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Postoperative pain is a common, predictable and expected experience 
following surgery, and if not adequately managed leads to delayed 
postoperative recovery, poor prognosis, increased mortality and morbidity 
and increased risk for pain becoming chronic.[1] This can lead to a decline in 
the patient’s functionality and productivity, and consequently have a negative 
effect on their quality of life.[2] The relief of pain has been and remains one 
of the major campaigns in the health sector, but regardless of this, studies 
continue to reveal poor and ineffective postoperative pain management by 
healthcare providers.[3] This problem has been identified in underdeveloped, 
developing and developed countries: it is a global challenge. The Institute of 
Medicine in 2010 described quality in healthcare as ‘the degree of healthcare 
provided to patient populations sufficient to improve their desired health 
outcomes’.[4] They identified six basic steps to high-quality healthcare: care 
must be effective; safe and reliable; patient-centred; efficient; timely; and 
equitable. Adequate pain management has consequently been described as: 
conducting a detailed clinical assessment of pain, periodically reassessing the 
patient’s responses to pain treatment, and developing a modality of care that 
is safe, involves the patient and his or her family members and is culturally 
consistent and developmentally appropriate.[5] Quality pain management 
training is important in ensuring effective patient care, and this can be 

achieved by empowering nurses with adequate knowledge and skills needed 
for the provision of quality postoperative pain management.[6] The drive to 
improve postoperative pain management has been in place for some time, but 
nurses continue to experience challenges in this area of practice.[7] 

Accreditation of healthcare organisations in 2000 specifically demands 
pain assessment and documentation, staff education in pain management 
and competency assessments, adequate pain control to allow functional 
rehabilitation, and education of patients and families on pain and symptom 
management.[7,8] The fact, however, remains that most professions have neglected 
the concept of pain in their curriculum at undergraduate level and even during 
clinical practice.[9] The reported undermanaged postoperative pain in different 
studies has affected institutions adversely, and contributes to decreased patient 
satisfaction and longer impaired mobility and hospital stay, increased morbidity 
and mortality and, consequently, poorer quality of life.[10-12] 

Poor management of postoperative acute pain can contribute to medical 
complications including pneumonia, deep vein thrombosis, infection and 
delayed healing, as well as the development of chronic pain. It is therefore 
important that all patients undergoing surgery should receive adequate 
pain management. However, evidence suggests this is not currently the 
case: between 10% and 50% of patients develop complications related to 
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poor management of postoperative pain, even in developed countries.[13] 
Inadequately managed pain can lead to adverse physical and psychological 
patient outcomes for individual patients and their families.

Consequently, this study aimed to determine the effectiveness of a teaching 
programme on the knowledge of postoperative pain management among 
nurses in the adult surgical ward of the Lagos University Teaching Hospital.

Materials and methods
The present study had a quasi-experimental design, and was conducted among 
nurses. The sample size was calculated using Leslie Kish’s formula, where n0 = 
sample size, p = the estimated proportion of an attribute, q = 1–p, margin of 
error = 0.05, with a confidence level of 95%. Accidental sampling was used to 
select a sample size of 60, and probability sampling was further used to divide 
the sample size into two equal parts (control and experimental group). The 
setting was Lagos University Teaching Hospital, (LUTH) situated in Idi-Araba, 
Mushin Local Government Area, Nigeria. The target population was nurses 
working in LUTH. 

The inclusion criteria were as follows: nurses who were willing to participate 
in the study, and who consented after carefully going through the detailed 
procedure of bioethical principles in conducting research studies on human 
participants. Excluded were any nurses who had <5 years’ working experience, 
and those working in the recovery room at the time of the research, to avoid 
distractions from taking care of the critical ill patients in their care. A modified 
structured questionnaire called the Knowledge and Attitudes Survey regarding 
Pain Tool (KASPT) was used to evaluate the effect of a teaching programme 
on the knowledge of postoperative pain management among nurses. The 
data-gathering tools were the demographic characteristic questionnaire, 
a questionnaire on the knowledge of pain assessment, knowledge of pain 
management and knowledge on the route and method of postoperative drug 
administration. The KASPT is a global standardised tool that was designed 
and reported by Alqahtani et al.[14] in 2019. The psychometric properties of the 
questionnaire were checked by an expert in the field using face and content 
validity criteria, and the reliability of the instrument was established through 
a pretest method by administering 15 questionnaires to nurses with the same 
inclusion criteria among nurses in the Federal Medical Centre, Ebute-Meta, 
Lagos. Cronbach’s α coefficient was used to test reliability. The value obtained 
was 0.8, which indicated high reliability of the instrument. 

