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 Pain Management
Nursing Role/Core Competency

A Guide for Nurses

PURPOSE OF THIS EDUCATIONAL GUIDE 

The purpose of this document is to assist the
licensed nurse in recognizing his/her 
accountability in effectively managing
patients’ pain through assessment,
intervention  and  advocacy. 

Pain  management is only one aspect of the
complex process of providing palliative care. 
It is beyond the scope of this document  to
address other issues involved in palliative
care.

BACKGROUND

      Pain management encompasses various types
of pain experiences throughout an individual’s
life cycle from birth to the end of life.  Pain expe-
riences may include acute and chronic pain, pain
from a chronic deteriorating condition, or pain as
one of many symptoms of the patient receiving
palliative care.  Pain is not exclusively physiologi -
cal but also includes spiritual, emotional and psy-
chosocial dimensions.  The goal of pain manage-
ment throughout the life cycle is the same - to
address the dimensions of pain and to provide
maximum pain relief with minimal side effects.
      Review of the literature, anecdotal reports and
dialogue with colleagues reveals that the majority
of patients do not receive adequate pain manage-
ment.  A wide variety of factors including inaccu-  
rate information, myths, rumors, fear and cultural
issues contribute to inadequate pain management. 
For example, a prevailing rumor in the nursing 
profession is that a nurse can lose his/her nursing
license for causing a patient’s respiratory depress-
ion by frequent administration or by giving high
doses of opioids, even though there is no documen-
ted evidence to substantiate this fear.  The
literature shows that adequate assessment in
conjunction with opioid titration based on patient

response can provide maximum pain relief
without adversely affecting respiratory status. 
Therefore, it is unwarranted to under-utilize or
withhold opioids from a patient who is
experiencing pain based on fear of causing
respiratory depression. 
      Due to multiple advances in the field of pain
management (i.e. pain assessment, pharmacolog-
ical and non-pharmacological interventions),
licensed nurses may have incomplete or inaccu-
rate information about the following variables 
which contribute to ineffective pain management:

1. What is pain and how do patients     
demonstrate their pain?

2. How is pain assessed and managed?  
3. Is there a difference between

psychological dependence, addiction
and physical  dependence?

       4. Does  aggressive use of opioids  cause  
addiction?

5.  How does  the patient’s  cultural back-
ground effect pain expression and
management?

Myths and misinformation also contribute 
to ineffective pain  management.  Some  common
myths include:  
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1. Too much pain medication too frequently
constitutes  substance  abuse, causes 
addiction, will result in respiratory
depression or will hasten death;

2. Pain should be treated, not prevented;
3. People in pain always report their pain to 

their health care provider;
4. People in pain demonstrate or show that

they have pain - pain can be seen in the
patient’s behavior;

5. The level of pain is often exaggerated by
the patient;

6. Generally a patient cannot be relieved of all 
pain;

7.  Some pain is good so that the patient’s 
symptoms are not masked;

8.  Newborn infants do not have pain; and, 
9.  It is expected that the elderly, especially the

frail elderly, always have some pain.

Patient Populations at Risk of Under
Management

Because of multiple barriers to adequate pain
management, all patients are at risk for under-
treatment of pain.  Since pain is identified and
reported primarily through patient self- reporting,
difficulty in communicating increases the patient’s
risk for under-treatment.

Populations identified by the literature as being at
greater risk include: infants and children, women,
the elderly, patients  with cognitive dysfunction,
patients with emotional or mental illness, patients 
with chronic pain, patients with neuropathic pain,
substance abusers, minority populations, the
homeless, and patients  with  terminal illnesses. 
In
addition, patients who speak a different language
or who are from a cultural tradition different from
that of the clinician pose a special challenge.  In
effect, any patient, regard- less of age, is at risk of
being under-treated for pain.  All populations can
be placed at greater risk because of the health care
provider’s own belief system which may include
the previously discussed myths and
misinformation.

