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Abstract 

Purpose: The purpose of this project was to assess registered nurse’ knowledge and attitudes 

toward chronic pain in the ED.  

Methods: This project employed a non-experimental, descriptive design with use of an online 

electronic survey. The convenience sample included volunteer participants who completed two 

survey tools (The Chronic Pain Myth Scale and the KnowPain-12) and demographic 

information.  Data analyses were performed with version 2.0 IBM SPSS software, using 

descriptive statistics, and ANOVA.  

Results: The most common negative belief was that people suffering from chronic pain become 

dependent on their medications, like drug addicts (64%, n=323). There was also evidence that 

respondents believed that the severity of pain was exaggerated. In addition, findings revealed 

that respondents had an understanding of the biopsychosocial impacts of CP, yet demonstrated a 

limited opioid knowledge. 

Discussion: The knowledge gaps identified suggest that ER nurses need targeted pain 

management education, to enhance nurse’s knowledge, skills and attitude towards chronic pain. 

Reducing pain management disparities, by providing effective, safe and timely pain relief, 

requires sufficient knowledge, and ability to perform a thorough, unbiased pain assessment. 

Educational interventions should also be focused on CP’s pathophysiology, accurate assessment, 

non-opioid analgesia, and opioid treatment which includes information on state guidelines and 

regulations. Additionally, with considerable attention on the opioid crisis, ER nurses have a 

formidable task to ensure that chronic pain is not synonymous with drug addiction. 
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Introduction 

 Chronic pain is a debilitating epidemic in the United States (US) affecting an estimated 

70 million Americans (Dixon & Fry, 2011). The Institute of Medicine (2011) identified this issue 

as a care priority in the US and highlighted the need to delineate barriers and strategies to 

improve related health practice. Chronic pain has been defined as “ongoing or recurrent pain, 

lasting beyond the usual course of injury healing, or more than 3 to 6 months” (International 

Association for the Study of Pain [IASP], 1986). It may not be due to any underlying etiology 

and often has periods of exacerbations where everyday pain is intensified.  

Individuals with chronic pain suffer a multidimensional experience that can cause sleep 

disturbances, depression, interference with daily activity, and decrease in the affected 

individual’s quality of life (Wilson et al., 2014; McLeod & Nelson, 2013). Consequences of 

under-treatment of chronic pain include physical dysfunction, psychological disorders, and 

cardiovascular disease (Fine, 2011).  Moreover, it is the leading cause of disability in the United 

States (National Institute of Health, n.d.). Chronic pain is costly to both the individual and the 

healthcare system, with the burden of cost estimated at 100 billion dollars annually (Dixon & 

Fry, 2011). 

Problem 

Utilization of the emergency department (ED) for patients seeking relief from chronic 

pain has increased and is estimated between 12-16% of total ED visits (McLeod & Nelson, 

2013). Registered nurses with knowledge deficits and/or negative attitudes about pain 

management can lead to improper assessment and under treatment of patients with pain. There is 

established research on nurse’s knowledge and attitude towards acute pain management; 

however, there is an insufficient understanding of how nurses in emergency departments (ED) 
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view and make decisions about chronic pain. A better understanding of  nurses’ approach to 

chronic pain when treating patients will assist in the development of interventions that will 

improve treatment of chronic pain in these environments. Therefore, the purpose of this project 

was to explore nurses’ knowledge and attitude towards chronic pain and its management in the 

ED. 

Purpose of the Project 

 The purpose of this project was to assess registered nurses’ knowledge and attitudes 

toward chronic pain in the ED, in order to determine their impact on nursing care towards 

chronic pain patients. In addition, based on findings, recommend educational interventions to 

improve nursing care of people suffering from chronic pain.   

AIMS  

 Using a descriptive design the aims of this project included: (a) evaluating ER nurses  

competency in the assessment of chronic pain, (b) identifying nurses’ misconceptions about 

chronic pain, (c) determining if deficits in knowledge of opioid and analgesic therapy for chronic 

pain management exists,  (d) presenting the findings to the Florida Big Bend Emergency Nurses 

Association to be  used as the basis for developing and providing programs aimed at improving 

knowledge and attitudes towards chronic pain and the nursing care provided by nurses who 

practice in the ED. 

Clinical Question 

The project was conducted to answer the following questions:  

1. What are the attitudes and beliefs of registered professional nurses (RNs) who work in the 

emergency departments toward patients who seek treatment for chronic pain in the ED?  
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2. What do registered professional nurses (RNs) who work in emergency departments know 

about the assessment and treatment of chronic pain? 

3. Are there demographic factors that influence nurses’ knowledge and/or attitudes toward 

patients who seek treatment for chronic pain in the ED? 

Literature Review 

 A comprehensive search of the literature was performed using CINAHL, PubMed, Ovid 

and MEDLINE electronic databases. Limitations of the search include being published from 

2008-2016, written in English, and having an available full text article. Key words used in the 

search consisted of: chronic pain, acute care setting, emergency department, knowledge and 

attitudes. Abstracts were screened and 14 relevant articles were included in the review. 

Assessment of Pain 

 Pain assessment is a critical component when triaging patients in the emergency 

department. The nurse’s assessment and subsequent triage acuity can contribute to the timeline 

of when a patient will see a provider and receive interventions. However, multiple studies have 

shown that nurses and other providers struggle with differentiating between genuine pain and 

fraudulent presentations (McLeod & Nelson, 2013). A qualitative study by Siedlecki, Modic, 

Bernhofer, Sorrell, Strumble, and Kato (2014) explored how nurses care for chronic pain patients 

in the acute setting. The study was performed in a quaternary health care center with a sample 

size of 48 participants. Results revealed that nurses believed that chronic pain was more difficult 

to assess than acute pain. The researchers held that chronic pain patients frequently do not appear 

to be in pain, and report pain scores that are inconsistent with physical actions such as laughing, 

talking, and sleeping. This caused a disbelief and under-assessment in the patient’s severity of 

pain.  
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Abuse and manipulation of the subjective pain score was also noted by Bergman (2012), 

who performed a qualitative study on emergency nurses perceived barriers to demonstrating care 

for a patient’s pain. Findings from the study revealed that some nurses felt that patients reported 

a higher pain score to expedite time to treatment. The nurses reported that their personal 

judgements and objective assessments were what determined the patient’s severity of pain 

(Bergman, 2012). Similarly, a study about nurses’ knowledge and attitudes toward pain in the 

ED identified that 56% of the participants believed their own assessment over the patients 

reported pain level, resulting in undertreatment (Moceri & Drevdahl, 2014). Most of the studies 

reported using the numerical 0 through 10 pain scale for the assessment of severity of pain. 

Wilson et al. (2014) studied depression and pain interference among patients with chronic pain 

after visiting the ED. Results of the study found that pain interference scores were 1.56 points 

higher than reported pain severity scores. The investigators recommended the use of a pain 

interference assessment, such as the Brief Pain Inventory (BPI), that can assist nurses in 

assessing when pain is interfering with quality of life. The tool addresses items such as mood, 

sleep, and enjoyment of life. Nurses exclusively using the severity score for pain assessment may 

contribute to the undertreatment and misdiagnosis of patients with chronic pain. Considering the 

influence of attitudes and knowledge on pain assessment and management, a review of these 

concepts was warranted. 

