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Thesis Abstract
Background: Children continue to experience pain in hospital. Few studies examine pediatric
pain management in the rural context.
Objectives: 1) To explore nurses’ experiences providing pain care to pediatric inpatients in
Northern Ontario. 2) To identify institutional resources to support nurses’ pain care practices.
Method: Across methods approach. Study I used qualitative description completed with 10
nurses using semi-structured interviews. Data were analyzed using inductive content analysis.
Study Il was an exploratory descriptive online survey using a study-specific questionnaire that
was completed by 8 hospital administrators. Data were analyzed using descriptive statistics and
narrative synthesis was used for open-ended questions.
Findings: Pediatric pain management presents challenges in Northern Ontario, including
competing priorities, gaps in pain knowledge, unclear policies, and resource constraints.
Potential facilitators include nurses’ motivation to improve pain management, leveraging local
resources, and an increase in context specific standards.
Conclusion: Context specific strategies need to be designed and implemented to support nurses’

practices in delivering recommended pediatric pain management to their patients.
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Chapter One - Introduction
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Pain is a subjective phenomenon that has historically been one of the most concerning
negative consequences of disease (Schechter, 2008). Formerly, pain was thought to be an
unavoidable symptom of disease, and that the disease itself had to be treated in an isolated
manner in order for pain to resolve (Schechter, 2008). After much research and clinical progress,
we now know that pain needs to be treated often, and adequately, for without appropriate
treatment, there are multiple negative consequences. Access to proper pain management is
considered a human right (Lohman, Schleifer, & Amon, 2010). In a recent position paper, The
Declaration of Montreal, the International Association for the Study of Pain (IASP), affirmed the
right of, “all people to have access to pain management without discrimination” (IASP, 2015).
Children have been defined as a vulnerable population, and their nurses have an ethical
responsibility to deliver evidence-based pain management to them (Ballweg, 2008). Specifically,
“not providing pain relief for a neonatal or pediatric patient when it would be provided for an
adult violates the principal of justice” (Ballweg, 2008, p. S62).

Despite great progress in policy, these advances have not fully been implemented for
children. It has recently been acknowledged that pediatric pain management is still a global
issue (IASP, 2015), as evidenced by hospitalized children and adolescents continuing to
experience pain that would benefit from evidenced-based management (Birnie et al., 2014;
Finley, Chorney, & Campbell, 2014; Harrison et al., 2014; Kozlowski et al., 2014). For example,
86% (n=199) of children in a large tertiary center in the Unites States reported having pain in the
hospital setting, 40% (n=80) of which was reported to be moderate or severe (Kozlowski et al.,
2014). In another study in Canada, 33% (n=31) of children in a tertiary care hospital did not
receive any pharmacological treatment, and of these children, 19% (n=7) had clinically

significant level of pain (Birnie et al., 2014). In addition, in a study involving another tertiary
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care center in Canada, 24% (n=15) of the children reported that they received nothing specific
used for analgesia for their last needle prick (Harrison et al., 2014). Clearly, there is more work
to be done to improve the management of pain in hospitalized children.

Children are generally defined as neonate (less than thirty days old) to adolescent (18
years of age). They experience pain during hospitalizations from multiple sources including
procedures (e.g., intravenous cannulation, blood draws, lumbar punctures), disease (e.g.,
fractures, burns, tumour infiltrates, inflammatory diseases), and treatments (e.g., dressings,
chemotherapy, surgery) (Penrose, Palozzi, & Dowden, 2014). On average, a hospitalized child
receives six skin-breaking procedures per day, providing many opportunities to manage acute
pain episodes (Stevens et al., 2011a). Poorly treated pain increases risks of detrimental
immediate effects (e.g., poor wound healing, atelectasis, fear, suffering) as well as more long-
term effects such as (e.g., needle phobia, chronic pain) (Twycross & Williams, 2014).
Inadequately managed acute pain episodes can change an individual’s pain processing
(transduction, transmission, perception and modulation) which can result in negative changes to
how they respond to pain in the future (e.g., lower pain threshold) and may lead to chronic pain
(Olmstead, Scott, & Austin, 2010; World Health Organization, 2014). A reported one in five
children in Canada has chronic pain (persistent or episodic) at some point in their childhood
(Canadian Pain Society, 2014). This is a significant societal economic challenge as chronic pain
is estimated to cost Canada approximately 56-60 billion dollars annually (Canadian Pain Society,
2014). Therefore, ensuring that children and adolescents receive effective, recommended pain
management while in hospital is critical to their well being now and in the future.

