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P 
atients with cancer at the end of life often 
experience pain. Patients with advanced 
cancer report a higher frequency and inten-
sity of pain than patients with cancer at an 
earlier stage, with 20%–34% of those with 

advanced disease experiencing severe pain (Davis & 
Walsh, 2004). Pain is one of the most frequently re-
ported physical symptoms for patients with advanced 
cancer (Coyle, Adelhardt, Foley, & Portenoy, 1990; 
Dobratz, 2001; Vallerand, Collins-Bohler, Templin, & 
Hasenau, 2007) and, perhaps, the most distressing 
(Davis & Walsh, 2004; Mercadante, Villari, Ferrera, & 
Casuccio, 2006). To date, many patients are receiving 
end-of-life care in their own homes and the day-to-day 
responsibility of pain management ultimately falls on 
their family caregivers (Aranda & Hayman-White, 2001; 
Aubin et al., 2006; Lobchuk & Vorauer, 2003; Redin-
baugh, Baum, DeMoss, Fello, & Arnold, 2002; Vallerand 
et al., 2007). Pain management often presents as one of 
the most challenging aspects of the caregiver role (Val-
lerand et al., 2007). Part of this challenge is intervening 
for pain control, an ongoing issue for family caregivers 
because of the variability, number, and types of pain 
they are managing.

Background
Patients with advanced cancer often have many sepa-

rate types of pain, varying in intensity, frequency, and 
location (Davis & Walsh, 2004; Lema, 2001; Portenoy, 
1989). In fact, Twycross & Fairfield (1982) revealed that 
most patients with advanced cancer reported that they 
experience more than one type of pain; of these, 34% 
reported three or more types. Patients continue to expe-
rience and describe a number of distinct pains ranging 
from mild to severe in intensity (Davis & Walsh, 2004), 
and may, at times, have features of two different types 
of pain (e.g., nociceptive, neuropathic pain) (Christo & 

Purpose/Objectives: To describe the types of pain pa-
tients in palliative care at home experience and how family 
caregivers assess them and intervene.

Research Approach: Qualitative using grounded theory.

Setting: Family caregivers’ homes.

Participants: 24 family caregivers of patients with advanced 
cancer receiving palliative care at home.

Methodologic Approach: Semistructured interviews and 
field notes. Data analysis used Strauss and Corbin’s recom-
mendations for open, axial, and selective coding.

Main Research Variables: Pain, pain management, family 
caregivers, palliative care, and home care.

Findings: Caregivers assessed different types of pain and, 
therefore, were experimenting with different types of 
interventions. Not all family caregivers were able to distin-
guish between the different pains afflicting patients, and, 
consequently, were not selecting the most appropriate 
interventions. This often led to poorly managed pain and 
frustrated family caregivers.

Conclusions: The accurate assessment of the types of pain 
the patient is experiencing, coupled with the most appropri-
ate intervention for pain control, is critical for optimal pain 
relief as well as supporting the confidence and feelings of 
family caregivers who are undertaking the complex process 
of cancer pain management.

Interpretation: Nurses involved with patients receiving 
palliative care and their family caregivers should be aware 
of all types of pain experienced by the patient and how 
caregivers are managing the pain. Nurses should be knowl-
edgeable about different pain relief interventions to help 
family caregivers obtain accurate information, understand 
their options, and administer these interventions safely and 
effectively.
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Mazloomdoost, 2008). The pain they experience may or 
may not be a result of their cancer or their cancer treat-
ment (Christo & Mazloomdoost, 2008; Davis & Srivas-
tava, 2003; Portenoy, 1989; Turk, Monarch, & Williams, 
2002; Twycross & Fairfield, 1982; Twycross, Harcourt, 
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& Bergl, 1996). Family caregivers may be dealing with 
several sources of pain with different times of onset and 
different durations. Family caregivers may not always 
be able to recognize when the pain they are treating 
changes or a new one occurs. In fact, many caregivers 
struggle with managing new or unusual pain that de-
velops (Schumacher et al., 2002). However, studies on 
the types of pain they must manage and how they are 
treating them are lacking.