Attitudes 

 Nurses’ attitudes toward pain management have been studied in various settings (e.g. 

oncology, pediatrics, palliative care, acute care). Attitudes can influence actions and reactions 

and serve as unconscious motivations for decision-making (Abdalrahim, Majali, Stomberg, & 

Bergbom, 2011). Several of the studies noted that negative attitudes or personal beliefs 
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influenced how nurses carried out decisions to treat pain. A common finding was the use of the 

terms “chronic painer”, “frequent flyer”, “regulars”, and “drug seekers” when nurses were 

referencing chronic pain or recurrent pain patients. Bergman, found that more than a third of 

emergency nurses in the study, reported that the ED was the ideal environment for those patients 

seeking to obtain narcotic medications, and that they often felt like a “legal drug pusher” 

(Bergman, 2012, p. 222). Stereotyping of patients and personal judgements emerged because of 

continuous interactions with pain recidivists.  

Negative attitudes towards the management of chronic pain patients was further 

recognized by Siedlecki et al. (2014), with nurses reporting that chronic pain patients are never 

satisfied with the amount of narcotic pain medications they receive. Study participants reported 

the belief that chronic pain can’t be successfully addressed in the acute care setting, and that pain 

assessment is too burdensome. Nurses in the study noted that they were hesitant to give more 

pain medication if they viewed the patient as a “seeker”. It was also reflected that chronic pain 

patients are not the priority for some nurses, due to the attitude that they may be drug seeking. 

Positive attitudes were also reflected in this study by nurses who reported trying to understand 

the patients chronic pain and use alternate modalities for pain relief.  

 Negative attitude towards patients with chronic pain may stem from a lack of knowledge 

of the physiology of chronic pain and its complex nature. Moceri and Drevdahl (2012) found that 

educational level on specialized knowledge, such as opioid use, may affect attitudes about pain. 

Nurses who have preconceived ideas that chronic or recurrent pain patients are seeking drugs, 

could lead to bias assessments and poor pain control. Although different, knowledge and 

attitudes are two intertwined concepts. 

Knowledge  
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 Moceri and Drevdahl (2014) conducted a study in the United States, to measure the 

knowledge and attitudes of nurses towards pain in the ED. The study utilized the most widely 

used Ferrel and McCaffery’s Knowledge and Attitudes Survey Regarding Pain (KASRP).  

Results of the study found that 59% of participants did not have adequate knowledge about pain 

management. Over 50% of nurses in the study incorrectly answered opioid based questions on 

pharmacology, dosing, addiction and dependence. Several nurses in the Siedlecki et al. (2014) 

study cited lack of knowledge and formal education on chronic pain as reason for hesitation 

when addressing chronic pain in the acute care setting. Wilsey, Fisherman, Ogden, Tsodikov and 

Bertakis (2008), investigated the beliefs of healthcare providers and patients about chronic pain, 

and the barriers to effective care. Nurses in the study acknowledged that the fear of opioid 

dependence, fear of opioid addiction, and fear of prescription counterfeit were barriers to 

management of chronic pain in the ED.  

Multimodal therapies are a well-established treatment for patients with chronic pain, and 

have been recommended by The American Pain Society in the Clinical Guidelines (Chou et al., 

2009). Siedlecki et al. (2014) found that acute care nurses who utilized multimodal therapies for 

chronic pain such as relaxation, Reiki, massage, music therapy and breathing techniques 

improved ownership in the role of managing their patient’s chronic pain and provided 

nonpharmacological relief. However, most nurses in the study did not use alternate therapies and 

approached chronic pain management as a purely pharmacological problem. The lack of 

knowledge that has been documented strongly suggests the need for continuing education and 

periodic updates on pain management practices among nurses. 

Evaluation of Educational Interventions for Nurses 
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 A study conducted by Salinas and Abdolrasulina (2011) on the effectiveness of a nursing 

educational intervention on pain management in the United States, revealed that 95.7% of 

participants compared to 84.9% of the control group (p< 0.05) were more likely to perform an in-

depth assessment of pain in a chronic pain patient by obtaining a detailed medical history, 

including information on current opioid use and response to the medication. Nurses in the 

intervention group were significantly more likely to identify and apply evidence based 

management such as multimodal strategies and adding analgesic medications with a different 

mode of action (86% vs 66.7%). They were also significantly more likely to choose a home 

opioid medication with a dual mode of action to achieve pain control with less side effects 

(32.3% vs 16.1%; p< .05). Additionally, they were more likely to identify that the greatest 

concern related to the recovery in a young trauma patient with persistent pain, was the 

development of chronic pain syndrome if the acute pain was not adequately treated. Recognizing 

obesity, chronic renal failure, and obstructive sleep apnea as the top risk factors for adverse 

opioid events was slightly more likely by the participants than the control group (82.8% vs 72%). 

Participants in the intervention group (50.5%) were more likely than control group participants 

(35.5%) to communicate expectations for a thorough pain assessment to the patient. An 

important limitation of this study is that it used a control group that was demographically similar 

instead of comparing the same group of nurses before and after the intervention.  

Abdalrahim et al. (2011) measured the effectiveness of a postoperative pain management 

program for registered nurses working in a university hospital in Jordan. Findings from the study 

revealed a gap in understanding the side effects and nature of narcotics. Only 18.5% of 

participants in the study correctly answered the question-that increasing analgesic requirements 

signifies that a patient is becoming addicted to the narcotic prior to the intervention. An increase 
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in knowledge of opioids was seen after the implementation of the educational intervention, with 

75.4% of participants correctly answering the addiction question. An overall increase of 

knowledge of pain management was seen with an average score improvement of 75% for all 

questionnaire items. Attitudes towards indications for pain medications postoperatively changed, 

indicating that the participants developed an understanding of the nature and subjectivity of pain. 

Limitations to this study include a small sample (n=65) size, and that it was conducted in a 

hospital in Jordan, which limit its generalizability. 

Comparable results were reported by McNamara, Harmon, and Saunders (2012), who 

performed a mixed-methods experimental study on the effectiveness of a 4-hour educational 

intervention to improve post-operative pain management for nurses working in an acute care 

hospital in Great Britain. Deficits in pain assessment, and opioid management along with 

disbelief in patients reported pain score was identified prior to the intervention. Knowledge and 

attitudes scores before, after, and six weeks following the intervention improved significantly 

(p<0.01).  

Jarrett, Church, Fancher-Gonzalez, Shackelford, and Lofton (2013) completed a 

longitudinal study on an educational pain management intervention for nurses working in an 

acute care hospital. The study also included patient experience scores related to satisfaction of 

pain treatment. Results of the study found that nurses with more knowledge of appropriate pain 

management could more effectively treat pain, leading to increased patient satisfaction and better 

outcomes. These results continued to be sustained six months after the intervention. 

