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Abstract
Pain management originated at the turn of the 1960s and 70s in the United States, and spread to Western Europe 
almost a  decade later. It is estimated today that a  lack of adequate pain management affects 80% of the global 
population, and is a serious problem in over 150 countries. At the national level, the greatest burden of inadequate 
pain management is borne by the elderly, pregnant and breastfeeding women, children, people coping with addic-
tions to harmful substances, and the mentally ill. In spite of enormous progress, there are still significant barriers 
to comprehensive pain management. Pain management should be considered a priority. It is an interdisciplinary 
task requiring the cooperation of the whole medical staff. The current review of literature revealed a number of 
factors limiting the possibility of achieving effective pain management, related to healthcare systems, medical staff 
and patients (Adv Clin Exp Med 2015, 24, 5, 905–910).
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Pain management originated at the turn of the 
1960s and 70s in the United States and spread to 
Western Europe almost a decade later. The theoret-
ical foundations of the phenomenon of pain, pub-
lished in 1965 by two American physicians, Mel-
zack and Wall, initiated a  long-lasting process of 
changing attitudes in the medical community to-
ward the problem of pain [1]. Several studies con-
ducted in the USA in the 1970s clearly demonstrat-
ed that the healthcare system lacked individuals or 
teams who would be responsible for pain therapy. 
The second conclusion drawn from these studies 
was the statement that it was not sufficient just to 
disseminate information on pain therapy, but that 
pain therapy should be made a priority [2, 3].

That was over three decades ago. In the mean-
time, the United States has introduced programs 
firmly defining pain management as a  top prior-
ity in patients’ rehabilitation, particularly in such 
areas as palliative care, interdisciplinary pain 

management, post-operative pain therapy or labor 
pain management. Pain therapy assumed organi-
zational forms. Organizations such as the Ameri-
can Pain Society and the National Hospice Orga-
nization were established as early as 1978. In 1986, 
the International Pain Foundation was set up, with 
the goal of providing support for public and pro-
fessional education regarding painful conditions 
and their treatment. Moreover, specialist literature 
partly or totally focused on pain management is-
sues developed [4]. Practically a decade after the es-
tablishment of the theoretical foundations of pain 
management in the United States, the problem of 
pain started to gain importance in Great Britain 
too. Since 1995 the number of hospitals with acute 
pain service (APS) teams has been increasing. 
The creation of such teams has obviously raised 
the awareness that adequate pain management 
translates into the well-being of patients. Howev-
er, despite multiple agreements with professional 
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organizations, some hospitals still do not have 
their own APSs, and recent data show that some 
APSs are unable to offer in-hospital services due 
to financial problems [5]. It is now estimated that 
a lack of adequate pain management affects 80% of 
the global population, posing a serious problem in 
over 150 countries. At the national levels (e.g. in 
China, Great Britain, the Netherlands, Spain, Tur-
key, USA) the greatest burden of inadequate pain 
management is borne by the elderly, pregnant and 
breastfeeding women, children, people coping with 
addictions to harmful substances, and the mental-
ly ill  [6–15]. There are still significant barriers to 
comprehensive pain management, limiting the ca-
pacity for effective pain management. The Agen-
cy for Healthcare Research and Quality in the USA 
distinguishes the following types of barriers to pain 
management: healthcare system-related, medical 
staff-related and patient-related [8, 10, 16].

Healthcare  
System-Related Barriers
In the healthcare systems of many countries 

there are fundamental barriers hindering effective 
pain management. There are no clearly defined 
standards and pain management is not considered 
a priority. Statistics indicate that patients are like-
ly not to receive analgesic medications when re-
quired and treatment is likely to be delayed or in-
effective [10, 12].

Depending on the expenditures on health care 
in different countries, diverse working models of 
APS teams have been developed across the world. 
There are significant differences in the organiza-
tion of such teams in the United States, Scandina-
via and other regions of Europe. In Poland, pain 
management is usually based on nursing care su-
pervised by an anesthesiologist or surgeon. The 
work of nurse-physician teams is performed with-
in the framework of their regular work contracts 
and duty rosters, entailing no additional expenses 
for the hospital but putting an additional workload 
on nurses, in a  situation where there are already 
unfavorable nurse-to-patient ratios. In surgi-
cal wards in Poland, it is not uncommon to find 
8 to 20 (or more) patients per nurse, as hospitals 
do not observe nurse staffing standards [17]. The 
Polish healthcare system is likely to continue hav-
ing problems with the quality of pain management 
unless this issue is dealt with. Turkish nurses, for 
instance, cope with a  similar problem, with 8 to 
10 patients per nurse in surgical wards. Staff short-
ages are still a barrier to optimum patient care in 
developing countries but do not have to be a bar-
rier in developed countries [8].

Recent years have seen the development of 
new analgesic medications and advanced drug de-
livery systems. Interest in epidural anesthesia and 
patient-controlled analgesia (PCA) methods has 
grown. In Poland, pursuant to legislation regu-
lating the nursing and midwifery professions, on-
ly nurses who have completed a qualifying or spe-
cialization course in “Anesthesiological Nursing 
and Intensive Care” or a specialization course for 
nurses and midwives in “Acute Pain Therapy in 
Adults” are authorized to administer drugs. This 
is currently a serious problem since there are few 
nurses with adequate qualifications; therefore phy-
sicians need to be involved  [18]. Some hospitals 
are also affected by shortages of medications and 
specialist equipment, e.g. PCA pumps [19].