Many different treatments exist for cancer pain at 
the end of life. Radiation therapy, palliative surgery, 
palliative chemotherapy, and neural blockades are 
some examples of interventions that are being used in 
conjunction with a range of different medications by 
healthcare professionals (Chang, Janjan, Jain, & Chi 
Chau, 2006). Pharmacologic and nonpharmacologic 
interventions are used to relieve pain (Godfrey, 2005; 
Mobily, Herr, & Kelley, 1993; Snyder & Wieland, 2003), 
including alternative and complementary therapies 
(Yates et al., 2004). For healthcare professionals, the 
type of pain often dictates the type of treatment or ap-
propriate intervention. For example, neuropathic pain 
often is difficult to treat, reacting differently or not at 
all to opioids (Mercadante, Casuccio, Pumo, & Fulfaro, 
2000; Mishra et al., 2008; Seaman & Cleveland, 1999). 
Studies indicate that methadone (Gagnon, Almahrezi, & 
Schreier, 2003; Nicholson, 2004; Smith, 2004), gabapentin 
(Gilron et al., 2005; Smith, 2004), and pregabalin (Zareba, 
2005) are useful for neuropathic pain. On the other hand, 
nociceptive pain can be 
targeted by combining 
treatments such as opi-
oids, electrical modali-
ties (Binhas, Krakowski, 
& Marty, 2007; Seaman 
& Cleveland, 1999), or 
other medications. This 
highlights the fact that 
the type of pain experi-
enced by the patient is a 
prime consideration in 
the determination of the 
management of the pain 
by professionals.

A basic understanding 
of the types of pain, pain 
mechanisms, and pat-
terns of pain experienced 
by patients with cancer 
can help focus pain as-
sessment and, in turn, 
lead to targeted pain 
management strategies 
that are more effective 
(Coyle, 2006). Given this 
fact, family caregivers 

would benefit if they understood that different types 
of pain may need different treatment. Whether or not 
patients and family caregivers assess the type of pain 
and intervene differently for different types of pain 
is unknown. Although family caregivers need not be 
schooled on the pathophysiology of the pain being 
experienced by the patient, they should be able to dis-
tinguish the different types of pain the patient is feeling. 
If they are able to do so, they can treat each type of pain 
differently.

For healthcare professionals to provide assistance and 
offer the most appropriate support, more information 
is needed on how family caregivers are managing pain. 
Nurses are in a prime position to address the specific 
needs of these family caregivers (Dobratz, 2001; Firth, 
2006; Mazanec & Bartel, 2002; Whitecar, Jonas, & Clasen, 
2000) and have a fundamental responsibility to ensure 
pain relief (Cahana, Arigoni, & Robert, 2007).

This article presents some of the findings of a grounded 
theory study that generated a conceptual model of family 
caregiver pain management processes as they cared for 
patients with advanced cancer at home. This conceptual 
model is the Puzzle of Pain Management (Mehta, Co-
hen, Carnevale, Ezer, & Ducharme, 2010 (see Figure 1). 
The main research question was, “What is the process 
used by family caregivers at home to manage the pain of 
patients with cancer undergoing palliative care?” This 
article focuses on the secondary questions explored: the 
types of pain family caregivers were managing at home 

Drawing on Past ExperiencesStrategizing a Game Plan

Figure 1. The Puzzle of Pain Management: The Pain Management Process at Home
Note. From “Family Caregivers of Palliative Cancer Patients at Home: The Puzzle of Pain Management,” by 
A. Mehta, R. Cohen, F.A. Carnevale, H. Ezer, and F. Ducharme, 2010, Journal of Palliative Care, 26, p. 80. 
Copyright 2010 by Institut Universitaire de Gériatrie de Montreal. Reprinted with permission.
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and the interventions they were performing. Although 
several important processes were discovered, this article 
focuses on the process of “striving to respond to pain,” 
and, in particular, the subprocess of “implementing a 
strategy of pain relief.” It describes the types of pain 
family caregivers said they were managing, the pharma-
cologic and nonpharmacologic interventions they used, 
and how these were selected.