Schreiber et al. (2014) found that after an educational intervention, nurses documented 

pain scores that were more congruent with the patient’s perception of the pain. In contrast to 

previous educational intervention studies, significant improvement was not seen for knowledge 
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of effective pain management, or personal biases to specific patient populations. Acquisition of 

knowledge and positive attitude change towards chronic pain may be complicated by barriers 

that are specific to the emergency department. 

Barriers Related to Emergency Department and Acute Care Setting Environment 

 The ED and the acute hospital setting is a fast-paced environment designed to treat 

patients with life threating or severe illness and injury. Nurses working in these environments 

have the continual need to prioritize care due to caring for patients with varying acuity levels. 

Unlike other settings in healthcare, the emergency department is unique in that it is unable to 

control patient flow, as patients can’t be turned away when the department is at full capacity. The 

holding of patients in the ED who are awaiting inpatient rooms is known as “boarding”, and has 

contributed to overcrowding and increased the responsibility of the nurse (Bergman, 2012). 

Through the literature, several barriers to effective pain management have been identified that 

are specific to the ED and acute care setting.  

Time and low prioritization.  The lack of sufficient time to assess, care for, and address 

the needs of a patient with chronic pain was noted by various studies. Additionally, chronic pain 

management was recognized as a low priority. A qualitative study of nurses working on a 

surgical floor reported that chronic pain patients require more attention and time, and often 

nurses are too busy with patients with more pressing concerns (Siedlecki et al., 2014). 

Emergency nurse participants in the study by Bergman (2012) stated that pain is not always the 

top priority; life threatening and severe illness and injuries need to be addressed first. It was also 

communicated that being overwhelmed and managing patients with different acuity levels and 

multiple treatment interventions, caused timely and effective pain management to become less 

important. Time constraints of the emergency department may decrease the nurses’ ability to 
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cope with and address the multidimensional nature of chronic pain (McLeod & Nelson, 2013). 

Similarly, Wilsey, Fishman, Ogden, Tsodikov, and Bertakis, (2008), found chronic pain was 

recognized as a low priority by both patients and healthcare providers. Patients reported that a 

lack of time to adequately address chronic pain was obvious from interactions with emergency 

department providers. 

Communication and perceived unrealistic expectations. Communication with 

physicians and their lack of knowledge and negative attitudes towards chronic pain management 

was a source of frustration for nurses when trying to advocate for pain relief for their patients in 

the acute care setting (Siedlecki et al., 2014). Emergency nurse’s perceived lack of collaboration 

with physicians, as a barrier to managing pain in the emergency department, citing difficulty in 

obtaining a timely order of medication and the feeling of powerlessness related to it (Bergman, 

2012).  

 Nurses’ described patients holding unrealistic expectations for the ED as a source of 

frustration, such as receiving pain satisfaction immediately and the complete resolution of pain in 

one visit. These frustrations ultimately affected how nurses treated pain. McLeod and Nelson 

(2013) recommended that nurses should communicate with chronic pain patients on setting a 

goal for an acceptable reduction of pain instead of total relief of pain, which provides a realistic 

and attainable expectation. A few participants in the Siedlecki et al. (2014) study verbalized the 

importance of communicating with their chronic pain patients and that obtaining subjective 

information helps them to better understand the patients’ perception of acceptable pain relief.  

Summary of Findings 

 Nurses play a crucial role in relieving patients’ pain. Adequate assessment of pain is 

essential to providing appropriate and timely interventions. Nurses tend to believe they hold the 
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authority on determining the severity of patient’s pain. Personal beliefs and attitudes about 

opioid addiction can lead to stereotyping of patients with chronic or recurrent pain and result in 

undertreatment. Nurses with deficits in knowledge about evidence-based pain management can 

decrease the quality of care, leading to poorer patient outcomes. Multiple barriers for adequate 

pain management exist and are especially prominent in the high volume and critical care 

environment such as the emergency department. Educational interventions for nurses about 

effective pain management have shown improvement in knowledge, assessment and attitude 

towards the treatment of pain.  

 Most of the research on nurses’ knowledge and attitudes is concentrated on acute pain. 

With a growing epidemic of chronic pain and its complex nature, it is important to identify gaps 

in knowledge and perceived barriers in nursing care that contribute to inadequate treatment for 

these patients. Chronic pain patients more frequently are seeking relief in the emergency and 

acute care setting and future research needs to be focused on these environments. Only two 

studies were found that specifically addressed chronic pain in the acute care setting. 

Understanding the extent of knowledge that nurses working in these environments have about 

chronic pain, and their attitudes surrounding the management of it, will provide valuable 

information on treatment disparities for this growing population. 

Conceptual and Theoretical Framework 

 Jeans Watson’s Theory of Human Caring was utilized as the theoretical framework for 

research in this study. The theory emphasizes the importance of caring for a patient in a holistic 

and spiritual manner. The theory identifies 10 Curative Factors, and 10 Clinical Caritas that 

direct clinical practice. These factors stress the importance of nurses establishing authentic 

relationships where the patient is the sole focus. The element of caring consciousness that 
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supports and explores the patients’ subjective experience of their illness (Caruso, Cisar, & Pipe, 

2008) promotes healing and inspires hope. Two major elements of the theory are transpersonal 

caring-healing relationships and the caring moment. These elements encourage nurses to develop 

profoundly therapeutic relationship through empathy, compassion, and spiritual connection. In 

relation to chronic pain management, the theory supports the subjectivity of the experience of 

pain, the importance of individualized care and promoting a healing environment (McEwen & 

Willis, 2011). 

Methods 

Project Design 

 This project employed a non-experimental, descriptive design. Utilization of an online 

electronic survey designed to measure the knowledge and attitudes of registered nurses toward 

chronic pain in the emergency department was used to address the aims of the project. 

Participants  

 The target population for the project included registered nurses who work or have worked 

in an emergency department for at least six months. A voluntary, convenience sample was used. 

Inclusion criteria included registered nurses who had worked in an emergency department for at 

least six months, who could read English and had access to the internet and the ability to fill out 

an electronic based survey. Exclusion criteria included registered nurses who had spent less than 

six months as a registered nurse in the ED. Facebook, a popular social media site, was used to 

recruit participants by posting an advertisement for the study to various nursing-focused group 

pages. 

Human Subject Protection  



ER NURSES’ CHRONIC PAIN KNOWLEDGE 15 

 

The project was approved through the university’s Institutional Review Board. The 

survey was completed anonymously; anonymity of the participants was ensured through 

Qualtrics encryption security. Completion of the voluntary survey implied consent from the 

participants.  

     Upon completion of the survey participants were provided with the option to enter a drawing 

for one of four 25$ Visa gift cards by providing an email address. Demographics, and survey 

answers were not associated with participant e-mail addresses. Participant demographics and 

project data were kept in a secured location by the researcher’s co-investigator and not shared 

with others. There were no risks to the participants completing the survey for the project. 

Benefits for the participants for completing the survey include contributing to the understanding 

of emergency nurse’s knowledge and attitudes towards chronic pain, which could help influence 

future interventions for educational improvements. Electronic data, and participant submitted 

email addresses were saved until completion of the project and then destroyed using a certified 

software company.  