Some healthcare centers use no special tools for 
pain assessment, nor do they allocate enough time 
and space in the patients’ charts for documenta-
tion of pain intensity information [8]. In 2008, Ya-
nuka et al. demonstrated that the introduction of 
pain management protocols in emergency depart-
ments led to an increase in the percentage of pa-
tients receiving analgesia from 33.4% to 99% [20]. 
On average, patients in Great Britain are admin-
istered analgesic drugs only 3 h  46  min follow-
ing admission if the pain is moderate, and after  
1 h 12 min if the pain is described as severe [21]. In 
a retrospective study of charts, Somers et al. exam-
ined 262 children and found that the implementa-
tion of the protocol had led to a significant increase 
in the number of children who were administered 
analgesic treatment within 30 min of triage [22].

Another problem is associated with the way 
many healthcare systems are organized, affording 
limited access to medical specialists, pain manage-
ment centers or analgesics. A recent questionnaire 
conducted in the USA showed that there are about 
6 pain management specialists for every 100,000 
patients with persistent pain [21].

Healthcare  
Staff-Related Barriers
In the literature there are reports showing 

that, due to the subjective character of pain, the at-
titudes and convictions of medical staff may con-
tribute to insufficient pain management. Since 
the late 1990s, scientific research has shown that 
the majority of healthcare professionals have be-
low-average knowledge and skills related to pain 
management. The educational programs in most 
medical, nursing and pharmaceutical colleges do 
not include pain management issues to an extent 
adequate to the needs. Experienced physicians 
and nurses do not have adequate motivation to 
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broaden their knowledge of pain  [16]. Addition-
ally, doctors and nurses are not able to work as 
a  team, which is a prerequisite for ensuring good 
quality pain management in hospitals. Elcigil et al. 
demonstrated in their study that out of 247 nurses 
examined, 70% had difficulty contacting or com-
municating with physicians to discuss patients’ 
pain management [8].

Physician-Related Barriers
Among the most difficult barriers to effec-

tive pain management to overcome are the man-
agement patterns in experienced physicians as op-
posed to novices [16]. In the study by Elcigil et al., 
two of the most frequent physician-related barri-
ers were a  lack of regular and consistent pain as-
sessment by physicians (63%), and their indiffer-
ence to the problem (54%)  [8]. In Great Britain, 
in spite of national guidelines on the management 
of pain disorders, a  study by Lewis et  al. showed 
that they were not sufficiently followed by practic-
ing physicians [23]. An analysis of available stud-
ies shows that clinicians very often understate the 
level of pain in patients and demonstrate a distrust 
of pain rating by nurses [8, 24, 25]. Wallace et al. 
point out that physicians’ inadequate knowledge 
remains a significant barrier to pain management, 
as clinicians do not seem to notice the gaps in their 
knowledge or the need to fill them [8, 26]. A fre-
quent reason for inadequate pain management in 
emergency departments is the conviction that an-
algesia conceals clinical symptoms, which may 
lead to worse treatment outcomes  [20, 27]. Over 
three quarters of physicians postpone the adminis-
tration of opioid analgesia to patients until a surgi-
cal consultation is carried out [20]. Physicians are 
reluctant to prescribe adequate analgesics because 
of concerns about possible addiction or overdosing 
in patients with delirium or dementia, for exam-
ple. The issue of inadequate pain management is 
regarded as a multifaceted one, but clinician-relat-
ed barriers are a principal cause for concern [28].

Nurse-Related Barriers
Lack of knowledge and lack of time for con-

tinuing education are the barriers to effective pain 
management most frequently mentioned by nurs-
es  [28]. In a  study of nursing textbooks concern-
ing the issue of pain management in the UK, Fer-
rell et al. found that only 0.5% of the total content 
concerned pain [7]. Workload is the key problem 
in pain management supervised by nurses. Nurses 
have no time to educate patients about pain, nor 

do they use non-pharmacological methods of pain 
management. Non-pharmacological methods of 
pain management remain a neglected therapeutic 
option [8, 28].

An analysis of the studies reveals that nurses’ 
opinions influence pain management and their use 
of analgesia [7, 8, 16]. A study by Coker et al. found 
that nurses significantly underestimate the assess-
ment of pain intensity and its consequences, the 
level of pain at rest and in motion as well as overall 
pain intensity [7]. In that study, only 15% of nurses 
declared that they administered pain management 
for 24 h a day, even though 79% of nurses thought 
that round-the-clock administration of medica-
tions was the recommended method in contrast to 
on-demand analgesic administration. There is evi-
dence that as a result of staff shortages and increas-
ing workloads, nurses put nursing procedures first 
in patient care, while attaching less importance to 
such aspects of care as pain management [28].