Methods
Methodologic Approach

Grounded theory (Strauss & Corbin, 1994) was the 
methodology used in this study. It has been described 
as a successful way to discover the main concerns of 
patients and their families and to identify the process 
whereby these are managed (McCallin, 2003). This also 
has become a methodology increasingly used in the 
study of nursing phenomena (Polit & Beck, 2004) and 
was deemed the most appropriate method to use in 
this study because available knowledge suggests that 
caregiver pain management in the home is a dynamic 
process.

Setting and Recruitment Procedure

The study was conducted from January 2006 to June 
2006 in an urban setting in Quebec, Canada. Approval 
was obtained from the ethics review boards of the or-
ganizations from which participants were recruited. 
The nurses and physicians of the supportive care team 
of a university teaching hospital and nurses from a 
homecare agency providing palliative care identified eli-
gible family caregivers willing to hear about the study. 
Once family caregivers expressed interest in the study, 
the principal investigator phoned potential participants, 
explained the study briefly and, if they agreed, made an 

appointment to meet them at their home to explain the 
study in more detail and obtain written informed con-
sent. Consistent with grounded theory, family caregivers 
were recruited using purposeful and then theoretical 
sampling.

Participants

Eligible family caregivers were those identified by the 
patient as the family member most involved with the 
management of their pain at home. Eligibility criteria 
included being age 18 and older, being able to speak 
and read English or French, and having given consent 
to participate in the study.

Data Collection

Data were collected using semistructured audiotaped 
interviews with family caregivers as well as written field 
notes. The interview guide was created by the authors, 
and the interviews included questions related to the 
types of pain the caregivers said they were managing, 
how they knew when it was time to intervene, the strat-
egies they used to reduce each type of pain, how they 
chose a strategy, and how they evaluated the success of 
their interventions (see Table 1).

Most caregivers were interviewed at two separate 
times approximately one week apart to discuss the 
findings, give them time to reflect, and ask clarifying 
questions as needed. Interviews were conducted in the 
family caregivers’ homes by the primary author and 
were usually 45–60 minutes in length.

Data Analysis

Strauss and Corbin’s (1994) framework of open cod-
ing, axial coding, and selective coding was used. During 
open and axial coding, important processes and subpro-
cesses were identified and relationships were established  

Table 1. Interview Guide: Family Caregiver Questions and Probes

Question Probes

Tell me about a specific time you 
thought your family member was 
in pain.

Tell me about that experience.

What did you feel and what did you think when you observed that your family member was in 
pain?

How did you know he or she was in pain? How did you judge how bad the pain was?
What made the pain worse? What made the pain better? 

Tell me about the types of pain you 
have to manage.

How do you differentiate between 
them?

How would you describe each one?
Tell me about how you feel about each one. Are some more worrying than others? Are some 

more challenging to manage?
How do you assess for each one? Are there particular cues you use to tell the pains apart?

Tell me about how you help to do 
something to help him or her when 
you feel they are in pain.

How do you feel when you do an in-
tervention (for each intervention)?

Tell me about how you decided how to help him or her. (Does it change depending on the 
kind of pain and where it is?) How was the intervention selected?

Tell me about how you know if it has worked (for each type of pain).
Tell me about any uncertainties you have when trying to help.
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between them. These processes were the ones that were 
selected for closer examination and were seen as most 
critical for the development of the theory. They were cen-
tral to the phenomenon of study and occurred frequently 
in the data (Strauss & Corbin, 1994). The processes were 
then integrated and helped formulate the theory during 
selective coding. This was aided by memoing, in which 
the researcher recorded her analysis, thoughts, inter-
pretations, questions, and directions for additional data 
collection, and constant comparison, through which the 
emerging ideas and processes were continuously com-
pared and used to guide the ongoing research (Strauss 
& Corbin, 1994).