These factors and others have prompted the
Board to develop this educational guide for the
Maryland licensed nurse.  The intent is to provide
factual information and assist the licensed nurse in
developing core nursing competencies in pain
management.  The licensed nurse must become
familiar with standards, guidelines and definitions
regarding pain and its management, including but
not limited to those listed in the definition of
terms and bibliography and to refer to these
documents when advocating for the patient in
pain. 

Pain Management Nursing Role/Core Competency
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Licensed Nurse Role: 
Knowledge Based Practice

The licensed nurse is responsible and account-
able to ensure that a patient receives appropriate
evidence-based nursing assessment and interven-
tion which effectively treats the patient’s pain and
meets the recognized standard of care.  In order to
advocate for the patient, the licensed nurse must
possess the following: 

A) Knowledge of Self

The practice of nursing includes the knowledge 
of one’s self through assessment of attitudes,
values, beliefs, and cultural background and influ-
ences that have formed each of us as individuals. 
These factors affect the nurse when assessing,
evaluating, and interpreting the patient’s state-
ments, behavior, physical response, and appear-
ance.  The greatest barrier to the patient achieving
effective pain management may be the nurse’s:  

1.   Individual experiences with pain; 
2.  Personal use of medications or non-

pharmacological methods to manage
pain; and, 

3.  Family’s or significant others’ history or 
experience with substances for pain control or
mood altering effect.

When the licensed nurse is influenced or con-
strained by personal factors, the nurse may not 
assess, evaluate or communicate the patient’s pain
level effectively or objectively.  This can be further
compounded if the nurse does not have adequate
knowledge regarding pain management and, as a
result, can not recognize the need to seek out
additional information to assess and manage the
patient’s pain appropriately.  For instance, a nurse
who believes or states,  “You can tell by looking at
the patient if they are in pain” is demonstrating an
inadequate knowledge base. 

B) Knowledge of Pain

Pain is subjective.  It is whatever the patient
says it is.  The nurse utilizes the nursing process in
the management of pain.  Adequate measurement
and management of pain includes  knowledge in
the following areas:
1.  Pain assessment:

a) The nurse utilizes a developmentally 
appropriate, standardized pain assessment tool
which includes: a pain measurement tool
which has demonstrated reliability and validity
and patient participation, which is essential in
the assessment process.  For those incapable of
self-reporting, standardized pain assessment
tools should  include behavioral observations
with or without physiologic measures.

i. Physiologic signs such as tachy- 
cardia, hypertension, diaphoresis and pallor
are non-specific to pain and may be an
indicator of another, unrelated physiologic
problem.  For patients in pain, these
physiologic signs may be present for a
short period of time or not at all.
ii.     Sole reliance on these physiologic        
signs to assess pain may be inappropriate.  

b) The nurse is knowledgeable regarding the 
difference in categories of pain (i.e. acute,
chronic, breakthrough); 
c) The nurse is knowledgeable regarding the 
most likely potential sources of pain (i.e.
neurological, muscular, skeletal, visceral);
d)The nurse assesses the patient’s individual 
pain pattern, including the individual patient’s
pain experiences, methods of expressing pain,
cultural influences, and how the individual
manages their pain. 

2.   Pharmacologic and Non-Pharmacologic
Intervention:
a) The nurse is knowledgeable about the 
pharmacological interventions of opioid, 
non-opioid, and adjuvant drug therapies 
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(including dosages, side effects, drug
interactions, etc.) which are most effective
for the most likely source of an individual
patient’s pain.  
b) The nurse is knowledgeable that placebos 
should not be utilized to assess if pain exists or
to treat pain.
c) The nurse is knowledgeable regarding non-
pharmacologic strategies for pain management
(i.e. acupuncture, application of hot and cold,
massage, breathing techniques, etc.).