According to the recommendations of pain 
management societies, the most appropriate 
routes of analgesic administration are intravenous 
and oral, while studies and the authors’ own ex-
perience show that analgesics are more frequent-
ly administered by the intramuscular route, which 
very often applies to opioids. This route of drug 
delivery is chosen because of an inability to con-
nect the patient to a pulse oximeter to monitor any 
possible adverse effects of the drug.

Patient-Related Barriers
Pain management in certain special groups of 

patients, such as pregnant women, children and 
the elderly, can prove an extremely difficult task.

Pregnant women who experience pain are 
a special group of patients for physicians because 
of the conviction that the majority of analgesic 
drugs cross the trophoblast/placental barrier and 
may be responsible for many adverse reactions, in-
cluding fetal death, teratogenic effects, inhibition 
of intrauterine fetal growth, psychophysical devel-
opment disorders and increased incidence of can-
cer in the neonatal and infantile period [29].

Assessment of pain in newborn babies, infants 
and children with developmental disorders is par-
ticularly difficult. A  child’s perception and com-
municative abilities depend on their intellectual 
and social development. There are popular mis-
conceptions that infants are less sensitive to pain or 
have a limited capacity for remembering pain be-
cause of their immature nervous systems. A child 
suffers from post-operative pain in the same way 
an adult does. In fact, pain experienced in the neo-
natal period can intensify behavioral and affective 
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reactions during subsequent pain events. With re-
gard to older children, physicians may mistakenly 
consider the parents to be more reliable in assess-
ing pain intensity than the children suffering from 
pain themselves [30].

Inadequate management of acute pain can be 
more noticeable in elderly patients with cognitive 
disorders, depression, agitation, concomitant con-
ditions or social isolation, who fail to report all 
their symptoms and whose response to analgesics 
is different [31]. Dementia is a barrier to the esti-
mation of pain, as it is a  condition characterized 
by memory loss, personality changes and a loss of 
such functions as good sight, abstract thinking or 
linguistic abilities. Moreover, pain-related behav-
ior can be absent or difficult to interpret. Howev-
er, symptoms attributed to dementia may actually 
be associated with pain: Aggressive behavior, for 
instance, can be a defensive reaction on the part of 
people unable to express that they are in pain [32].

Due to sensory and perceptive disorders, el-
derly patients may find it difficult to complete nu-
merical pain rating scales from 0 to 10 [33–35]. El-
derly patients may underrate their pain because 
some patients mistakenly believe that pain is part 
of the normal ageing process. In other cases, such 
as cancer pain, the rating may be understated be-
cause of fear of disease progression. Patients may 
be affected by fatalism and the unjustified convic-
tion that if pain can be helpful in the diagnosis, 
then it must have therapeutic properties [6].

It is a popular but false belief that elderly peo-
ple do not feel pain as acutely as other groups of 
patients. Elderly patients are often affected by nu-
merous conditions and potential sources of pain 
that are likely to complicate interpretation of their 
pain symptoms  [36, 37]. This group of patients, 
and those who are less educated, may be reluctant 
to take analgesic medications for fear of adverse 
reactions or of becoming addicted  [17]. Accord-
ing to some studies, a frequent barrier to optimum 
pain management is elderly patients’ reluctance 
to cause trouble to the healthcare staff, which re-
sults in the non-reporting of pain symptoms. Pa-
tients may think that mentioning pain will divert 
doctors’ attention from the underlying disease; al-
so, the view that “good” patients do not talk about 

pain persists among the elderly [35, 38]. An analy-
sis of available multi-center studies shows that ob-
stacles to adequate treatment in Western countries 
include ethnic and racial discrimination, age and 
gender. Among the patients studied, women were 
administered more analgesics than men. In addi-
tion, elderly patients had to wait longer for pain 
medications and received much lower doses and 
smaller amounts of opioid analgesics [10].

Summary
The current review of the literature revealed 

a  number of factors limiting the possibilities of 
efficient pain management. These problems go 
beyond a  single hospital or even country; they 
are global problems. Despite available means of 
post-operative pain relief, they are still not suffi-
ciently used. Unsatisfactory cooperation between 
physicians and nurses and inadequate analgesic 
prescribing practices have a decidedly negative im-
pact on pain management [39]. Obstacles encoun-
tered by nurses could be alleviated by adequate 
professional cooperation between physicians and 
nurses; with this goal in mind, meetings should be 
organized for the two professional groups to dis-
cuss pain management issues and analyze suggest-
ed procedures. Insufficient pain management is 
not an insoluble problem [8]. Education is effective 
in removing the barriers to pain assessment and 
management. There should be regular and perma-
nent educational programs for all medical profes-
sionals participating in pain management [18, 40]. 
In developing countries, where healthcare resourc-
es are insufficient, it is vital to use evidence-based 
practices (EBPs). The implementation of EBPs in 
post-operative pain management may definitely 
improve the quality of medical services and health-
care. Post-operative pain management in Poland is 
in need of significant improvement; the Polish So-
ciety for Pain Research (PTBB) has therefore taken 
measures to implement post-operative pain man-
agement standards. What is now needed is further 
research into awareness of and attitudes toward 
pain management, as well as positive steps to sup-
port the development of adequate practices [18].
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