A more detailed description of the methodology, 
including the sample, the data collection, and analysis, 
has been published in Mehta et al. (2010).

Findings
Sample

Most family caregivers participated in the study. 
Their mean age was 69 years. Sixteen family caregivers 
were women. Sixteen were spouses of the patient. The 
mean length of the family caregiving experience was 
2.2 years. They were caring for patients with differing 
cancer diagnoses and were from a variety of different 
ethnic backgrounds (see Tables 2 and 3).

Themes

Four main processes emerged to form the Puzzle of 
Pain Management: (a) a frame of “drawing on past ex-
periences,” (b) “strategizing a game plan” that included 
the subprocesses of accepting responsibility, seeking 
information, and establishing a pain management rela-
tionship, (c) “striving to respond to pain” that included 
the subprocesses of determining the characteristics of 
pain, implementing a strategy for pain relief, and verify-
ing whether pain relief strategies were successful, and 
(d) “gauging the best fit,” a decision-making process 
that joins the pieces of the puzzle.

This article focuses on the two subprocesses (deter-
mining the characteristics of pain and implementing a 
strategy for pain relief) of “striving to respond to pain” 
that together represent the processes family caregivers 
actively engage in with the patient as they work toward 
obtaining pain relief. The subprocess of verifying the 
success of pain relief strategies is explained in Mehta 
et al. (2010).

Determining the Characteristics of Pain

Critical to the subprocess of determining the charac-
teristics of the patient’s pain was the family caregiver’s 
exploration of the type of pain the patient had. They 
assessed the quality (e.g., tolerable, excruciating, stab-

bing), the duration (e.g., lasting for a few minutes, it lasts 
all day long), the frequency (e.g., it comes and goes), and 
the location of the pain. Some family caregivers reported 
pain that was localized in one area, others pain that 
moved around. This differed depending on the type of 
cancer and whether the pain was related to the cancer 
or attributed to another underlying cause. Instances 
also occurred where more than one location was noted 
for the pain, and instances where different areas were 
painful at the same time. For some family caregivers, 
these assessments had a great influence on the types of 
interventions that were selected for pain relief, because 
some caregivers based their pain management strategies 
on what they determined the characteristics of pain to 
be. Other caregivers, who were less refined in their abili-
ties to thoroughly assess and differentiate types of pain, 
often treated them similarly. This, at times, resulted in 
less than optimal pain relief.

The following example illustrates that some family 
caregivers managed more than one type of pain and 
pain in multiple locations.

She has different types of pain. She has the pain 
that starts in her stomach like sometimes when she 
can’t digest certain foods. So we just avoid them 

Table 2. Sample Characteristics of Family Caregivers

Characteristic
—
X     Range

Age (years) 69 25–90
Caregiving experiencea 2.2 years 2 weeks–20 years

Characteristic n

Gender
 Female 16
 Male 8
Relationship to patient
 Wife 10
 Husband 6
 Daughter 4
 Brother 1
 Niece 1
 Son 1
 Sister-in-law 1
Self-described ethnic background of caregiver
 Jewish 4
 White, Anglo-Saxon, Protestant 4
 Scottish 3
 British 2
 Egyptian 2
 French-Canadian 2
 Irish 2
 Italian 2
 European 1
 French 1
 Portuguese 1
Family caregivers who were healthcare 
professionals

3

N = 24
a Median length of caregiving experience was one year.
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altogether. If she does happen to have something 
gritty like a grainy piece of toast that falls into her 
stomach, she has an excruciating sense of a rock 
sitting in her stomach, which is not very good. She 
has these sharp little needle pains in her liver area 
and the pain that radiates from her stomach area 
down her left side into her back. And her back, 
her back pain is quite like a scratching type of pain 
and it’s pretty much, it was pretty much just the 
lower back that was affected. Now it’s pretty much 
spread throughout her back. . . . Because she had 
stopped taking her laxatives and her stool softeners 
and I guess it was just a question of her bowels not 
moving at all. . . . It’s hard to distinguish between 
the bowel pain and the cancer pain. But the cancer 
pain is definitely the lesser of the two.