There were three phases in this study. Phase 1 was mobilisation. In 
this phase, the researchers met with the director of the nursing service, 
the head of the department and staff nurses in the adult surgical ward in 
LUTH to explain the purpose of the study and its benefits. The purpose 
of this was also to seek co-operation for the success of the study. The 
researchers and research assistants visited the ward on Monday to Friday 
in the mobilisation week of the study to observe how the staff managed 
postoperative pain, and gaps were identified that were used to modify 
the training programme (see appendix: www.http://ajhpe.org.za/public/
files/1343.pdf). Interested participants were selected for the study after 
seeking their consent. Questionnaires were administered as a pretest to 
both control and experimental groups. The results from this phase were 
also used to modify the training programme. Experimental and control 
participants were followed up via phone calls (at least a call per week for 
the period of the training) and text messages, reminding them to come for 
the training. Phase 2 consisted of class-based training about postoperative 
pain management, and was developed and presented over 3 weeks in a 

seminar room. In the first week of the training, 10, 5, 4, 6 and 5 participants 
were available on different weekdays, respectively, based on their shifts. 
Throughout the training programme, the researchers used teaching aids. 
Weeks 2 and 3 of follow-up produced good results. During phase 3, after 
the application of the training programme for the experimental group, a 
post-test was conducted, using the same questionnaire as for the pre-test for 
experimental and control groups. Data obtained were coded and analysed 
using Statistical Package for Social Sciences (SPSS) version 21.00 statistical 
software (IBM Corp., USA). Variables and research questions were analysed 
using descriptive statistics and independent t-tests for inferential statistics.

Ethical considerations
Ethical approval for this study was obtained from two institutional ethical 
committees where the study took place, with approval ref. no. BUHREC576/16 
on 30 November 2016 from Babcock University, and ref. no. ADM/DCST/
HREC/APP1398 from LUTH on 5 January 2017. The interviewer explained the 
importance of the study and what the participants and others stood to benefit 
from it. Therefore, informed consent was obtained from the participants 
before the study commenced. Participation in the study was voluntary, and 
participants had the right to withdraw from the study at any stage.

Results
Table 1 shows that 33.3% of the respondents in the control group were 
between the ages of 31 and 40 and 41 and 50 years, while 16.7% were 
between 21 and 30 and 51 years and above, with mean ages of 42.5 and 
40.0, respectively. All respondents (100%) were female. With regard to 
their educational status, 56.7% were registered nurses and midwives (RN/
RM), 40% were bachelor degree holders while 3.3% had master’s degrees. 
Concerning their professional status, 23.3% were classed nurse officer 2 
(NOII) and senior nurse officer (SNO), while 13.3% were nurse officer 1 
(NOI), principal nurse officer (PNO), acting chief nurse officer (ACNO) 
and chief nursing officer (CNO). Forty percent of respondents had <5 years’ 
working experience, 23.3% had 6 - 10 years’ experience, 6.7% had 11 - 15 
years, 13.3% had 16 - 20 years and 16.7% had 20 years’ experience. In the 
experimental group, 36.7% of respondents were between ages 21 and 30, 
30% were between 31 and 40, while 16.7% were between 41 and 50 and 51 
and 60 years. A total of 96.7% were female, and 3.3% male. With regard 
to their educational status, 30% were RN, 46.7% were RN/RM and 23.7% 
had a BSc degree. Concerning their professional status, 30% were NOII, 
36.7% were NOI, 10% were SNO and 23% were CNO. Fifty percent of the 
respondents had >5 years’ working experience, 13.3% had 6 - 10 years’ 
experience, 3.3% had 11 - 15 years, and 33.3% had 20 years’ experience.