Setting 

 The data were collected using a Qualtrics electronic survey. The survey took 

approximately 20 minutes to complete. A participant information clip (PIC), which is a short 

slice of audio-visual material used to advertise a project to possible participants, was used to 

recruit participants. The PIC was developed by the project investigator and was 35 seconds in 

length, it briefly explained the focus of the project, who was eligible to participate, and that there 

would be four randomly selected participants to win a 25$ gift card if they provided an email 

address, that would not be connected to their survey. A link to the survey was provided at the end 

of the PIC. The PIC was posted on multiple state chapters ENA Facebook pages. Use of the 
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internet based electronic survey, ENA, and Facebook means that there was no specific 

geographical area. In 2011, Facebook had 750 million active members internationally (Child, 

Mentes, Pavlish, & Phillips, 2014), and currently ENA has members throughout the U.S. and in 

over 35 countries ("Emergency Nurses Association," 2017). 

Tools 

 There were two surveys used in the project; the Chronic Pain Myth Scale, and the 

KnowPain-12 Survey. Both tools in their entirety can be viewed in Appendix B. 

  Chronic Pain Myth Scale. This is a 26 question survey that uses a Likert Scale for 

responses. The original tool was written in French, and was developed to measure the general 

population of Quebec’s knowledge, beliefs and attitudes towards chronic pain. The developers of 

the tool wanted to create a “one fits all” tool that could be utilized in various settings and 

populations. Contents of the survey included three categories to address knowledge, beliefs and 

attitudes towards (1) people suffering from chronic pain, (2) biopsychosocial impacts of chronic 

pain, and (3) treatment of chronic pain (Lacassee, Connelly, & Choiniere, 2016). A 5-point 

Likert scale is used to answer the questions, ranging from 1 (completely disagree) to 5 

(completely agree).  The tool measures common misconceptions and myths believed about 

chronic pain. Validation of the tool included being administered to 1,555 participants in various 

regions of Quebec. Internal consistency was achieved with a Cronbach’s g coefficient for all 

three categories (g=0.72-0.82). Construct Validity was determined to be statistically significant 

between groups of participants (p<0.05). Higher scores were achieved among participants who 

reported suffering or knowing someone suffering from chronic pain, and healthcare 

professionals. To utilize the CPMS an English version of the tool was translated into English by 
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Dr. Geraldine Martorella in collaboration with Dr. Anaïs Lacasse, and validated prior to use in 

this study. 

 KnowPain-12 survey. This is a 12 question survey that was condensed from its original 

50 question version. The original version was created by a panel of pain experts to create a 

standardized survey of chronic non-cancer pain. The KnowPain-12 was developed from the 

original to provide a brief valid and reliable measure of chronic non-cancer pain knowledge and 

attitudes for healthcare providers. The tool helps identify barriers to chronic pain management.  

Construction of both the KnowPain-12 and KnowPain-50 survey viewed chronic pain as a 

biopsychosocial disorder requiring multimodal assessment and treatment (Gordon et al., 2014). 

Six domains (a) initial pain assessment; (b) definition of treatment goals and expectations; (c) 

development of a treatment plan; (d) implementation of a treatment plan; (e) reassessment and 

management of longitudinal care; and (f) management of environment issues are addressed 

(Wilsey et al., 2008). The KnowPain-12 is scored on a Likert items, with responses including: 

strongly agree, agree, somewhat agree, somewhat disagree, disagree and strongly disagree. 

Scoring for the items range from 0-points for the most extreme incorrect answer, to 5-points for 

the most extreme correct answers. Internal consistency for the KnowPain-12 test was determined 

by Cronbach’s alpha of 0.67 (Gordon et al., 2014).   

Procedures  

The survey ran for 24 hours a day, for a length of 61 days. It was opened on August 17, 2017 and 

closed on October 23, 2017. Participant demographics and project data were kept in a secured 

location by the researcher’s co-investigator and not shared with others. 

Analysis 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Lacasse%20A%5BAuthor%5D&cauthor=true&cauthor_uid=27746680
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 Data analysis were performed using Version 2.0 IBM SPSS software. Statistical 

significance was determined using Cronhach’s Alpha on the Likert Scale survey questions and a 

Confidence Interval of 95% with an alpha of 0.05. Ordinal and nominal level data were analyzed 

using descriptive and inferential statistics. Differences in demographic variables were 

determined using the analysis of variance. Subscale scores were compared between different 

subgroups: those who reported knowing versus not knowing someone who suffers from chronic 

pain, level of education and years of experience.  

Results 

  Of the 571 respondents who started the survey 485 (84.9%) completed the Chronic Pain 

Myth Scale portion, and 455 (79.68%) completed the KnowPain-12 survey. The proportion of 

those who did not complete all the items on the survey was 30.3% (n=173).  Analysis of 

sociodemographic data can be viewed in Table 1. The majority of participants identified as 

Caucasian (90%) followed by Latino/Hispanic (3.08%), and African-American (2.17%). 

Participants were primarily female (89.89%). The largest age group was 36-40-years of age 

(n=24.3), representing 24.3% of the participants. Over half the respondents had a baccalaureate 

nursing degree (53.89%), and 11.7% held a graduate degree in nursing (MSN/DNP/PHD).  

Those with five years or less of experience in the field represented 34%, while 18% had more 

than 21 years of experience in the field.  A vast majority of respondents were currently working 

in an emergency department (91.16%). A Total of 32.7% reported suffering from chronic pain, 

and 86.10% knew someone with chronic pain. 

      Data from the Chronic Pain Myth Scale (CPMS) were analyzed by dividing the results into 

three dimensions and summing the items within each of the dimensions. The subscales  
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represented 1) knowledge, beliefs, and attitudes regarding people suffering from chronic pain 

with lowest possible score 9 and highest possible score = 45; 2) knowledge, beliefs, 

 

Table 1. Respondent Demographics 
 

Sociodemographic       n (%) 

Gender   

Male 56 (9.8%) 

Female 498 (87.2%) 

Age  

18-25 55 (9.6%) 

26-30 93 (16.3%) 

31-35 94 (16.5%) 

36-40 135 (23.7%) 

41-45 19 (3.3%) 

46-50 59 (10.3%) 

51-55 38 (6.7%) 

56-60 39 (6.9%) 

61-65 14 (2.5%) 

66 and older 9 (1.6%) 

Ethnicity  

Caucasian 502 (87.9%) 

African American 12 (2.1%) 

Latino/Hispanic 17 (3.0%) 

Asian 4 (0.7%) 

Native American 5 (0.9%) 

Other 12 (2.1%) 

Level of Education  

AA/AS 159 (27.8%) 

BSN 298 (52.2%) 

MSN 59 (10.3%) 

DNP/ND 3 (0.5%) 

PhD 3 (0.5%) 

other 31 (5.4%) 

Years of Experience  

0-5 193 (33.8%) 

6-10 131 (22.9%) 

11-15 86 (15.1%) 

16-20 44 (7.7%) 

21 or more 100 (17.5%) 

Do you suffer from CP?  

Yes 187 (32.7%) 

No 367 (64.3%) 
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Do you know someone who suffers/ 

suffered from CP? 