The bolded text highlights the fact that the types of 
pain may be in different areas and may be related to the 
cancer or the side effects of medications. In some cases 
it is unrelated to cancer or its treatment. Other sources 
of pain were accidents or injuries, wounds, and consti-
pation. The data revealed that, although pain from a 
tumor often was the main source of distress and the fo-
cus of much of the pain management, family caregivers 
needed to manage different types of pain caused by a 
variety of factors.

Implementing Strategies for Pain Relief

All of the patients in this study were taking at least one 
or more medications for pain and many also were on 
several nonpain medications. The most frequent imme-
diate response following the assessment that the patient 
was in pain was the pharmacologic treatment of the 
patient’s pain, regardless of the type of pain.

Pharmacologic strategies: Some family caregivers 
felt that giving medication was the only strategy that 
would successfully relieve pain. These caregivers did 

discuss the other options available to them and tried, 
at first, to implement a range of different interventions, 
but found that pain medication was the only thing that 
worked effectively and quickly. This, then, became the 
sole intervention that they were confident in using 
when they observed the patient in pain. In fact, some 
family caregivers considered medications to be a suc-
cessful strategy for pain relief almost all of the time. In 
contrast, others felt that pain control was not attainable 
by their current pharmacologic regimens. For example, 
family caregivers caring for patients experiencing severe 
neuropathic pain felt no intervention could completely 
relieve the pain. They were able to assess that the pain 
was neuropathic and recognized that they were unable 
to implement any strategies for pain relief to help them. 
In these cases, they were seeking interventions beyond 
medications such as “cutting . . . or blocking the nerve.”

Nonpharmacologic strategies: Overall, regardless of 
the type of pain, most family caregivers were using pain 
medications as their primary intervention. Still, non-
pharmacologic interventions were used frequently as 
well for varying reasons. Some examples of nonpharma-
cologic strategies described by family caregivers were 
distraction, massage, being present, positioning, and 
applying heat or cold (see Table 4). Such interventions 
were either used in conjunction with medications or 
independently depending on the situation and the type 
of pain. All of the nonpharmacologic strategies were 
rarely used alone, but rather were coupled with other 
interventions or were one of many strategies that the 
family caregivers experimented with. Also of interest 
was that many family caregivers took the initiative to 
use nonpharmacologic strategies based on intuition. In 
fact, some family caregivers invented their own non-
pharmacologic approaches to managing the patient’s 
pain.

Alternative pain relief strategies: Examples of ad-
ditional alternative interventions were mentioned by 
family caregivers in this study. Of note were the motiva-
tions discussed by the family caregivers who chose to 
use such interventions. In each of these cases, the family 
caregiver had reservations (either about side effects or 
related to their beliefs) about the medications that their 
family member was taking.

Overall, both pharmacologic and nonpharmacologic 
strategies were used for pain management. Some family 
caregivers preferred starting off with interventions that 
did not involve medications to avoid the side effects 
they noted because the medications were unsuccessful 
or because they felt the pain was not severe enough to 
warrant them.

In all cases, family caregivers linked the process of 
“determining the characteristics of pain” to “implement-
ing a strategy of pain relief.” Their assessments of the 
type of pain, frequency, quality, location, and duration 
helped them decide their course of action. For example, 

Table 3. Sample Characteristics of Patients

Characteristic
—
X     Range

Age (years) 69.8 52–89

Characteristic n

Type of cancer
 Breast 4
 Pancreatic 4
 Prostate 3
 Colon 2
 Lung 2
 Other 9
Gender
 Male 12
 Female 12

N = 24

D
ow

nl
oa

de
d 

on
 0

5-
18

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



E42 Vol. 38, No. 1, January 2011 • Oncology Nursing Forum

the intensity of the pain (e.g., not severe) determined the 
use of a nonpharmacologic intervention such as distrac-
tion instead of medication.