Table 2 shows that all respondents (100%) knew that reassessment of pain 
after medication helps to evaluate the effectiveness of the pain medication. In 
the experimental group, only 13.3% knew that patients can sleep in spite of 
severe pain, 50% knew that analgesics should be given round the clock on a 
fixed schedule and 40% knew that transcutaneous electrical nerve stimulation 
(TENS) can be used as an adjunct to other postoperative pain treatments. In 
the control group, 96.7% agreed that reassessment of pain after medication 
helps to evaluate the effectiveness of the medication, 10% knew that patients 
can sleep in spite of severe pain, only 30% knew that analgesics should be 
given round the clock on a fixed schedule and 46.7% agreed that TENS 
could be used as an adjunct to other postoperative pain treatments. Overall, 
there was no difference in knowledge mean (standard deviation (SD)) scores 

www.http://ajhpe.org.za/public/files/1343.pdf
www.http://ajhpe.org.za/public/files/1343.pdf


136         October 2020, Vol. 12, No. 3  AJHPE

Research

between the two groups before intervention: 1.06  (0.63) and 1.05 (0.60), 
respectively.

Table 3 shows the post-intervention knowledge level of nurses in both groups 
after the teaching programme. Responses to questions on knowledge about 
postoperative pain assessment and management after the intervention showed 
that there was improvement in knowledge in the experimental group: the 
majority (70%) knew that patients can sleep in spite of severe pain, compared 
with 13.3% pre intervention; 86.7% knew that analgesics should be given round 
the clock on a fixed schedule, while 90% knew that TENS can be used as an 
adjunct to other postoperative pain treatments. In the control group, there was 
no significant improvement in knowledge: 10% agreed that patients can sleep 
in spite of severe pain pre and post intervention, 36.7% knew that analgesics 
should be given round the clock on a fixed schedule while 50% knew that TENS 
can be used as an adjunct to other postoperative pain treatments.

In Table 4, the p-value of 0.00 reveals that there was a significant difference 
between the knowledge of the control and experimental groups after the 
intervention.

Discussion
Knowledge plays a major role in decision-making, because to be well 
informed in nursing practice is to be knowledgeable about different skills 
required to enhance the recovery of patient.[15] The findings from this study 

revealed overall fair knowledge about postoperative pain management 
among the nurses. In 2019, Tinaikar and Anuradha[16] carried out a cross-
sectional study on nursing staff working in a tertiary hospital attached 
to KRIMS, India, for a period of 2 months. An adapted version of the 
Knowledge and Attitudes Survey Regarding Pain (KASRP) instrument 
was used to test the knowledge of nurses, and found that 64% nurses had 
adequate knowledge on postoperative pain management, but suggested 
that the knowledge level need to be improved upon.[16] In the same year, 
a study[17] was carried out on nurses’ knowledge regarding postoperative 
pain management in a hospital in Peshawar, Pakistan. The study included 
nurses working at the bedside in postoperative units of the hospital. A self-
developed questionnaire was used for data collection. The χ2 test was used 
to analyse the data, and it was found that the level of knowledge could be 
divided into poor, average, good and excellent categories. Percentage scores 
in these categories were: poor (0%); average (6.7%); good (71.7%); and 
excellent (21.7%).[17] These two studies are in agreement with the fact that 
there is overall fairly good knowledge among nurses about postoperative 
pain management, but an ideal situation is yet to be achieved.

In addition, the present study showed that there was a relationship 
between the teaching programme and the knowledge of pain assessment. 
This is in agreement with the results of Keshk et al.[18] in 2018, who carried 
out a study on the effectiveness of an educational programme regarding 
nursing on acquiring advanced skills among internship nursing students, and 
found that there was a statistically significant level of knowledge among the 
internship nursing students regarding steps in nursing assessment after the 
educational programme implementation, compared with an unsatisfactory 
level before the implementation of the educational programme.[18]

The present study also showed that there was a relationship between the 
teaching programme and the knowledge of postoperative pain management. 
This is in agreement with a study on the role of patient education in 
postoperative pain management.[19] The authors found that postoperative 
pain continues to be a significant issue in healthcare, with a considerable 
proportion of patients experiencing severe pain after surgery and finding 
pain management at home challenging. There are several barriers to effective 
pain management involving both patients and healthcare professionals, and 
the authors concluded that patient education is a useful way to overcome 
many of these barriers involved in postoperative pain management.[18] 