Registered nurses play a key role in hospitalized children’s pain management and have

been described as the gatekeepers for pain management (Czarnecki et al., 2011; Namnabati,
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Abazari, & Talakoub, 2012; VVan Hulle Vincent, 2005) as they are the clinicians primarily
responsible for the cycle of pain management (assessment, treatment, evaluation and
reassessment). How nurses choose to approach pain management is influenced by their
professional knowledge and attitudes (Habich et al., 2012; Latimer, Ritchie, & Johnston, 2010).
When nurses and other clinicians hold inaccurate beliefs about pain, children are at risk for their
pain to be inadequately addressed.

Avreas that nurses struggle with in regards to pain management in children are knowledge
and attitudes regarding pain and communication. A lack of education may be a contributing
factor to nurses’ lack of knowledge about evidenced-based pain management practices (Forgeron
et al., 2009; Stanley & Pollard, 2013). A survey of Canadian Universities Faculty of Health
Sciences programs were examined for the quantity of dedicated pain content curricula across at
ten major universities and discovered 67.5% of them were unable to define actual hours
dedicated to pain content, and out of the health science disciplines that were included (medicine,
nursing dentistry, pharmacy, physical and occupational therapy) only veterinary sciences
respondents could all report mandatory designated formal pain content hours (Watt-Watson et
al., 2009).

In terms of communication, pediatric nurses may not always actively involve parents in
their child’s pain care. Although conducted over 15 years ago, a qualitative study showed that
most nurses identified that they believed the patient had adequate pain care and did not believe
the parents were dissatisfied with the child’s pain management (Simons, Franck, & Roberson,
2001). However, out of the twenty participants in this study, only 3 of the parents expressed
satisfaction with the pain care their child received. These parents also reported that they felt they

did not have enough information and were concerned about being labeled as a difficult parent by
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the nurses (Simons et al., 2001). Clearly, practicing nurses continue to require ongoing pain
management education in order to provide evidenced-based care to children and families.

The need to improve hospitalized children’s pain management was brought to the
forefront after Eland (1985) reported that children received little to no pain management post-
cardiac surgery when their adult counterparts had their pain managed and treated. When
clinicians were asked why they were not attending to the children’s pain the nurses and
physicians replied, “children get better quicker and are up and around” (Eland, 1985, p. 116).
Eland offers a few possible explanations regarding the children’s apparent indifference to their
surgery; one being the children could perceive by not being in their room, they are less likely to
have further painful procedures performed. She concludes that there was still much to be
addressed in terms of myths and misconceptions of children’s pain and tailored strategies that are
specific to children needed to be created and implemented to improve children’s pain outcomes
(Eland, 1985). Although improvements have been made since Eland’s landmark study, recent
pain prevalence studies (Birnie et al., 2014) identify that children in hospital continue to
experience inadequately managed pain.

Registered nurses, as well as other clinicians such as physicians, have been found to
believe myths and hold misconceptions about pediatric pain management, which may act as
barriers to appropriate treatment of pain. Some examples of these misconceptions held by nurses
and others are, infants’ nervous systems are too immature to transmit pain, infants and children
do not remember pain, children cannot reliably report their pain, sleeping children are not in
pain, and pain has no long-term consequences, or treatment is harmful (Twycross & Williams,
2014). Several recent studies show that the lack of evidence-based pain management continues to

be a problem for children. Even when nurses have accurate knowledge they still do not
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necessarily carry out evidenced-informed pain care practices for children and adolescents
(Latimer, Johnston, Ritchie, Clarke, & Gilin, 2009; Twycross, Finley, & Latimer, 2013;
Twycross, Forgeron, & Williams, 2015). For example, in the Latimer et al. (2009) study, nurses
had awareness of evidenced-based pain management strategies for infants for both venipuncture
(62%) and heel lance (45%), yet only 8% provided this level of care for venipuncture and 4% for
heel lance. In addition, in a recent study in a large tertiary care center, even after the
implementation of a supportive pain management guideline and various educational sessions,
nurses’ knowledge of pain management in children only improved slightly from the measured
baseline (Habich et al., 2012). Specifically in that study, following completion of an educational
intervention, more than 75% of children continued to receive less than the recommended level of
analgesic (Habich et al., 2012) based on the World Health Organization analgesic ladder
(McGrath, 1996). These results indicate that there are more factors that contribute to evidenced
informed pain management than knowledge alone.