 

Yes 477 (83.5%) 

No 77 (13.5%) 

Type of Facility currently work in  

Inpatient-acute care 21 (3.79%) 

Outpatient 5 (0.9%) 

Primary Care 4 (0.72%) 

Public health department 2 (0.36%) 

Emergency Department 505 (91.16%) 

Other (academic, etc) 3 (17%) 

CP-chronic pain 

n=571 

and attitudes regarding the biopsychosocial impacts of chronic pain with lowest possible 

score =10 and highest possible score =50; and 3) knowledge, beliefs, and attitudes regarding 

treatment of chronic pain with lowest possible score = 7 and highest possible score =35. Higher 

scores indicated higher knowledge and more positive beliefs and attitude towards chronic pain.  

As shown in Table 2, the mean score for the first subscale (SUMCPMS1) was 31.10 

(SD= 5.64). For the second subscale (SUMCPMS2), the mean score was 39.48 (SD = 4.22). The 

third subscale (SUMCPMS3) had a mean score of 27.48 (SD = 3.75). 

 

Table 2.  

 SUMCPMS1 SUMCPMS2 SUMCPMS3 SUMKNOWP12 

N Valid 498 499 483 454 

Missing 73 72 88 117 

Mean 31.0984 39.4790 27.4803 48.7048 

Median 31.0000 39.0000 28.0000 49.0000 

Std. Deviation 5.63872 4.21761 3.75399 4.98174 

Minimum 9.00 4.00 1.00 36.00 

Maximum 45.00 50.00 35.00 72.00 
CPMS-Chronic Pain Myth Scale 

CPMS1- Knowledge, beliefs, and attitudes towards people suffering from CP 

CPMS2-Knowledge, beliefs, and attitudes towards biopsychosocial impacts of CP 

CPMS3-Knowledge, beliefs, and attitudes towards treatment of CP 

KnowPain-12-Summary of entire survey 
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Statistical significance at the specified .05 level was found using an ANOVA, among the three 

CPMS sub scores (SUMCPMS1, p=.000, CPMS2, p=.025, CPMS3, p=.000) and nurses suffering 

vs. not suffering from chronic pain. As well as the first sub scale (SUMCPM1) and knowing 

someone vs not knowing someone who suffers from chronic pain (p = .001). No statistical 

significance was found between educational level or years of experience. A summary of the 

ANOVAs can be found in Table 3, located in the Appendix.  

Individual questions were examined when more than 50% of the respondents did not 

choose the top two most correct answers. The most common negative belief was in regards to the 

statement that people suffering from chronic pain become dependent on their medications, like 

drug addicts, with over 64% (n=323) of nurses agreeing with the statement. Only 35% of 

participants chose the top two most correct (strongly disagree, disagree) answers for the 

statement that people suffering from chronic pain often tend to exaggerate the severity of their 

condition. Over half (n=292, 58.64%) of the nurse’s surveyed “strongly agreed” or “agreed” with 

the statement that doctors lack time to treat chronic pain. Almost a quarter (n=123, 24.7%) of 

nurses agreed with the statement that people suffering from CP complain about their pain, but 

continue their activities (i.e. sports, motorized sports, watercraft).  

The KnowPain-12 survey was analyzed by calculating the sum of the 12 survey items. For 

questions 2,3,4,6,7,8,9, and 12, the best response was strongly agree receiving 5 points with a 

descending score on to  strongly disagree receiving  0 points. For items 1, 5, 10, and 11 the best 

response was receiving 5 points and a descending score on to strongly agree receiving 0 points. 

Ultimately, the total score was from 0 to 60, with a higher score corresponding to more correct 

responses, implying better knowledge and more positive attitude towards pain.  
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The overall mean score on the KnowPain-12 was 49.21 (SD = 4.98). An ANOVA was 

conducted to determine if differences among nurses, such as years of experience, level of 

education, having chronic pain, or knowing someone with chronic pain existed. Results found no 

statistical significance among groups. The analysis of comparing mean scores by demographics 

can be seen in Table 4.   

Similarly to the CPMS, individual questions were examined when more than 50% of the 

respondents did not choose the top two most correct answers.  A statement on the assessment of 

pain severity revealed that 63% of respondents somewhat agreed (36.56%), agreed (18.5) and 

strongly agreed (7.93%) that when they see consistently high scores on pain rating scales in the 

face of minimal or moderate pathology, that patients were exaggerating their pain level.  

Two questions focused on opioid pharmacology and dosing. For one question on CP 

medication knowledge, 50.8% (n=231) of participants disagreed that long term use of NSAIDs 

versus opioids for chronic pain held a higher risk for tissue damage, morbidity, and mortality. 

The most correct answer, “strongly agree”, was only chosen by 7% of the respondents. On 

another medication question on opioid use, over half (55.8%, n=252) of the respondents  on 

some level agreed that chronic pain of unknown cause shouldn’t be treated with opioids, even if 

that was the only way to achieve pain relief. The most correct, “strongly disagree”, was chosen 

by 8.4% of the respondents. Almost forty percent (39.9%) strongly disagreed (9.5%), or 

disagreed (30.4%) that under federal regulations, it is not lawful to prescribe an opioid to treat 

pain in a patient with a diagnosed substance use disorder. On a question addressing resources for 

opioid information, 49.1% of respondents strongly agreed (12.8%), or agreed (36.3%) that they 

know how to obtain information about both state and federal requirements for prescribing 

opioids.  
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Discussion 

There were three purposes to this project.  The first purpose was to determine what are 

the attitudes and beliefs of registered professional nurses (RNs) who work in emergency 

departments toward patients who seek treatment for chronic pain in the ED. Similar to findings 

from other studies, nurses participating in this project hold some negative beliefs and attitudes 

towards patient with chronic pain in the emergency department. When examining the aspects of 

the Chronic Pain Myth Scale. The participants in this study had a mean score of 31 on the first 

portion that addresses knowledge, beliefs, and attitudes towards people suffering from chronic 

pain, a mean score of 39.48 on the portion addressing knowledge, beliefs, and attitudes towards 

biopsychosocial impact of chronic pain, and a mean score 27.48 on the portion addressing 

knowledge, beliefs, and attitudes towards treatment of CP. The participants in the study overall 

scored lower on all subscales compared to healthcare providers in a Canadian study where the 

CPMS was used (Lacassee et al., 2016). No other study currently exists that exclusively 

examines nurses using the CPMS.  

The second purpose was to evaluate what registered professional nurses (RNs) who work 

in emergency departments know about the assessment and treatment of chronic pain. On the 

KnowPain-12 part of the survey, participants in this project overall scored higher than other 

nurses in a similar U.S. study using the KnowPain-12 tool (Gordon et al., 2014).  The total 

scored was higher than the registered nurses (mean score=44.3), APRNs (mean score=47.6), and 

healthcare providers who identified themselves as pain specialist (mean score=48) (Gordon et al., 

2014).  