3.   Current pain  management  standards  and 
guidelines.

4. The difference between tolerance, physical and
psychological dependence, withdrawal and
pseudoaddiction. 

C) Knowledge of the Standard of Care
   

The standard of care is effective ongoing pain
assessment and pain management.  This includes
but is not limited to:

1.  Acknowledging and accepting the patient’s
pain;

2.  Identifying the most likely source of the
patient’s pain;

3.  Assessing pain at regular intervals, with
each new report of pain or when pain is

expected to occur or reoccur. 
Assessment includes but is not limited
to:

a) The patient’s level of pain utilizing a
pain assessment tool;

b) Barriers to effective pain management,
which may include personal, cultural and
Institutional barriers.  Sources of these
barriers may include but are not limited to
patient, family, significant other, physician,

            nurse and institutional constraints;
3. Reporting the patient’s level of pain;
5.   Developing the patient’s plan of care that 

includes an interdisciplinary plan for
effective pain management involving the
patient, family and significant other;

6. Implementing pain management strategies
and indicated nursing interventions
including:  
a)  Aggressive treatment of side effects 
(i.e. nausea, vomiting, constipation,
pruritus etc),
b.  Educating the patient, family and
significant other(s) regarding,
     (i)   Their role in pain management,
     (ii)  The detrimental effects of 

  unrelieved pain,
     (iii)  Overcoming barriers  to effective    
             pain management,
     (iv)  The pain management plan

  and expected outcome of the plan;.
7. Evaluating the effectiveness of the

strategies and the nursing interventions;
8. Documenting and reporting the interven-

tions, patient’s response, outcomes; and
9. Advocating for the patient and family for

effective pain management.

Pain Management Nursing Role/Core Competency
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PATIENT ADVOCACY

The nurse’s primary commitment is to the 
health, welfare, comfort and safety of the
patient.   Self-awareness, knowledge of pain and
pain assessment, and knowledge of the standard
of care for pain management enhances the
nurse’s ability to advocate for and assure
effective pain management for each patient. 
When advocating for the patient, it is crucial
that the nurse utilize and reference current
evidence-based pain management standards and
guidelines.

As a patient advocate, the nurse takes all
reasonable means to alleviate the patient’s pain
and suffering.  In addition, the nurse consults
and collaborates with specially trained experts in
pain management, such as registered nurses,
licensed physicians, pharmacists, massage
therapists, acupuncturists and others to assure an
effective interdisciplinary treatment plan to
address each patient’s pain.  When the patient’s
pain needs are not being adequately addressed,
the nurse continues to advocate for the patient
through other means, such as referral to the
organization’s joint practice committee, the
ethics committee, and/or the organization’s 
chain of command.  

The nurse also has an obligation to advocate
for all patients in the aggregate.  When an
organization’s policies, procedures and practices
are insufficient to provide consistent effective
pain management, the nurse works through
appropriate committees and channels to insure
that  patients’ pain management needs are
addressed.  This advocacy role is particularly
critical for populations known to be at risk for
under-management of their pain.

SUMMARY

This educational guide is intended to assist
the licensed nurse to act in an accountable 
manner to effectively manage a patient’s pain. 
This document emphasizes that the licensed
nurse must continue to develop self-awareness
and enhance his/her learning in order to remain
current in nursing knowledge and skill relative
to attempt to pain management.  The licensed
nurse is responsible and accountable to work
toward effectively managing the patient’s pain
through assessment, intervention and patient
advocacy. 
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DEFINITION OF TERMS

1. Pain management:  The use of pharmaco-
logical and non-pharmacological interven-
tions to control the patient’s identified pain. 
Pain management extends beyond pain
relief, encompassing the patient’s quality of
life, ability to work productively, to enjoy
recreation, to function normally in the
family and society, and to die with dignity.

2. Pain: An unpleasant sensory and emotional
experience associated with actual or
potential tissue damage or described in
terms of such damage.  Pain is always
subjective and is whatever the person says
it is, existing whenever the person says it
does.  The clinician must accept the
patient’s report of pain.  Categories of pain
include but are not limited to:
a) Acute Pain:  A normal, predicated 
physiologic response to an adverse clinical,
thermal or mechanical stimulus.  It is
generally time-limited and responsive to
opioid and non-opioid therapy.  Acute pain
responses may vary between patients and
between pain episodes within an individual
patient.  Acute pain episodes may be
present in patients with chronic pain.
b) Chronic Pain:   Malignant or non-      
malignant pain that exists beyond its
expected time frame for healing or where
healing may not have occurred.  It is
persistent pain that is not amenable to
routine pain control methods.  Chronic pain
is often present with no physiologic signs,
which may lull the clinician into falsely
believing the patient is not in pain.  Chronic
pain may result in a look of sadness,
depression, or fatigue causing the clinician
to misinterpret the picture and not identify
that the patient may also be experiencing
pain.  Patients with chronic pain may have
episodes of acute pain related to treatment,
procedures, disease progression or re-
occurrence. 

c)     Breakthrough Pain:  An acute
exacerbation of pain that breaks through   
an existing analgesic regime.