Context, in relation to health care regarding nursing, is described as the environment in
which nurses do their work (Squires et al., 2015). Despite a lack of clarity in the literature about
what constitutes context (McCormack et al., 2002), it most often includes the concept of
culture—how things are done around here (Kitson, Harvey, & McCormack, 1998).
Organizational context has been found to influence a nurse’s use of research in practice.
Although there is “little understood about how organizational factors influence health care
provider behaviours,” (Stevens et al., 2011b, p.757) such as the use of research evidence in
practice, evidence suggests that context can positively or negatively influence nurses practice
behaviours (Cummings, Hutchinson, Scott, Norton, & Estabrooks, 2010; Latimer et al., 2010;

Squires et al., 2013). Therefore, organizational contextual factors are able to influence the
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success of new organizational initiatives (Hemmelgarn, Glisson, & James, 2006; Latimer et al.,
2010; Squires et al., 2013) such as improvements in children’s pain outcomes. Leadership,
culture and measurement have been purported to be components of context (Kitson, Harvey, &
McCormack, 1998a). Leadership, within context is defined as, “the nature of human
relationships as summarized through leadership roles” (Kitson et al, 1998, p. 152). In a recent
scoping review of issues that are present in rural nursing leadership, it was found that much of
the evidence focused on how leadership is needed to facilitate better patient outcomes (Bish,
Kenny, & Nay, 2012).

Rural settings have challenges that are not experienced either at all or to the same extent
in urban or tertiary care settings. Some examples of these challenges include accessibility to both
speciality expertise and continuing education (Bish, Kenny, & Nay, 2012). Healthcare clinicians
can deliver higher quality care when they have high-quality evidence guiding them. The
evidence suggests that there is a need for rural clinicians to be knowledgeable in regards to the
specific needs that are present in rural communities (Bish et al., 2012). However, education alone
may not significantly improve pediatric pain management. There is a paucity of literature
specific to pediatric pain management in the rural setting. We did find one relevant study on
pediatric pain in community hospitals in North-Eastern Ontario that focused on knowledge and
attitudes of nurses (Caty, Tourigny, & Koren, 1995). While this study was published over 20
years ago, it illustrated nurses’ inadequate knowledge of how to appropriately assess pain (e.g.,
children are not in pain if there is an absence of crying or movement, predominant chosen route
of administration of a narcotic is intra-muscular), and identified that only 21% of participating

nurses had ever attended any pain management education specific to children (Caty et al., 1995).
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It is unclear if barriers and facilitators to provision of evidence-based pain management
for pediatric patients beyond access to education need to be addressed in the Canadian rural
hospital setting. Therefore the overall purpose of the study is to explore the experiences of
registered nurses (RNSs) in providing pediatric pain management in the rural health care setting

and to understand the institutional resources to support pediatric pain management.

Barriers to Optimal Pain Management

Factors
relating to
health care Practice’s Framework

professionals

The complexity in understanding the

challenges in providing evidenced based

Factors
relating to the
parents

Factors

relaung othe ) Pediatric pain care is described by the

Optimal pain

management R
child

Barriers to Optimal Pain Management

Practices Framework published by
Twycross and Williams (2014). The

framework proposes four factors, or types of

Figure 1. Barriers to Optimal Pain

. barriers, which influence the provision of
Management Practices Framework

appropriate pain care. See Figure 1 for more
detail.
From Managing Pain in Children: A clinical guide for nurses and healthcare professionals (2"
Ed), (p.8), by Alison Twycross and Anna Williams, 2014, West Sussex, United Kingdom: John
Wiley & Sons Ltd. Copyright 2014 by John Wiley & Sons, Ltd. Reprinted with permission.
Factors relating to the health care professionals

This set of factors encompasses variables that affect appropriate pediatric pain

management relating to staff. Staff can be defined as all health care professionals involved in the
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care of the child, including: nurses, physicians, pharmacists, and allied health professionals.
Some examples of this set of factors are: personal judgements or beliefs about pain; lack of
knowledge about current pain practices; passing the responsibility onto the parent to alert the
nurse when the child is in pain; and communication between health care professionals (Twycross
& Williams, 2014).
Factors relating to the child