In 2019 a study was carried out in a government hospital in the United 
Arab Emirates between February and April 2019 on the effect of a nursing 
in-service education programme on nurses’ knowledge and attitudes 
towards pain management. The sample of this study consisted of 200 
participants selected randomly, who were exposed to a pre-test and post-
test before and after receiving the pain management programme, and the 
findings on the experimental group revealed that the mean (SD) score on 
the KASRP increased after the intervention from 61.36 (11.60) to 69.94 
(7.74), with a mean difference of 8.58, while in the control group the mean 
score slightly decreased following the test (60.99 (1.53)) compared with 
the pre-test (61.00 (11.60)), with a mean difference of 0.01. The in-service 
education pain management programme therefore proved to be effective.[20] 

This present study also revealed that there was a relationship between the 
teaching programme and the knowledge of route and other skills required 
for the administration of postoperative pain drugs. This substantiates a 
study[21] carried out on 150 undergraduate medical students of Gandhi 
Medical College, India, for a period of 3 months, which found that of 
136 students, 93.4% had seen intramuscular (IM) or intravenous (IV) 

Table 1. Sociodemographic characteristics of respondents in 
each group

Variable
Experimental 
(N=30), n (%)

Control  
(N=30), n (%)

Age, years
21 - 30 11 (36.7)  5 (16.7)
31 - 40 9 (30.0) 10 (33.3)
41 - 50 5 (16.7) 10 (33.3)
51 - 60 5 (16.7) 5 (16.7)
Mean 40.0 42.5

Gender
Male 1 (3.3) 0
Female 29 (96.7) 30 (100.0)

Education
RN 9 (30.0) 0
RN/RM 14 (46.7) 17 (56.7)
Bachelor’s degree 7 (23.3) 12 (40.0)
Master’s degree 0 1 (3.3)

Professional status
NOII 9 (30.0) 7 (23.3)
NOI 11 (36.7) 4 (13.3)
SNO 3 (10.0) 7 (23.3)
PNO 0 4 (13.3)
ACNO 0 4 (13.3)
CNO 7 (23.3) 4 (13.3)

Work experience, years
5 - <6 15 (50.0) 12 (40.0)
6 - 10 4 (13.3) 7 (23.3)
11 - 15 1 (3.3) 2 (6.7)
16 - 20 0 4 (13.3)
≥20 10 (33.3) 5 (16.7)

RN = registered nurse; RN/RM= registered nurse and midwife; NOII = nurse officer 2; NOI = nurse 
officer 1; SNO = senior nurse officer; PNO = principal nurse officer; ACNO = acting chief nursing 
officer; CNO = chief nursing officer.
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Table 2. Pre-intervention knowledge level of nurses in each group

Item
                 Experimental 
(N=30), n (%)         Mean (SD)

                     Control 
(N=30), n (%)       Mean (SD)

A. Knowledge of pain assessment before intervention
Ever heard of multimodal analgesia? 6 (20.00) 0.4 (0.23) 9 (30.00) 0.6 (0.35)
Received training on postoperative pain assessment and management? 10 (33.30) 0.7 (0.39) 9 (30.00) 0.6 (0.35)
Reassessment of pain after medication helps to evaluate the effectiveness of pain 
medication

30 (100.00) 2.0 (1.17) 29 (96.70) 1.9 (1.13)

Postoperative pain assessments should be done as often as vital signs are taken 27 (90.00) 1.8 (1.05) 26 (86.70) 1.7 (0.99)
Pain assessment scales include:

Numeric rating scale 25 (83.30) 1.7 (0.97) 9 (30.00) 0.6 (0.35)
Visual analogue scale 14 (46.70) 0.9 (0.55) 14 (46.70) 0.9 (0.55)
Wong Baker faces scale 9 (30.00) 0.6 (0.35) 6 (20.00) 0.4 (0.23)
Verbal rating scale 20 (66.70) 1.3 (0.78) 17 (56.70) 1.1 (0.66)
McGill pain questionnaire 11 (36.70) 0.7 (0.43) 6 (20.00) 0.4 (0.23)
A numerical rating scale 5 (16.70) 0.3 (0.19) 5 (16.7) 0.3 (0.19)