 Nurses in the study displayed an understanding and belief in the biopsychosocial impacts 

of chronic pain. Over half of the respondents agreed that CP effects a person’s sex life, 
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relationships, can cause physical symptoms, and increase the risk for suicide. As well as that 

people suffering from CP may lack access to healthcare to help treat their condition. These 

findings may be partly attributed to that fact that CP patients account for up to 16% of ER visits 

(McLeod & Nelson, 2013), giving ER nurses ample opportunity to observe the nature of these 

biopsychosocial impacts. According to McLeod and Nelson (2013), patients presenting with 

biopsychosocial factors such as anxiety, fear, depression, and anger can be overwhelming to the 

ED staff due to the limited resources in the acute setting. Although our results show that 72.49% 

of respondents recognized that CP patients are at a greater risk for suicide than the general 

population, research indicates that depression coexisting with CP often is under-recognized in 

the ER setting (Wilson et al., 2014).  

 When evaluating what RNs who work in the emergency department know about the 

assessment and treatment of chronic pain, it was found that nurses in this project 

overwhelmingly recognized the importance of incorporating measurement of the pain intensity, 

emotional distress, and functional status when assessing chronic pain. However, gaps in 

knowledge and negative attitude towards the assessment of pain and severity of condition was 

were identified. Nurse’s distrust in the subjectivity of pain is prevalent throughout the literature 

and consistent with the results in this project. Bergman (2012) found that the manipulation and 

exaggeration of the pain scale was a common belief among nurses. That finding was also 

consistent with this projects’ results, where 29.52% of participants believed that patients with 

chronic pain often tend to exaggerate the severity of their pain. Especially when their behaviors 

don’t match what the nurse perceives it should be. For example 24.7% of respondents agreed that 

patients with CP who complain about their pain but continue their activities (such as playing 

sports) aren’t in as much pain as they claim. Additionally, the results found widespread belief 
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(63%) that patients exaggerate their condition when there is minimal pathology for the pain. The 

fact that nurses in the study believed that a multi-factorial assessment is needed for CP, yet 

continue their disbelief in the subjectivity of pain, highlights the critical need for education on 

the complex nature of CP assessment, and how the presentation and pathology differ from acute 

pain. Correctly assessing pain is critical as underassessment of pain has been associated with 

delay and under treatment of pain (Moceri & Drevdahl, 2014).  Importantly, studies have shown 

that educational interventions on pain management, have helped nurses develop awareness of the 

intricate nature of pain, its subjectivity and their role in treating it without judgment (Abdalrahim 

et al., 2011). ER nurses face multiple dilemmas in chronic pain assessment as they are required 

to rapidly evaluate the patient often with incomplete histories, external pressures and limited 

knowledge. Education should include the pathology and neurobiology of CP, specifically that a 

patient’s vital signs (Block, Thorn, Kapoor, & White, 2017) and behaviors are not adequate 

indicators to determine or predict pain severity scores.  

 In the treatment of CP, use of antidepressant medications and psychological consultation 

was recognized by the majority of participants, as well as non-pharmacological measures such as 

cognitive behavior therapy, exercise, balanced diet and good sleeping habits. The results show 

revealed that nurses in this project who work in the ER have an awareness that CP is 

multifactorial in etiology and complexity. However as evidenced in the literature, due to the time 

restraints and non-longitudinal setting of the emergency department, application and education of 

these treatment elements may be difficult to implement. Also, in the present project, it was 

generally believed (58.64%, n=292) that doctors lack time to treat CP.   

 Knowledge gaps for healthcare professionals in the treatment with opioids is well 

documented throughout the literature (Abdalrahim et al., 2011; McNamara et al., 2012; Salinas 
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& Abdolrasulnia, 2011). In the present project, findings of deficits in knowledge and negative 

attitudes towards opioid treatment for CP were documented. A vast majority of nurses in this 

project reported that they believed that patients suffering from CP become dependent on their 

medications, like drug addicts. The stigmatization of CP patients as “drug seekers” by healthcare 

providers is well established in the literature. This belief may be partly fueled by findings from 

the NIH that found 21%-29% of people with CP misuse opioids, and 8%-12% are addicted to 

their pain medication (Vowles et al., 2015). Additional knowledge deficits were identified when 

nurses incorrectly believed that long term use of NSAIDS was less likely than opioids to cause 

tissue damage, and increase morbidity and mortality. In fact, long term use of NSAIDs can cause 

gastrointestinal bleeding, renal damage, and cardiac ischemia, with these effects increasing in 

higher risk populations such as the elderly (Poon et al., 2016).  It was also believed that if a 

patients chronic pain didn’t have a known cause, that the patient shouldn’t be treated with 

opioids even if it was the only way to obtain any relief.  This finding is alarming, as chronic pain, 

often does not have a distinct identifiable pathology. Participants were also largely unfamiliar 

with federal regulations on opioid prescribing, and over half were unaware of how to obtain 

information on state and federal prescribing laws. ER nurses’s attitudes and knowledge towards 

opioid treatment for CP patients could be reflective of the attention on the current opioid crisis 

climate. As information on the opioid epidemic in the U.S. increased, it was revealed that 

emergency department visits related to opioid abuse or misuse from 2004 to 2011 increased by 

183% (Wilkerson, Kim, Windsor, & Mareiniss, 2016). In 2010, there were 16,651 deaths related 

to opioid prescriptions in the United States, which was more than twice as many deaths 

contributable to heroin and cocaine combined (Wilkerson, Kim, Windsor, & Mareiniss, 2016). 

With the increase in opioid prescribing, and relatable deaths nationwide, attention to decreasing 
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this practice due to misuse and abuse has been emphasized by the federal government, 

professional healthcare associations, and various institutions. 

 Educational interventions that focus on opioids have been successful in other studies to 

help decrease knowledge gaps related to opioid pain management. However, this project 

demonstrates that ER nurses may need more complex educational interventions. Education 

should be tailored to include both opioid, and non-opioid pharmacological treatment. 

Understanding both the benefits and safety concerns of all analgesics used to treat CP is key to 

providing competent care. Opioid dosing information should be included, as 24% (n=109) of the 

participants disagreed with the statement that they feel comfortable calculating conversion doses 

of commonly used opioids. Important to dosing information is understanding the role of opioid 

tolerance in the long-term use of opioids, as well as how is differs significantly from opioid 

dependence and addiction. In addition to state laws on opioid prescribing, many states have 

created clinical guidelines for opioids in the emergency department for treatment of chronic non-

cancer pain. Developing awareness and increasing access to this information may be beneficial. 

However, more research is needed to conclude that these guidelines although decrease opioid 

use, don’t simultaneously prolong suffering, and have adverse effects on patients with CP.   

 Finally, the project was conducted to determine if there are demographic factors that 

influence nurses’ knowledge and/or attitudes toward patients who seek treatment for chronic pain 

in the ED. The participants’ sociodemographic profile revealed minimal findings of statistical 

significance. Statistical significance was found between participants who personally suffer from 

chronic pain vs those who do not, followed by knowing someone vs not knowing someone who 

suffers or suffered from chronic pain in only subscale. The significance of this demographic was 

similarly found by Lacasse, Choinière, and Connelly (2017), who studied the knowledge, beliefs, 
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and attitudes of the Quebec population toward chronic pain. They noted that people with a 

condition, generally have more positive attitudes towards others with the same condition. 