This set of factors encompasses those related to the child that might influence appropriate
pediatric pain management. Pain is a complex subjective phenomenon influenced by biological,
psychological and social factors (IASP, 2012). Biological factors that can influence the pain a
child experiences include: age, cognitive development, genetic makeup, and temperament.
Psychological factors include fear and previous experiences of pain that may also be influenced
by developmental stage. Lastly, social factors include culture, family learning, social
relationships, and sex. All of these factors can contribute to how the child perceives pain
(Twycross & Williams, 2014). Other examples that have been identified in the literature include
child’s age, diagnosis, reluctance to report pain, refusing pain medication, and time since surgery
(Twycross & Williams, 2014).
Factors relating to the parents

This set of factors encompasses those related to parent(s) or the responsible caregiver(s)
(e.g. biological or adoptive parents; foster parents; or legal guardians). These factors include
barriers such as: reliance on behavioural cues to assess child’s pain; incorrect beliefs about the
consequences of pain and pain medication; fears about the child developing addiction; and fears

of the side effects of opioids (Twycross & Williams, 2014).
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Organizational factors

This set of factors encompasses variables that may be present in organizations.
Organizational factors include unit and organizational culture and are influenced by many
contextual factors. These can include: leadership; culture; evaluation; resource allocation; formal
interactions; informal interactions; structural or electronic resources; and organizational slack
(Twycross & Stinson, 2014). Examples identified in the literature include: unit patterns of pain
care; high workload; lack of time; insufficient supply of medication; and inadequate or
insufficient medication orders (Twycross & Williams, 2014).

Given the applicability of the Barriers to Optimal Pediatric Pain Management
Framework, this framework was used to provide guidance to inform the construction of the data

collection tools in the two studies in this thesis.
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Sub-optimal management of children’s pain in hospital settings has been a well-
recognized problem. A comprehensive understanding of the reasons for this problem is important
to the generation and implementation of solutions. This chapter reports the findings from a
comprehensive review of the literature that identified three key aspects of pain management:
facilitators and barriers; context; and rural health care barriers. This will determine the current
state and the gaps in the literature in regards to pediatric pain management and the contextual
influence in the rural setting.

Facilitators and Barriers to Pediatric Pain Management
Knowledge and attitudes

The most commonly reported barriers to provision of evidenced-based pediatric pain
management within the literature have been insufficient knowledge and negative attitudes
towards pain management by healthcare professionals and parents (Dowden, McCarthy, &
Chalkiadis, 2008; Jongudomkarn, Forgeron, Siripul, & Finley, 2012; Namnabati, Abazari, &
Talakoub, 2012). Although knowledge in of itself may not be adequate to change practice
(Habich et al., 2012; Twycross, Finley, & Latimer, 2013; Twycross, Forgeron, & Williams,
2015), accurate knowledge is a necessary step in changing practice. Multiple studies in the past
addressed nurses’ pediatric pain management knowledge. Although knowledge has been found
to be improving, (Twycross et al., 2015) not all nurses are receiving appropriate or sufficient
education in this area. Recently a study from the United States conducted in two regional
hospitals reported that nurses’ average score on the Pediatric Nurses Knowledge and Attitudes
Survey (PKNAS) test was 66% (Stanley & Pollard, 2013). In another study, in a rural tertiary
hospital in India, only 39% (n=350) of the nurses who had regular contact with children had

answered all of the basic questions about pain management and children correctly (Nimbalkar,
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Dongara, Ganjiwale, & Nimbalkar, 2013). These test results in both studies are concerning as
pediatric nurses in the study by Stanley and Pollard (2013) rated their self-efficacy for pain
management very high despite their average test scores on the PKNAS only being 66%. These
authors suggest that these nurses and perhaps other nurses have an inaccurate view of their pain
management knowledge and practices (Stanley & Pollard, 2013). In contrast to the above-
mentioned studies, a study done in two Canadian neonatal intensive care units (NICUs)
identified that nurses’ practice does not accurately represent the knowledge they possess specific
to pain management (Latimer, Johnston, Ritchie, Clarke, & Gilin, 2009). The nurses in that study
were found to score high for knowledge of pain, yet only 8% provided evidence-based pain care
for venipuncture in the newborn (Latimer et al., 2009). These aforementioned studies were
conducted in urban areas. Insights into the knowledge and attitudes towards pediatric pain
management in the rural setting are currently unknown.