The most accurate judge of the intensity of pain is the patient 25 (83.30) 1.7 (0.97) 23 (76.7) 1.5 (0.89)
B. Knowledge of pain management before intervention
Patients should be individually assessed to determine cultural influences on pain 26 (86.70) 1.7 (1.01) 24 (80) 1.6 (0.94)
In applying the principles of pain treatment, the client must be believed about 
perceptions of own pain

29 (96.70) 1.9 (0.60) 28 (93.3) 1.9 (1.09)

Patients who can be distracted from pain usually do not have severe pain 12 (40.00) 0.8 (0.47) 19 (63.3) 0.6 (0.37)
Patients may sleep in spite of severe pain 4 (13.30) 0.3 (0.16) 3 (10.00) 0.2 (0.11)
Giving patients sterile water by injection (placebo) is a useful test to determine if the 
pain is real

5 (16.70) 0.3 (0.17) 7 (23.30) 0.5 (0.27)

Patients should be encouraged to endure as much pain as possible before using an opioid 18 (60.00) 1.2 (0.70) 15 (50.00) 1.0 (0.58)
Patients’ spiritual beliefs may lead them to think pain and suffering are necessary 9 (30.00) 0.6 (0.35) 18 (60.00) 1.2 (0.70)
Assessment of patient’s pain postoperatively is best done by: 

Asking the patient to trace the area of pain 17 (56.70) 1.1 (0.66) 15 (50.00) 1.0 (0.58)
Asking the patient to describe how (s)he feels the pain 24 (80.00) 1.6 (0.94) 30 (100.00) 2.0 (1.17)
Checking patient’s pulse 15 (50.00) 1.0 (0.59) 16 (53.30) 1.1 (0.62)
Checking blood pressure 16 (53.30) 1.0 (0.62) 16 (53.30) 1.0 (0.62)
Using an objective pain-assessment tool 23 (76.70) 1.5 (0.89) 16 (53.30) 1.1 (0.62)

The goal of giving narcotic analgesics during the first 48 hours postoperatively is to: 
Relieve pain completely 4 (13.30) 0.3 (0.16) 4 (13.30) 0.3 (0.16)
Relieve as much pain as possible 26 (86.70) 1.7 (1.01) 26 (86.7) 1.7 (1.01)

C. Knowledge on route and other skills required for the administration of postoperative pain drug before intervention 
Intravenous 19 (63.30) 1.3 (0.74) 27 (90.00) 1.8 (1.05)
Intramuscular 11 (36.70) 0.7 (0.43) 3 (10.00) 0.2 (0.12)
Around the clock on a fixed schedule 15 (50.00) 1.0 (0.58 9 (30.00) 0.6 (0.35)
Only when the patient asks for it 3 (10.00) 0.2 (0.12) 3 (10.00) 0.2 (0.12)
Only when the nurse determines that the patient has moderate or greater discomfort 2 (6.70) 0.1 (0.08) 1 (3.30) 0.1 (0.04)
Only as ordered by the surgery resident 10 (33.30) 0.7 (0.39) 17 (56.70) 1.1 (0.66)
Combining analgesics that work by different mechanisms (e.g. combining an NSAID 
with an opioid) may result in better pain control with fewer side-effects than using a 
single analgesic agent

27 (90.00) 1.8 (1.05) 19 (63.30) 1.3 (0.74)

Oral route is preferred for administration of daily analgesics (if all body systems are 
functional)

27 (90.00) 1.8 (1.05) 14 (46.70) 0.9 (0.55)