How strategies are selected: The following two ex-
amples illustrate how some family caregivers selected 
from among a number of different pain relief strategies 
dependent on the type of pain, whereas others used 
the same strategy for all types of pain. One woman 
assessed for the type of pain her husband had, then 
intervened accordingly. If she assessed that he had hip 
pain (secondary to a fall), she used warm compresses 
or suggested a hot bath. In the cases where she felt his 
bone pain was causing the discomfort, she preferred the 
use of medications. She also mentioned how different 
positions helped her husband with his different types of 
pain (e.g., bedsore on his coccyx). He also had stabbing 
pain in his lower back and shooting nerve pain down his 
legs. She tried to relieve the pain of these latter two us-
ing position changes. Her ability to assess, distinguish, 
and treat the different types of pain was related to her 
past experiences as a healthcare professional and as a 
family caregiver to her mother with cancer.

At the other extreme was a family caregiver who 
used the same intervention regardless of the type of 
pain the patient reported. She correctly used heat to 
manage arthritis but also used it for all of the pains 
the patient had, including the cancer pain, secondary 
to breast cancer, that she described as pain that was 
“deeper in the chest . . . because it’s breast cancer.” She 

said she “just used our [heated] bean bag in an attempt 
at pain control.” She also used heat for headache pain, 
and offered this suggestion: “They should wear a small 
[heated] towel around their neck or a warm bean bag 
if they have a headache.” She used the same strategy 
indiscriminately for all types of pain. Again, it was her 
own past experience, in this case using heat for her own 
pain, that prompted her to assume it would be success-
ful as an intervention for the patient’s different pains. 
In this case, it was not always an effective strategy for 
pain relief, except for the pain caused by the arthritis.

Overall the results showed that, although the knowl-
edge of basic pathophysiology and the ability to distin-
guish the types of pain certainly helped some family 
caregivers with pain management, it was not necessary 
for pain control. However, it may have explained those 
family caregivers who felt they achieved optimal pain 
relief and felt more comfortable and confident with their 
abilities to engage in the pain management processes. 
These family caregivers had been managing pain for 
longer periods of time, had strong pain management 
relationships with their healthcare team, felt they had 
received adequate and accurate information, and had 
past experiences with pain (personal or professional). 
Past experiences can lead either to the use of the same 
thing all the time or different things for different pains.

Once the interventions were selected and then carried 
out, family caregivers verified the degree to which pain 
relief strategies were successful. In this way, over time, 

Table 4. Intervention Strategies for Pain Relief

Intervention Examples Reasons

Alternative Homeopathy, vodka, Chinese oil Beliefs about medications: “It just made him 
drugged up or whatever. To me that’s not good 
management of pain to be always in a stupor 
sort of thing. You like to have pain management 
until you have no pain but you can still function 
day to day.”

Nonpharmacologic Distraction: “There were family pictures in there. We were 
looking and we were laughing. . . . I just try to take her 
mind off so she’s not thinking about the pain so much.”

Massage: “Massaging her back, her coccyx, makes the pain 
better.”

Being present: “When she has her terrible, terrible pain that 
makes her cry, of course I stay next to her . . . from the mo-
ment she has pain, I’m beside her, I don’t leave her. I talk to 
her, I touch her . . . I tell her ‘in a moment, it will be better.’”

Positioning: “For the stabbing and shooting pain, it’s just usu-
ally lying still and keeping his legs elevated. We put him on 
an antispasmodic for the shooting pain to see if that could 
help . . . but mostly it’s just positioning, not moving.”

