the latest research evidence, and they
need to be systematically implemented.

Documentation is an important part of continuity of care and
especially educators and nurse leaders should show interest in
development of pain documentation to support clinical decision-
making. Comprehensive auditing tools for documentation would
make quality monitoring easier and coherent. Specific and clear
guidelines for documentation of postoperative pain management
need to be developed and existing guidelines need to be imple-
mented in practice. Studies that evaluate effectiveness of pain
documentation should be conducted.
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Appendix A. Appendix 1

Literature search.

Limits Search result

* Title 627,767
Topic 35,466
Title 314

Title 97,582

t] Title/Abstract 12,779
Title 128
Title 888

* Title 25,711

Abstract 2626
Title 3246
Word in subject heading 352
Academic journal
Title 80

* Health science 512
Article or review
Article title
Health science 16,887
Article or review
Article Title, Abstract, Keywords
Health science 1385
Article or review

Keywords
Health science 142
Article or review
Article title
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Abstract, Title 18,161
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Title 24
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ppendix A (Continued)

Database Vocabulary

Embase Pain*:ab:ti AND document*:ab:ti
pain*:ti AND document*:ti OR record*:ti OR
OR note*:ti
pain*:ti AND document*:ti

Ovid/Medline Pain* AND document*
Pain* AND document* OR record* OR chart
Pain* AND document*

Cochrane Library Pain* AND document*
Pain* AND document*
Pain* AND document* OR record* OR chart
Pain* AND document*
Pain* AND document*
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