I identified one published study exploring knowledge and attitudes of pediatric pain
management in rural Ontario (Caty, Tourigny, & Koren, 1995). This study, conducted in North-
Eastern Ontario however, is more than 20 years old, limiting the applicability of the results in
today’s context. For example, in this study, 82% (n=72) of the pediatric nurses were prepared at
the diploma level (Caty et al., 1995), in contrast to recent statistics which state only 41.6%
(n=7033) of all pediatric nurses in Canada are now diploma prepared (Canadian Nurses
Association, 2012). Exploring the experiences of registered nurses (RNs) in providing pain
management provided an opportunity to understand their perceived educational needs in today’s
context. Additionally, by capturing data on the institutional resources to provide pain care we are

able to describe the types of continuing pain related education currently available to RNs.
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Inter-professional Collaboration.

Where RNs obtain their pain management knowledge is of significant value to future
pediatric pain research. The evidence suggests that nurses may be receiving the bulk of their pain
knowledge from their colleagues such as physicians and other nurses (Latimer et al., 2009).
Future educational models and training for pain management should harness this type of
knowledge exchange to change practice (Latimer et al., 2009). The evidence suggests that when
staff is un-collaborative this can result in inadequate pain outcomes for the child due to the
disintegration of appropriate communication (Latimer, Ritchie, & Johnston, 2010). The danger in
this type of information exchange is that if nurses or physicians do not regularly attend education
sessions to stay updated on current pain management knowledge, as reported in Latimer et al.
(2009), (only 34% of nurses attended a pain management educational session in the last year) is
that information exchanged may be inaccurate and children’s pain outcomes could suffer.

Organizational Health Care Context

In this present study, context will be defined as the work setting of the registered nurses
that is influenced by, “physical, organisational, institutional, and legislative structures that
enable, constrain, and resource and realize people, and procedures” (May et al., 2007, p.3). The
conceptualization of context, as proposed by Kitson et al. (1998), provides further understanding
of how context will be defined in this study. Kitson and colleagues’ conceptualization of context
includes three components: culture, leadership, and measurement. Culture is defined as the
normal behaviour and beliefs that influence behaviour of persons who work within a specific
context (Hemmelgarn, Glisson, & James, 2006). High culture is demonstrated by a learning
organization, patient centered values, valuing the staff, consistently supporting staff (Disch,

2006; Squires et al., 2013), availability of resources (Disch, 2006) and continuing education
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(Kitson, Harvey, & McCormack, 1998). Leadership is defined as either a formal appointed
leader or a socially accepted leader who has influence over a group of people (Chavez & Yoder,
2015). High formal leadership is demonstrated by clear leadership roles, (Cummings,
Hutchinson, Scott, Norton, & Estabrooks, 2010; Kitson et al., 1998) clear roles of staff, efficient
organisational structure, and interdisciplinary teamwork (Kitson et al., 1998). Measurement is
the third component of context and it is defined as the use of audit, feedback and peer review to
influence practice change. High measurement is demonstrated by the robust use of internal audit
and feedback (Cummings et al., 2010; Kitson et al., 1998) and peer review (Kitson et al., 1998).
For clinicians to deliver effective pain management, organizational context must be supportive of
changing existing practice (Czarnecki, Salamon, Thompson, & Hainsworth, 2014). Hospitals are
becoming more complex organizations with increasing demands on time and resources. The lack
of protocols and guidelines that can influence practice are a barrier to implementing safe and
effective pain practice (Bice, Gunther, & Wyatt, 2014; Habich et al., 2012). Additional external
influences that have the ability to increase evidence-based practice for pain management in
children include policy statements by professional organizations that may inform policies within
organizations (Latimer et al., 2010).