Heat or cold: “I just used a [heated] bean bag in an attempt 
at pain control.”  

Medications not successful: “My body is im-
mune to pain killers.”

Pain intensity: “More severe [pain]; then you 
knew that you couldn’t do any of these [non-
pharmacologic] things [distraction or massage].”

Side effects: “They want to keep her stoned and 
stupid. Stoned and stupid is what they want?”

Beliefs: “Medication is poison.” “Morphine 
means . . . the end.”

Experience over time: “Sometimes you don’t 
need to medicate. You know sometimes it 
could be another reason that’s causing the pain 
. . . you can’t act on it immediately. Sometimes 
you have to wait and see what’s causing it.”

Pharmacologic Various medications: Continuous-release morphine, hydro-
morphone, fentanyl

“It’s the only thing that works.” “Sometimes 
there’s nothing you can do about [the pain] ex-
cept give drugs.”
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many family caregivers were able to develop increased 
confidence and comfort levels with their selection of 
pain control interventions.

Discussion

This article focuses on that part of the conceptual 
model put forth as the Puzzle of Pain Management that 
describes the family caregivers’ processes of developing 
and joining the process puzzle pieces of “determin-
ing the characteristics of pain” and “implementing a 
strategy for pain relief.” Although little evidence in the 
literature has indicated that family caregivers make 
links between assessment and management of advanced 
cancer symptoms, including pain (McMillan & Small, 
2007), the results of this study suggest that many fam-
ily caregivers are making such links. Many (but not 
all) family caregivers used the information from pain 
assessment to create and implement pain management 
interventions and plans.

The finding that patients with cancer had many 
types of pain in differing sites is consistent with previ-
ous work (Lema, 2001; Portenoy, 1989; Twycross et al., 
1996). It already has been noted that “central to the 
management process is recognition of different types 
of cancer pain, which have their own individual man-
agement emphasis” (Kenner, 1994, p. 1272). Overall, 
the type of pain experienced by the patient should be 
of prime consideration in the determination of the pain 
management. However, the results of the current study 
showed that this was not always the case because not 
all caregivers were distinguishing the different types 
of pain the patients had. In addition, the results of the 
current study showed that managing several different 
types of pain often was a complex process requiring 
separate assessments, interventions, and follow-up for 
each type of pain. These different pains, at times, oc-
curred simultaneously, requiring some family caregivers 
to implement multiple strategies at a given time. Their 
ability to do that was an important finding because they 
reported that, at times, this made the difference between 
controlled and uncontrolled pain.

Some family caregivers spoke of the need to treat 
different pains and severities differently, without neces-
sarily labeling it nociceptive or neuropathic. However, 
these findings did suggest that a possible link exists 
between an increased knowledge of the pain mecha-
nisms and better pain management by confident and 
knowledgeable family caregivers. This highlights the 
fact that other pain management processes (e.g., seeking 
information, past experiences) that are part of the Puzzle 
of Pain Management are important to evaluate as well, 
because they influence a family caregiver’s assessment 
and subsequent interventions for pain relief.

Pain medication and nonpharmacologic strategies 
such as distraction were used quite often. This was an 

important finding because other studies have shown 
that pharmacologic strategies were sometimes unde-
rused by family caregivers caring for patients in pain 
(Yates et al., 2004). A few studies examined family 
caregivers’ knowledge and use of nonpharmacologic 
interventions for pain relief despite the fact that the 
combination of pharmacologic and nonpharmacologic 
pain interventions ensures optimal pain relief (Ardery, 
Herr, Titler, Sorofman, & Schmitt, 2003; McCaffery, 
1990; Mobily, 1994; Mobily et al., 1993; World Health 
Organization, 2007). Such studies are needed because 
some family caregivers in this current study reported 
that they had not been informed of or taught about non-
pharmacologic strategies, and often had to be creative 
in their choice of nonpharmacologic interventions. This 
supports earlier findings that family caregivers are still 
learning about such interventions through trial and er-
ror (Given, Given, & Kozachik, 2001; Mazanec & Bartel, 
2002) and suggests that, perhaps, a greater emphasis is 
needed on educating family caregivers about strategies 
other than medication.