2. Palliative Care: The active total care of
patients focusing on symptom manage-
ment, of which pain is only one of many
symptoms.  The goal of palliative care is
achievement of the best quality of life for
patients, families and significant others by
addressing psychological, social and
spiritual problems, in addition to
controlling  the patient’s pain and other
symptoms.   

4. Suffering: The state of severe distress
associated with events that threaten the well
being of the person.  Suffering often occurs
in the presence of pain, shortness of breath,
or other bodily symptoms.  Suffering
extends beyond the physical domain.  For
example, a woman awaiting breast biopsy
may “suffer” because of anticipated loss of
her breast, while after the biopsy the
woman may have “pain” from the
procedure. 

5. Tolerance: The process by which the body
requires a progressively greater amount of a
drug, over time, to achieve the same results. 
As it relates to pain relief, tolerance is
decreasing pain relief over time with the
same dosage.  Patient can become tolerant
to the analgesic effect of opioid therapy,
requiring an increase in dose.  For many
opioids there is no known ceiling to the
amount that can be given, meaning that
pain relief can increase with an increase in
the dose of the opioid.  In addition, patients
can become tolerant to some adverse effects
(respiratory depression, somnolence, and
nausea) related to opioid therapy. 

6.  Substance abuse: The use of any chemical
substance for other than its  medically
intended purpose.



8

7. Pseudoaddiction: The pattern of drug-
seeking behavior among pain patients
because of inadequate management of their
pain problem which can be mistaken for
addiction.

8. Physical dependence: A physical response
of the body to a substance characterized by
signs of withdrawal if the substance is
stopped without tapering, markedly reduced
after prolonged use, or if an antagonist is
administered.  Physical dependence is an
expected result of opioid use.  Physical
dependence, by itself, does not equate with
addiction. 

9. Abstinence (withdrawal) Syndrome:
Physical symptoms that can occur after
abrupt discontinuation or dose reduction of
an opioid or administration of an antagonist. 
The syndrome is characterized by any or all
of the following: anxiety, irritability, chills,
hot flashes, salivation, lacrimation,
rhinorrhea, diaphoresis, piloerection, nausea,
vomiting, abdominal cramps, and insomnia. 
Withdrawal should be avoided by gradual
reduction of dose rather than abrupt
discontinuation.

10. Addiction: A neurobehavioral disorder
characterized by compulsive seeking of
mood-altering substances and continued use
despite harm.  Addiction may also be refer-
red to by terms such as “drug dependence”
and “psychological dependence.”  Addiction
is not the same as physical dependence.

11. Opioid: Denotes both natural (codeine,
morphine) and synthetic (methadone,
fentanyl) drugs whose pharmacologic effects
are mediated by specific receptors in the
nervous system.

12. Non-Opioid:  A medication that provides
pain relief, but that is not an opiate or a
nonsteroid anti-inflammatory drugs
(NSAIDS), acetaminophen).   synthetic
analog of an opiate (i.e.

13. Adjuvant Medications: Medications that
are used to a) enhance the pain relieving 
effects of opioids and non-opioids, b) treat
concurrent symptoms that exacerbate pain
such as utilization of anxiolytics, or c)
provide independent analgesia for specific
sources of pain (i.e. neurologic pain), such
as utilization of tricylic anti-depressants and
anti-convulsants. 

14. Opiate:  A drug whose origin is the opium
poppy, including codeine and morphine. 

15. Pain Assessment:  The comprehensive
evaluation of the patient’s pain including
but not limited to: location, intensity,
duration of the pain; aggravating and
relieving factors; effects on activities of
daily living, sleep pattern and psychosocial
aspects of the patient’s life, and effective-
ness of current management strategies.  Pain
assessment includes the use of a
standardized pain measurement tool.