Demands on nurses to provide care for increasing patient volumes, understaffing, and a
culture of unsupported education have decreased the level of attention to pain management for
children (Stanley & Pollard, 2013). Nurses need time to perform accurate and holistic
assessments for children in pain and they have cited that lack of time is one of the most
influential factors that decrease their ability to perform this skill (Bice et al., 2014; Simons &
Macdonald, 2004). Key stakeholders are needed to commit to change if pain management for

children is going to improve (Schechter, 2008). However, little research has been done to explore
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the rural context and it’s influence on registered nurses pediatric pain management practices. My
study will not only identify the institutional resources available to support RN pain practice in
the rural setting but also nurses’ perception of the effectiveness of these resources.
Context and pain

A high level of culture is needed for pain initiatives to be effective and resilient over the
passage of time (McCormack et al., 2002). However, contexts that prove to be more difficult in
facilitating change in pain management practices such as restricting nurses’ professional
autonomy have been noted in the literature (Kavanagh, Watt-Watson, & Stevens, 2007; Latimer
et al., 2010). Lack of empowerment of nurses was found to be an organizational barrier in a
longitudinal study by Czarnecki et al. (2011), The Modified Barriers to Optimal Pain
Management survey was distributed to nurses (response rate 38%, n=272) in a pediatric hospital
where the nurses identified several barriers to providing evidenced-based pain management to
their pediatric patients. Some of the other barriers identified included delays in the availability of
medications, insufficient physician medication orders, and insufficient orders and time allowed
to pre-medicate patients before procedures (Czarnecki et al., 2011). Three years later it was
identified that nurses believed that they were not able to overcome barriers in their institution
(Czarnecki et al., 2014). However, these studies were not conducted in the rural hospital context,
which has been identified as distinctly different with unique challenges. Thus, our study will
provide new evidence on pediatric pain care in the rural context.

Context has been specifically investigated in regards to its influence on pediatric settings
and research utilization. The evidence suggests that pediatric settings are more likely to have
higher research utilization behaviours when the context has strong leadership, positive feedback

from management and positive culture (Cummings et al., 2010). When investigating context and
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pain, it has been documented that inter-professional collaboration is a strong indicator for
effective pain management practices (Stevens et al., 2011). Contexts that provide high evidence
(e.g., pediatric pain care policies, assessment standards of care) are stronger predictors of
successful integration of effective pain management practice (Latimer et al., 2010; Stevens et al.,
2011). For example, when nurses are supported through policies to provide pain analgesics
around the clock (best-practice) children receive more analgesia (Simons & Moseley, 2008).
However, the types of resources available within the rural context to support RNs pain care
practices have received little attention, which the proposed study will address.
Rural Setting Challenges

The term rural setting does not have a singular definition in Canada, or in the literature
(Curran, Murphy, Sinclair, & McGrath, 2012; Kaasalainen et al., 2014). In this proposal, the
rural setting will be defined as a population considered to be sparsely inhabited (Fink, Oman,
Youngwerth, & Bryant, 2013); specifically if there are less than 150 people per square kilometre
(Kaasalainen et al., 2014). Rural context in pediatric pain management has only been explored in
one other study that we were able to identify in Canada (Caty et al., 1995). Others that have been
conducted in rural settings were conducted in low and middle-income countries, such as in
Thailand (Forgeron et al., 2009; Jongudomkarn et al., 2012), and India (Nimbalkar et al., 2013).
Results from low and middle-income countries may not be transferable to rural Canada.
Nevertheless, these studies do suggest that similar barriers to pediatric pain management exist,
such as clinician held myths and misconceptions about children’s pain management including
fear of opioids, practice change requires organizational support (e.g., policies, protocols,
guidelines), and that continuing educational opportunities are limited (Forgeron, Finley, &

Arnaout, 2006). Additionally an examination of the knowledge and attitudes relating to pediatric
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pain care in one study from India, found that nurses felt they had adequate pain management
skills (Nimbalkar et al., 2013). However, these same nurses had poor knowledge of multiple
factors in pain management including assessment, general knowledge (pain in a bio psychosocial
phenomenon), and treatment strategies (Nimbalkar et al., 2013). In a study that took place in
Canada, some of the nurses had poor knowledge of pain management in children as indicated by
the misconception that children are more likely to develop respiratory depression from opioids
held by 57% of the participants (Caty et al., 1995). This current study will bring new insights to
current attitudes about pain management in rural hospital settings, as well as discover the
institutional supports that are available to guide nurses in their practice.
Accessibility