Limitations

Although valuable information was obtained from this 
study about the pain management experience for family 
caregivers of patients with cancer receiving palliative 
care in the home environment, the results only reflect the 
experience of a limited portion of this population. Family 
caregivers who did agree to participate may have had 
more concerns related to pain, poor pain management, 
and uncontrolled pain than those who did not participate. 
On the other hand, those family caregivers caring for 
patients with severe pain requiring more care may have 
been unable to participate in the study based on their lack 
of time and ability to participate. Therefore, the described 
processes may not accurately address the process experi-
enced by all family caregivers who are trying to manage 
cancer pain at home.

Nursing Implications
As family caregivers strive to respond to pain, their 

assessment, intervention, and evaluation skills related 
to pain management differ. To respond to this, nurses 
must include an assessment of the caregivers’ past 
experiences, the types of pain they are managing, 
their current pain control practices, and their need for 
information. With an established baseline, nurses can 
tailor the teaching of interventions to the specific needs 
identified by the family caregivers instead of proceeding 
with a predetermined standardized plan that may not 
be suitable for a particular family caregiving situation. 
The consequences of not doing this often includes poor 
pain control, feelings of helplessness and frustration by 
the family caregiver, and a strained relationship with 
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the healthcare team. These implications stem directly 
from the framework of the Puzzle of Pain Management.

Understanding and being able to teach or support 
interventions related to pain control is critical for 
nurses because they can then offer support to family 
caregivers. This can only be done if the nurse un-
derstands the process used by the family caregiver 
to select their interventions. This study showed that 
the process by which family caregivers select their 
interventions is related to the process of determining 
the characteristics of pain. Assessing for the types of 
pain is a vital part of this assessment. Nurses must 
assess whether the family caregivers are recognizing 
the different causes of pain, are treating all the pains 
experienced, and are treating them appropriately. The 
nurse’s involvement in this must be at the onset of 
a family caregiver accepting responsibility for pain 
management and should be ongoing to keep abreast 
of any new pain that may present itself and to monitor 
the success of the family caregiver’s pain relief strate-
gies and any new strategies they may try or want to 
try. To achieve optimal pain control, ongoing provision 
of information, support, and monitoring of family 
caregivers is critical to ensuring that all types of pain 
are assessed and addressed.

Overall, what is required are individualized pain 
management care plans that incorporate the specific 
pain control needs of the patients and outline the most 
appropriate pain relief methods that take into account 
the family caregiver’s knowledge of the types of pain 
the patient has and his or her current treatment plan in 
the context of the family caregiver’s past experiences. 
Modifications to existing strategies or additions to them 
can be made accordingly. Additional studies would be 
beneficial so new data can be compared, incorporated, 
and even change the existing theory. The Puzzle of Pain 
Management can be adapted by additional studies and 
strengthened by new information.

Conclusion

Understanding the Puzzle of Pain Management al-
lows healthcare professionals to gain insight into the 
processes involved as family caregivers manage pain 
at home for patients with advanced cancer. These 
caregivers are managing different types of pain and are 
experimenting with different types of interventions. 
Some are linking their interventions to the type of pain; 
others are not, despite the importance of doing so. 
Support, information and resources can and should be 
provided by nurses to enable these caregivers to suc-
cessfully engage in the different processes involved in 
pain management and integrate them for the sake of 
their own health and that of the patients. The accurate 
assessment of the type of pain the patient is experienc-
ing, coupled with the most appropriate intervention 
for pain control, is critical for optimal pain relief. It also 
is key to promote confidence and feelings of support 
in family caregivers who are undertaking the complex 
process of cancer pain management in their own homes.
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