Unrelieved pain has harmful effects on patient’s respiratory function and activity level 22 (73.30) 1.5 (0.86) 23 (76.70) 1.5 (0.90)
TENS can be used as an adjunct to other postoperative pain treatments 12 (40.00) 0.8 (0.47) 14 (46.70) 0.9 (0.55)
Postoperative pain management starts from the pre-operative phase 24 (80.00) 1.6 (0.94) 22 (73.30) 1.5 (0.86)
Deep breathing causes relaxation and thus relieves pain 28 (93.30) 1.9 (1.09) 27 (90.00) 1.8 (1.05)
Positioning is effective in the management of postoperative pain 23 (76.70) 1.5 (0.90) 25 (83.30) 1.7 (0.97
Distraction (e.g. music) is not an effective measure in the management of postoperative pain 9 (30.00) 0.6 (0.35) 17 (56.70) 1.1 (0.66)
Non-pharmacological measures of pain management can replace pharmacological measures 14 (46.70) 0.9 (0.55) 17 (56.7) 1.1 (0.66)
Ground mean 1.06 (0.63) 1.05 (0.60)

SD = standard deviation; NSAID = non-steroidal anti-inflammatory drug; TENS = transcutaneous electrical nerve stimulation.
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Table 3. Post-intervention knowledge level of nurses in each group
               Experimental 
(N=30), n (%)         Mean (SD)

                    Control 
(N=30), n (%)       Mean (SD)

A. Knowledge of pain assessment after intervention
Ever heard of multimodal analgesia? 29 (96.70) 1.9 (1.13) 9 (30.00) 0.6 (0.32
Received training on postoperative pain assessment and management? 26 (86.70) 1.7 (0.99) 10 (33.30) 0.7 (0.39)
Reassessment of pain after medication helps to evaluate the effectiveness of pain 
medication

30 (100.0) 2.0 (1.17) 28 (93.30) 1.9 (1.09)

Postoperative pain assessments should be done as often as vital signs are taken 30 (100.0) 2.0 (1.17) 26 (86.70) 1.7 (0.99)
Pain assessment scales include: 

Numeric rating scale 30 (100.0) 2.0 (1.17) 10 (33.30) 0.7 (0.39)
Visual analogue scale 25 (83.30) 1.7 (0.97) 15 (50.00) 1.0 (0.59)
Wong Baker faces scale 23 (76.70) 1.5 (0.89) 6 (20.00) 0.4 (0.23)
Verbal rating scale 21 (70.00) 1.4 (0.81) 18 (60.00) 1.2 (0.70)
McGill pain questionnaire 14 (46.70) 0.9 (0.55) 7 (23.30) 0.4 (0.27)
A numerical rating scale 17 (56.7) 1.1 (0.66) 5 (16.70) 0.3 (0.19)

The most accurate judge of the intensity of pain is the patient 30 (100.0) 2.0 (1.17) 24 (80.00) 1.6 (0.94)
B. Knowledge of pain management after intervention
Patients should be individually assessed to determine cultural influences on pain 30 (100.0) 2.0 (1.17) 25 (83.30) 1.7 (0.97)
In applying the principles of pain treatment, the client must be believed about 
perceptions of own pain

30 (100.0) 2.0 (1.17) 28 (93.30) 1.9 (1.09)

Patients who can be distracted from pain usually do not have severe pain 26 (86.70) 1.7 (0.99) 21 (70.00) 1.4 (0.81)
Patients may sleep in spite of severe pain 21 (70.00) 1.4 (0.81) 5 (16.70) 0.3 (0.19)
Giving patients sterile water by injection (placebo) is a useful test to determine if the 
pain is real

25 (83.30) 1.7 (0.97) 8 (26.70) 0.5 (0.31)

Patients should be encouraged to endure as much pain as possible before using an opioid 27 (90.00) 1.5 (1.05) 14 (46.70) 0.9 (0.55)
Patients’ spiritual beliefs may lead them to think pain and suffering are necessary 15 (50.00) 1.0 (0.59) 18 (60.00) 1.2 (0.70)
Assessment of patient’s pain postoperatively is best done by:

Asking the patient to trace the area of pain 21 (70.00) 1.4 (0.81) 15 (50.00) 1.0 (0.59)
Asking the patient to describe how (s)he feels the pain 30 (100.0) 2.0 (1.17) 30 (100.0) 2.0 (1.17)
Checking patient’s pulse 21 (70.00) 1.4 (0.81) 17 (56.7) 1.1 (0.66)
Checking blood pressure 18 (60.00) 1.2 (0.70) 16 (53.30) 1.0 (0.62)
Using an objective pain-assessment tool 26 (86.70) 1.7 (0.99) 17 (56.7) 1.1 (0.66)

