
ABSTRACT
Wound-related pain in people with chronic lower 
limb wounds is often underestimated and undertreat-
ed by clinicians1,2 (Briggs, Bennett, Closs, & Cocks, 
2007; Coutts, Woo, & Bourque, 2008). This paper 
provides an overview of the findings from a mixed 
methods study exploring the perceptions and experi-
ences of healthcare practitioners (HCP) on the as-
sessment and management of wound-related pain, 
in an effort to provide insights into the above deficit.

Aim
The aim of this study was to explore whether assess-
ments of wound pain are undertaken and what the 
barriers are to wound pain management, from the 
perspectives of HCP.

Method
This study encompassed two research activities (an 
HCP survey and focus groups). An explanatory, se-
quential mixed method design combining data from 
the survey and the focus groups was used for the 
study. 

Results
At present, there is no consistent method for the as-
sessment and management of wound-related pain. 
The key barriers to effective management of pain 
identified here are pain language, the attitudes and 
beliefs of HCP in relation to pain assessment and 
a lack of knowledge and skills in evidence-based 
practice in wound-related pain.

Conclusion
There is a need for a universal clinical multidimen-
sional wound pain assessment tool that incorpo-
rates clinical guidelines and prescriptive pathways 
for managing wound-related pain.

INTRODUCTION
Healthcare practitioners often underestimate wound-
related pain, as they do not perceive chronic wounds 
as a medical priority or life-threatening condition.3,4 
The presence of wound pain can be an indicator of 
ineffective wound management where the underlying 
causal pathology has not been identified or treated, 
or infection is present.5-7 Inadequate or inappropri-
ate interventions can contribute to persistent painful 
sensory inputs, which can result in delayed healing 
and a lack of patient compliance.8,9 Up to 80% of 
people with chronic wounds experience pain all the 
time, and half of them rate their pain as ‘moderate’ 
to ‘the worst possible’; they report that it is inad-
equately managed and, consequently, affects their 
quality of life.5,10-12 Pain in lower limb wounds has 
been shown to be associated with decreased energy 
levels, decreased mobility, sleep disturbance, depres-
sion, social isolation and decreased ability to manage 
normal daily work or activities.8,9,13 

The complexity of pain is influenced by many fac-
tors, including emotions, social background and 
the meaning of pain, along with beliefs, attitudes 
and expectations of both health practitioners and 
patients.14,15 Attitudes and beliefs are key determi- 
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nants of wound pain assessment and management. 
Generally, people with chronic pain are frequently 
stigmatised, and most do not gain access to appropri-
ate assessment and treatment of their pain.16 Health-
care practitioners often have preconceived ideas and 
place value their own judgements about the degree 
of wound pain a person is likely to experience17,18, 
and there are often differences among people’s per-
ceptions of the state of a wound and pain, with pain 
levels being underestimated.12,19,20 Furthermore, 
healthcare practitioners’ avoidance behaviours or 
denial of patients’ pain impacts some patients’ views 
that wound pain is something they have to suffer or 
manage themselves.21 Identifying healthcare practi-
tioners’ attitudes and beliefs that may contribute to 
poor clinical outcomes is relevant and integral for 
improving the quality of patient care.22

Knowledge and understanding of pain are an im-
portant part of what influences effective pain man-
agement. A number of studies have indicated that 
healthcare practitioners do not feel confident man-
aging patients’ pain due inadequate training(23-26), 
so they use denial to compensate for their lack of 
knowledge of wound pain management12, or they 
do not acknowledge the existence of patients’ wound 
pain.25,27 Improved understanding of wound-related 
pain, including the multidimensional aspects of pain, 
is critical for ensuring effective management. To date, 
there is a lack of insight into the reasons for poor 
compliance by healthcare practitioners related to pain 
assessment and the management of wound-related 
pain in clinical practice.  

AIM OF THE STUDY 
This paper reports the integration of findings of a 
mixed-methods study that aimed to explore what the 
barriers were for the assessment and management of 
wound-related pain, from the perspective of health-
care practitioners. 

METHODS
An explanatory, sequential design using the mixed 
methods framework of integration through the con-
nection of data was used for this study. The sequential 
models involved carrying out components of stud-
ies to inform subsequent phases. Both quantitative 
and qualitative approaches were applied to explore 
healthcare practitioners’ assessment and management 
of chronic wound pain. Two phases of data collec-
tion and analysis were undertaken to explore the re-
search question. This study followed the framework 

described by Creswell and Plano Clark28 of integrat-
ing data by building on the results obtained from one 
approach to inform the data collection of the other 
approach. Then, a triangulation method was applied 
to integrate and synthesise the data. The study began 
with a quantitative survey to identify current practic-
es in wound pain assessment. The data and findings 
from this phase of the study highlighted several bar-
riers to wound pain assessment that required further 
exploration and which informed the development of 
a qualitative method in Phase Two of the study. The 
quantitative data guided the approach and interview 
questions when conducting focus groups to explore 
healthcare practitioners’ views in greater depth and 
to identify the key themes of enablers and barriers to 
wound pain assessment and management. 