16. Pain Measurement Tool: The quantitative
examination of the intensity of the pain as
reported by the patient utilizing a standard-
ized instrument which has demonstrated
reliability and validity.

17. Titration: Adjustment of medication levels
within the dosage and frequency ranges
stipulated by the authorized prescriber in
accordance with an agency’s established
protocols, guidelines or policies.

18. Evidence-Based Practice: The conscien-
tious and judicious use of current best
evidence for making clinical decisions
about the care of patients.  Evidence may
include but is not limited to:  research
findings, literature, bench-marking data,
clinical experts, quality improvement, risk
management data, and standards and
guidelines.

Pain Management Nursing Role/Core Competency
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Baltimore, MD.

3. Anita Tarzian, RN, PhD., Maryland Health
Care Ethics Committee Network, University
of Maryland School of Law, Baltimore, MD.

4. Chris Clyde, RN, Nursing Coordinator,
University of Maryland Medical Systems Pain
Center, Baltimore, MD.

5. Marilyn McCord, RN, Pulmonary Clinical 
Specialist, Sinai Hospital, Baltimore, MD.

6. Donna Hale, RN, MS, Consultant in
Perioperative/Pain Service/Sinai Joint Center,
Life Bridge Health Center, Baltimore, MD.

7. Veronica Noah, RN, IV Therapy-Pain
Management Team.  Frederick Memorial
Hospital, Frederick, MD.    

8. Mary Lou Perin, RN, MSN, Pain Management
Consultant.  Pain Relief/USA.  Middletown,
MD.

9.  Lori KozlowskI, CRNP-P, Acute Pain
Management Team.  Johns Hopkins Hospital,
Baltimore, MD.

10. Kathleen White, RN, PhD, Nursing Practice
Issues Committee, Maryland Board of
Nursing, Baltimore, MD.

11. Ann K. Sober, RN, BS,  Nursing Practice
Issues Committee, Maryland Board of
Nursing, Baltimore, MD.

12. Voncelia S. Brown RN, MS, Nursing Practice
Issues Committee,  Maryland Board of
Nursing, Baltimore, MD.

13. Ralph Washington, RN, Nursing Practice
Issues Committee, Maryland Board of
Nursing, Baltimore, MD.

14. Bernadette Greene, RN, MS,  Nursing
Practice Issues Committee, Maryland
Board of Nursing, Baltimore, MD.

15. Ann Triantafillos, RN, MSN, Nursing
Practice Issues Committee, Maryland
Board of Nursing, Baltimore, MD.

16. Sandra L. Dearholt, RN, MS,  Nursing
Practice Issues Committee, Maryland
Board of Nursing, Baltimore, MD. 

17. Charlene A. Hall, LPN,  Nursing Practice
Issues Committee, Maryland Board of
Nursing, Baltimore, MD.

18. Carol F. Wynne, RN, MS, Nursing
Practice Issues Committee, Maryland
Board of Nursing, Baltimore, MD.

19. Marsha Hopkins, LPN,  Nursing Practice
Issues Committee, Maryland Board of
Nursing, Baltimore, MD.

20. Laurie Miller, RN, BS,  Nursing Practice
Issues Committee, Maryland Board of
Nursing, Baltimore, MD.

21. Lou Williams, RN,  Nursing Practice
Issues Committee, Maryland Board of
Nursing, Baltimore, MD.

22. Susan Niewenhous, RN, MS,  Nursing
Practice Issues Committee, Maryland
Board of Nursing, Baltimore, MD.

23. Kathryn Offenbacher, RN, BSN, 
Nursing Practice Issues Committee,
Maryland Board of Nursing, Baltimore,
MD.

24. Chris Murphy, RN, BSN,  Nursing
Practice Issues Committee, Maryland
Board of Nursing, Baltimore, MD.

25. Debbie Somerville, RN, MPH,  Nursing
Practice Issues Committee, Maryland
Board of Nursing, Baltimore, MD.
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