Similarly, findings from this project found participants suffering from CP, were less likely to 

stigmatize patients, more often believed in the subjective pain severity, and had better 

knowledge, attitudes and beliefs towards people suffering from CP. However they were less 

knowledgeable, and had less positive attitudes towards the treatment of CP, than participants 

who did not suffer chronic pain.  This finding is important as it may enhance the concept that 

attitude towards CP plays a significant role in how an individual approaches understanding and 

management of the condition. Thus educational interventions may need to focus on more than 

just increasing knowledge about treatments, and assessment, and account for the humanity 

behind the condition.  

 Educational level, and years of experience were not significant to attitude or knowledge. 

This is not a surprising finding, as multiple studies have noted that nurses and physicians receive 

very little formal education on chronic pain management, either while in school or in their 

professional roles (Poon et al., 2016). The attitude that doctors lack time to treat chronic pain 

was believed by over half the participants, and consistent with the literature. With the ever 

increasing volume in the ER, mass boarding of patients, and reduction of hospital resources 

nationwide the affliction of caring for patients with vitally stable, complex pain management 

needs may not be prioritized (Wilsey et al., 2008). More research is needed to find safe and 

effective analgesia that is suitable for acute short-term care.  

Implications for Emergency Nurses 

 The results of the present project highlight that the work of emergency nurses in a 

complex environment and have a unique opportunity to care for patients with CP. Because of the 
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multidimensional nature of CP, emergency nurses must seek evidence-based best practice to 

properly care for this population. Educational interventions to improve knowledge should focus 

on appropriate opioid management including federal and state regulation resources. As well as 

the causes and assessment of CP, which often include absence of clinical pathology and 

consideration that its presentation often differs from acute pain. Efforts should be made to 

educate the public about CP, and where to seek appropriate longitudinal care. Collaboration with 

chronic pain clinics, and primary care providers should be encouraged, to help provide follow-up 

and additional resources for patients (Ringwalt et al., 2015).  

Limitations  

 Limitations in the study include use of a convenience study, where only RNs that were 

interested in the study participated. Additionally the study was conducted via recruitment 

through an internet social media site, Facebook, which could exclude those without access to a 

computer, the internet or without a Facebook account. The study link and recruitment PIC was 

posted to multiple Emergency Nurses Association Facebook pages, which could limit access to 

the study for those who are not ENA members. The racial/ethnic demographics for African 

Americans and Hispanic/Latinos were under represented in the sample population. (National 

Council of State Boards of Nursing, 2015). Although the sample size was large, there was a drop 

rate of 30%. Additionally during the first four days the survey was open, two age groups (41-45, 

61-65) were left out of the demographic information. The correction to the age groups was made 

without correction to prior survey results. This may compromise data collected on the age 

demographic. 

Conclusion and Suggestions for Future Research 
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 The results of this project, in conjunction with previous findings in the literature, suggest 

that ER nurses need targeted pain management education to enhance nurse’s knowledge, skills 

and attitude towards chronic pain. Reducing pain management disparities, by providing effective, 

safe and timely pain relief, requires sufficient knowledge, and ability to perform a through, 

unbiased pain assessment. With the knowledge gaps identified, education should be focused on 

CP’s pathophysiology, and effects of opioid and non-opioid analgesia treatment. The lack of 

detectable significant differences between level of education and years of experience indicate 

that educational interventions for this specialized knowledge is needed for all ER nurses. With 

considerable attention on the opioid crisis, ER nurses have a formidable task to ensure that 

chronic pain is not synonymous with drug addiction.                                            

 With the ever increasing volume in the ER, mass boarding of patients, and reduction of 

hospital resources nationwide, the affliction of caring for patients with vitally stable, complex 

pain management needs may not be prioritized (Wilsey et al., 2008). More research is needed to 

find safe and effective analgesia that is suitable for acute short-term care. Further research is 

needed to identify guidelines and protocols that are effective in reducing unsafe opioid 

consumption, while providing effective analgesia to CP patients in the ER setting. Non-opioid 

treatment options for CP that are feasible for the acute setting should be explored. 
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Appendix 

 

Appendix A  

Table 3. 

Summary of ANOVA for Do you know someone who suffers or has suffered from chronic pain? 

 

 Sum of 

Squares 

df Mean Square F p 

SUMCPMS1 Between Groups 351.413 1 351.413 11.405 .001** 

Within Groups 15251.601 495 30.811   

Total 15603.014 496    

SUMCPMS2 Between Groups 10.252 1 10.252 .673 .413 

Within Groups 7545.309 495 15.243   

Total 7555.561 496    

SUMCPMS3 Between Groups 27.773 1 27.773 2.253 .134 

Within Groups 5904.667 479 12.327   

Total 5932.441 480    

SUMKNOWP12 Between Groups .000 1 .000 .000 .997 

Within Groups 10698.587 451 23.722   

Total 10698.587 452    

 

Summary of ANOVA for Do you suffer from chronic pain (persistent pain for at least 3 

months)? 

 Sum of 

Squares 

df Mean Square F p 

SUMCPMS1 Between Groups 599.858 1 599.858 19.791 .000** 

Within Groups 15003.156 495 30.309   

Total 15603.014 496    

SUMCPMS2 Between Groups 76.318 1 76.318 5.051 .025** 

Within Groups 7479.244 495 15.110   

Total 7555.561 496    

SUMCPMS3 Between Groups 205.584 1 205.584 17.195 .000** 

Within Groups 5726.857 479 11.956   

Total 5932.441 480    

SUMKNOWP12 Between Groups 41.318 1 41.318 1.749 .187 

Within Groups 10657.269 451 23.630   

Total 10698.587 452    
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Summary of ANOVA for How many years of experience do you have? 

 Sum of 

Squares 

df Mean Squre F p 

SUMCPMS1 Between Groups 207.692 4 51.923 1.659 .158 

Within Groups 15395.322 492 31.291   

Total 15603.014 496    

SUMCPMS2 Between Groups 55.429 4 13.857 .909 .458 

Within Groups 7500.132 492 15.244   

Total 7555.561 496    

SUMCPMS3 Between Groups 70.027 4 17.507 1.421 .226 

Within Groups 5862.414 476 12.316   

Total 5932.441 480    

SUMKNOWP12 Between Groups 87.390 4 21.847 .922 .451 

Within Groups 10611.198 448 23.686   

Total 10698.587 452    

Summary of ANOVA for What is the highest level of education that you have completed? 

 

 Sum of Squares df Mean Square F p 

SUMCPMS1 Between Groups 313.277 5 62.655 2.015 .075 

Within Groups 15238.844 490 31.100   

Total 15552.121 495    

SUMCPMS2 Between Groups 181.574 5 36.315 2.414 .035* 

Within Groups 7371.619 490 15.044   

Total 7553.194 495    

SUMCPMS3 Between Groups 102.504 5 20.501 1.669 .141 

Within Groups 5823.363 474 12.286   

Total 5925.867 479    

SUMKNOWP12 Between Groups 85.559 5 17.112 .722 .607 

Within Groups 10568.662 446 23.697   

Total 10654.221 451    

**p <  0.05 
*Determined non statistically significant by the Welch robust test for equality of means 

 

 

Table 4. 