The goal of giving narcotic analgesics during the first 48 hours postoperatively is to: 
Relieve pain completely 21 (70.00) 1.4 (0.81) 5 (16.70) 0.3 (0.19)
Relieve as much pain as possible 29 (96.67) 1.9 (1.13) 25 (83.33) 1.7 (0.97)

C. Knowledge on route and other skills required for the administration of postoperative pain drug after intervention
Intravenous 29 (96.67) 1.9 (1.13) 27 (90.00) 1.5 (1.05)
Intramuscular 30 (100.0) 2.0 (1.17) 6 (20.00) 0.4 (0.23)
Around the clock on a fixed schedule 26 (86.70) 1.7 (0.99) 10 (33.30) 0.7 (0.39)
Only when the patient asks for it 16 (53.30) 1.0 (0.62) 7 (23.30) 0.4 (0.27)
Only when the nurse determines that the patient has moderate or greater discomfort 18 (60.00) 1.2 (0.70) 5 (16.70) 0.3 (0.19)
Only as ordered by the surgery resident rather than using a single analgesic agent 27 (90.00) 1.5 (1.05) 20 (66.70) 1.3 (0.78)
Oral route is preferred for administration of daily analgesics (if all body systems are 
functional)

30 (100.0) 2.0 (1.17) 15 (50.00) 1.0 (0.59)

Unrelieved pain has harmful effects on patient’s respiratory function and activity level 30 (100.0) 2.0 (1.17) 15 (50.00) 1.0 (0.59)
TENS can be used as an adjunct to other postoperative pain treatments 27 (90.00) 1.5 (1.05) 21 (70.00) 1.4 (0.81)
Postoperative pain management starts from the pre-operative phase 29 (96.67) 1.9 (1.13) 26 (86.70) 1.7 (0.99)
Deep breathing causes relaxation and thus relieves pain 27 (90.00) 1.5 (1.05) 17 (56.7) 17 (56.7)
Positioning is effective in the management of postoperative pain 26 (86.70) 1.7 (0.99) 18 (60.00) 1.2 (0.70)
Distraction (e.g. music) is not an effective measure in the management of postoperative pain 29 (96.67) 1.9 (1.13) 18 (60.00) 1.2 (0.70)
Non-pharmacological measures of pain management can replace pharmacological 11 (36.70) 0.7 (0.43) 17 (56.7) 17 (56.7)
Ground mean 1.6 (0.97) 1.05 (0.62)

SD = standard deviation; TENS = transcutaneous electrical nerve stimulation.
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administration, but only 29.4% and 16.9% had ever administered IM and 
IV injections, respectively. A significant increase in knowledge regarding 
IM and IV administration technique was observed following interventional 
training of the participants.[21]

Finally, some limitations were encountered in the course of the study 
despite the research objective having been met. Gathering all the nurses 
into a single session for the training programme was difficult because of 
their different shifts, hence the participants were trained in several different 
sessions, which may have affected the results.

Conclusion
The results of this study reveal that there is a fair knowledge level among 
nurses in the areas of postoperative pain, and pharmacological and non-
pharmacological measures of pain management. The results also showed 
that a teaching programme was useful in improving nurses’ knowledge of 
postoperative pain management, which may further improve the practice 
of pain management, and patients’ satisfaction levels. The findings of this 
study, therefore, create an impetus for continued education of nurses taking 
care of patients after surgery.
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Table 4. t-test analysis for the effectiveness of the teaching programme on knowledge of postoperative pain management among nurses in the experimental group
Knowledge n (%) Minimum Maximum Mean (SD) t p-value*
Pre-test 6 12 10.04 (1.99)

Poor 3 (10.0) - - -
Average 19 (63.3) - - -
Good 8 (26.7) - - -

Post-test 9 16 11.83 (1.77)
Poor - - - -
Average 8 (26.7) - - -
Good 22 (73.3) - - -

3.68 0.00

*P<0.05.
SD = standard deviation.
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