In Canada, the Canada Health Act lists accessibility to health care as one of the five
principles guaranteed for citizens (Pong & Pitblado, 2005). Accessibility can be achieved
through ensuring access from rural to urban health care settings. On an international level, all
countries have been noted to have unequal distributions of human resources for health care
between urban and rural settings (Zurn, Dal Poz, Stilwell, & Adams, 2004). In addition to human
resource challenges in the rural setting, other barriers to health care in rural contexts have been
identified and include knowledge and attitudes of health professionals and administrators as well
as the availability of other resources (e.g., expertise, financial). Rural populations are unique and
have been described as having overall poorer health, lower socioeconomic status and lower
education levels (Rourke, 2000). Specifically, children in the rural setting have higher infant
mortality and injury-related illnesses than their urban counterparts (Curran, Bornstein, Jong, &

Fleet, 2004). A higher injury rate suggests that children in rural settings may come to hospital
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with pain. Thus, we require a greater understanding of the unique challenges to pediatric pain
care in this context to meet the needs of rural children and adolescents.
Speciality expertise

Access to optimal health care in rural areas is a global concern as resources are difficult
to distribute effectively over large, less-populated areas (Lin, Crawford & Warren Salmon,
2005). For example, only 1.2% of specialist physicians were located in rural Canada in 2001
(Pitblado, 2012). The data on nurses illustrates that only 2.8% of all RNs are employed in
pediatrics and furthermore, only 4.6% of those nurses have graduate degrees (Canadian Nurses
Association, 2012). Thus, specialists (MD or RN) with expertise in pediatric pain management
are most likely lacking in rural settings. We need to understand how limited specialist access
impacts RNs ability to provide pain care to children and adolescents in rural hospital settings.
Continuing education

Current high quality evidence is needed for delivering quality care (Curran et al., 2012)
including appropriate pediatric pain management. Fink et al. (2013), noted that only 43% of rural
hospitals in the United States offered any pain management education for staff within the
previous 12 months and this education was focused on adult patient populations, meaning that
pain care in these settings may not be based on latest evidence. Moreover, these researchers
found that clinicians who work in rural settings attend fewer traditional educational opportunities
such as conferences, concluding that continuing education needs to be more flexible (Fink et al.,
2013). In this present study we will focus on the experiences of RNs caring for children to
understand the informal and formal educational opportunities as well as other types of rural

setting factors that influence their pain care practices.
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With barriers to receiving updated evidence for practice in mind, a survey involving
nurses and physicians (n=105) from 11 Canadian emergency departments representing both rural
and urban centres was conducted by Curran et al., (2012) to determine where health care
clinicians retrieved their primary source of pediatric emergency knowledge. Results showed that
most nurses and physicians relied on each other as their primary source of knowledge about
pediatric emergency care, including pain management (Curran et al., 2012). Specifically, 92%
(n=95) of participants stated they rely on physicians, and 69% (n=73) rely on nurses when they
themselves lack knowledge on a particular topic. This reliance on each other although positive
for inter-professional collaboration, may be concerning as the knowledge between individuals
and groups that is shared may be out dated and therefore no longer evidenced informed, which
may be emphasized in that smaller rural centres have limited specialized knowledge (Curran et
al., 2012). Therefore, rural physicians and RNs may have limited access to education and sharing
this out-dated knowledge puts children at risk for poor pain management outcomes.

This thesis aimed to improve understanding on the ways in which rural health care
settings in Ontario influence pediatric RNs pain care practices by carrying out two studies. The
first explored the experiences of RNs as they provided pediatric pain care in Northern Ontario.
The second captured the institutional resources to support their practice. The findings from this
thesis provided insights into how best to tailor strategies to improve pediatric pain care in the
rural health care setting.

Objectives and Aims
The overall aims of this thesis were twofold. One was to explore RNs’ experiences in

providing pain care to children/adolescents and to understand the challenges and facilitators
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within the rural hospital setting. Two, was to understand the institutional resources that support
their pain care practice. This thesis had four main objectives:
(1) To understand the barriers RNs experience when providing pediatric pain management in
rural settings.
(2) To understand the facilitating factors RNs experience when providing pediatric pain
management in rural settings.
(3) To identify and describe challenges and facilitators that are unique to the rural setting.
(4) To identify the availability of supportive structures (i.e. policies, procedures, assessment
tools, educational opportunities, and pain experts) that promote successful pain management for
children and families in rural settings.

Therefore the research question for this thesis was, what are the barriers and facilitators
of delivering pediatric pain management to hospitalized pediatric patients and their families in

rural Ontario?
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