Survey Results for Nurses’ Knowledge and Attitude towards Chronic Pain with Demographics 
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 CPMS-1  CPMS-

2 

 CPMS-3

  

 KnowPa

in-12 

n 

 Mean SD Mean SD Mean SD Mean  

Participants who suffer from 

chronic pain 

 

32.7 6.22 40.10 3.92 26.63 3.95 48.22 187 

Participants who don’t suffer 
from chronic pain 

 

30.36 5.12 39.26 3.87 28.02 3.19 48.86 367 

Participants that know 

someone who suffers or has 

suffered from chronic pain 

 

31.46 5.64 39.59 3.89 27.47 3.53 48.65 477 

Participants that did not 

know someone who suffers or 

has suffered from chronic 

pain 

29.01 4.95 39.18 4.00 28.17 3.37 48.66 77 

 

Level of Education 
        

AA/AS/ADN 30.81 5.40 39.14 4.30 27.14 3.63 49.14 159 

BSN 31.12 5.28 39.45 3.67 27.56 3.49 48.46 298 

MSN 32.94 7.08 40.51 3.79 28.44 3.36 48.42 59 

DNP/NP 35 8.66 45.33 3.79 26.33 4.73 50.00 3 

PhD 30 16.97 41 1.41 25 0 44.50 3 

other 29.39 5.08 39.93 3.88 28.52 3.20 49.04 31 

Years of Experience         

0-5 31.17 5.28 39.51 4.13 27.95 3.13 49.16 193 

6-10 30.58 5.03 39.07 3.74 27.66 3.73 48.37 131 

11-15 30.73 5.85 39.62 3.79 26.96 3.79 48.88 86 

16-20 30.47 5.92 39.75 3.83 27.80 3.73 47.97 44 

21 or more 32.39 6.46 40.08 3.79 27.15 3.53 48.16 100 

CPMS-Chronic Pain Myth Scale 

CPMS1- Knowledge, beliefs, and attitudes towards people suffering from CP 

CPMS2-Knowledge, beliefs, and attitudes towards biopsychosocial impacts of CP 

CPMS3-Knowledge, beliefs, and attitudes towards treatment of CP 

KnowPain-12-Summary of entire survey 

 

Appendix B 

Survey Tools 
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1. Chronic Pain Myth Scale  

The following statements concern your perception of people suffering from chronic pain. Please 

indicate your level of agreement with these statements from “Strongly disagree” to “Strongly 

agree” 

1. Strongly disagree 2. Disagree 3. Neither agree nor disagree 4. Agree 5. Strongly agree 

 

People suffering from chronic pain: 

 

1. Really have pain, it’s not in their head 

2. Just want to be prescribed drugs 

3. Try to obtain sick leave to stop working 

4. Just want to be lazy and not accomplish their daily tasks 

5. Complain of pain to get attention from others 

6. Really want to get better 

7. Complain about their pain, but continue their activities (e.g. sports, motorized sports, 

watercraft). Their pain should not be that bad. 

8. Become dependent on their medications, like drug addicts 

9. Often tend to exaggerate the severity of their condition 

 

The following statements concern your perception of the impact of chronic pain. Please indicate 

your level of agreement with these statements from “Strongly disagree” to “Strongly agree” 

1. Strongly disagree 2. Disagree 3. Neither agree nor disagree 4. Agree 5. Strongly 

agree 

 

10. Chronic pain causes several physical symptoms (e.g., muscle tension, change in appetite, 

reduced mobility, fatigue  

11. Chronic pain can have a direct impact on sex life 

12. People with chronic pain are sometimes not accepted by their relatives 

13. Chronic pain may be associated with negative emotions (e.g., fear, anger or sadness͒ 

14. People with chronic pain do not tend to isolate themselves 
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15. People with chronic pain usually have more difficulty resisting stressful events of 

everyday life 

16. The risk of death by suicide is higher among people with chronic pain than in the general 

population͒ 

17. Chronic pain costs billions of dollars to our society 

18. People with chronic pain do not always have access to healthcare services to treat their 

condition͒ 

19. Doctors lack time to treat chronic pain͒ 

The following statements concern your perception of the treatment of chronic pain. Please 

indicate your level of agreement with these statements from “Strongly disagree” to 

“Strongly agree” 

1. Strongly disagree 2. Disagree 3. Neither agree nor disagree 4. Agree 5. Strongly 

agree 

 

20. Consulting a psychologist is useless unless the person with chronic pain is depressed͒ 

21. There is not much to do to improve chronic pain͒ 

22. Good sleeping habits help reduce chronic pain͒ 

23. A balanced diet helps to reduce chronic pain͒ 

24. Doing physical exercise may worsen chronic pain͒ 

25. Working may worsen chronic pain͒ 

26. The treatment of chronic pain is in the hands of health care professionals and not those of 

the patient 

 

2. KnowPain-12 Survey 

Q1. When I see consistently high scores on pain rating scales in the face of minimal or 

moderate pathology, this means that the patient is exaggerating his/her pain 

Strongly disagree* 

Disagree 

Disagree somewhat 
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Agree somewhat 

Agree 

Strongly agree 

 

Q2. In chronic pain, the assessment should include measurement of the pain intensity, 

emotional distress, and functional status 

Strongly disagree 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 

 

Q3. There is good evidence that psychosocial factors predict outcomes from back surgery 

HWデデWヴ デｴ;ﾐ デｴW ヮ;デｷWﾐデげゲ ヮｴ┞ゲｷI;ﾉ Iｴ;ヴ;IデWヴｷゲデｷIゲ 

Strongly disagree 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 

 

Q4. Early return to activities is one of my primary goals when treating a patient with recent 

onset back pain 

Strongly disagree 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 

 

Q5. Antidepressants usually do not improve symptoms and function in chronic pain patients 

Strongly disagree* 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree 
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Q6. Cognitive behavioral therapy is very effective in chronic pain management and should 

be applied as early as possible in the treatment plan for most chronic pain patients 

Strongly disagree 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 

 

Q7. I feel comfortable calculating conversion doses of commonly used opioids 

Strongly disagree 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 

Q8. Long-term use of NSAIDs in the management of chronic pain has higher risk for tissue 

damage, morbidity, and mortality than long-term use of opioids 

Strongly disagree 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 

 

Q9. There is good medical evidence that interdisciplinary treatment of back pain is 

effective in reducing disability, pain levels, and in returning patients to work 

Strongly disagree 

Disagree 

disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 

Q10. I believe that chronic pain of unknown cause should not be treated with opioids even 

if this is the only way to obtain pain relief 

Strongly disagree* 

Disagree 

Disagree somewhat 

Agree somewhat 
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Agree 

Strongly agree 

Q11. Under federal regulations, it is not lawful to prescribe an opioid to treat pain in a 

patient with a diagnosed substance use disorder 

Strongly disagree* 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree 

Q12. I know how to obtain information about both state and federal requirements for 

prescribing opioids 

Strongly disagree 

Disagree 

Disagree somewhat 

Agree somewhat 

Agree 

Strongly agree* 
 

*The most correct response. 
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