In Phase One (quantitative), a cross-sectional survey 
was conducted among healthcare practitioners in-
volved in wound care. The self-administered survey 
tool consisted of structured questions with pre-coded 
responses, though some questions provided an open 
option for comments. There were three sections in 
the survey: (i) general characteristics, (ii) wound pain 
assessment and (iii) wound pain management. The 
survey was sent to healthcare practitioners who were 
members of an Australian wound care organisation. 
Descriptive analysis was conducted using absolute 
(n) and relative (%) values for categorical data. Dif-
ferences among health professionals’ approaches to 
when and how wound pain was assessed were ex-
plored using chi-square statistics. Detailed informa-
tion about the methods and results of this study phase 
have been published previously.29 The findings of this 
study phase informed the subsequent phase of the 
study by determining how and when wound pain 
assessment was undertaken and whether there was 
consistency in professionals’ approaches to the as-
sessment and management of wound pain. 

To attain a contextual understanding of wound pain 
assessment and management practices, Phase Two 
(qualitative) of the study used focus groups of health-
care practitioners and enabled a purposive sampling 
of clusters of focus group participants representing 
various professions working in wound care and in dif-
ferent work settings (community, domiciliary, acute 
and tertiary hospitals) to further illustrate elements 
of their wound pain practices. Guided in-depth in-
terviews with four focus groups were conducted to 
explore the healthcare practitioners’ views in greater 
depth and to identify and describe key themes of 
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the enablers and barriers to wound pain assessment 
and management. This allowed for the identifica-
tion and bridging of the gap between the results of 
Phase One and the comparison of practices reported 
by participating clinicians. A total of 40 healthcare 
practitioners participated in the focus groups; 53% 
were nurses, 27% were podiatrists and 20% were 
wound care specialists.

Ethical approval for the two phases of the research 
was obtained from the Human Ethics Committees 
at each of the participating organisations and com-
plied with the ethical guidelines of the Declaration 
of Helsinki (2013). Written informed consent was 
obtained from all participants. 

RESULTS
The following reports the integration and interpre-
tation of the combined results of the study’s two 
phases. The survey of healthcare practitioners found 
no uniform process among them concerning how or 
when wound-related pain is assessed.27 A combina-
tion of assessment tools and methods was applied 
based on the patient’s cognitive and language abilities. 
The most frequent approach to identifying pain was 
talking to the patient about their wound pain experi-
ence, while the most commonly used pain assessment 
tool was the Numerical Rating Scale.47 Wound pain 
assessments were conducted during the initial assess-
ment of the patient, but subsequent assessments at 
review appointments or wound dressing changes were 
inconsistent, as were the assessment methods. In most 
healthcare settings, pain assessments were aimed at 
minimising procedural pain associated with chronic 
wounds, but assessments were often not performed 
for persistent wound-related pain. 

Three themes emerged from the focus groups com-
prising all types of healthcare professionals: pain 
language, workplace behaviours and knowledge and 
skills.  

The language used by healthcare practitioners to 
ascertain patients’ pain intensity and experiences 
was identified as a barrier to assessing and manag-
ing wound pain. How healthcare practitioners and 
patients talk about pain was reported by participants 
as having a significant impact on the communication 
of pain. Participants reported that the language used, 
the interpretation of pain scales and pain descriptors 
all varied among healthcare practitioners, patients 
and carers. Patients’ understanding and interpreta-

tion of pain levels were identified as a fundamental 
problem. Further, healthcare practitioners reported 
that determining how to use the pain scale was quite 
arbitrary, as the meanings of words vary among peo-
ple. The challenge was even greater with cognitively 
impaired patients and those who for whom English 
is a second language. 

A diversity of assessment methods was associated with 
variations among healthcare delivery systems, staff 
attitudes and beliefs and a lack of knowledge of the 
importance of the identification and management 
of pain in wound healing. Workplace behaviours, 
such as workload requirements, work protocols and 
work cultures, determine when and how wound pain 
assessment procedures occur. Many participants re-
ported that they do not regularly assess pain, as they 
cannot treat it; this was commonly reported as a 
reason for the lack of pain management by nurses 
and podiatrists in general. The inability to manage 
wound-related pain was reported to be a result of 
participants’ limited scope of practice and lack of 
knowledge on how to manage pain. Some reported 
lacking knowledge about the characteristics of chron-
ic pain and the confidence to determine the cause 
of pain, including distinguishing between physical 
and emotional pain, and the appropriate use of pain 
medications, particularly in older populations. One 
notable reported influencing factor was the lack of 
clinical guidelines and prescriptive pathways for man-
aging pain within their scope of practice. 

DISCUSSION
This study confirms that healthcare practitioners do 
not consistently assess wound-related pain in chron-
ic lower limb wounds; this is directly linked to the 
barriers identified related to the inability to manage 
wound pain effectively. No standardised assessment 
tool exists among wound practitioners as to how the 
assessment of wound-related pain is undertaken. This 
supports the findings of a scoping review that de-
termined that multiple pain assessment instruments 
are used for pain caused by lower extremity wounds, 
but, at present, there is no validated assessment tool 
suitable for wound-related pain.30 

Pain language was identified as a key issue in the 
assessment and understanding of patients’ wound 
pain. Pain terminology and word descriptors are sub-
jective and open to interpretation, as the meanings 
of words differ among people.31,32 How healthcare 
practitioners and patients talk about pain impacts 
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their communication about pain. Studies have shown 
that asking the right question may elicit information 
on the presence of pain33, and when using validated 
assessment tools, patients’ reports of pain prevalence 
increase, compared to a single question about the 
presence of pain.31,32

While many healthcare practitioners are aware of 
wound pain and related issues, there are consider-
able variations in practices for assessing pain in the 
primary care setting, and the importance of persistent 
wound related pain is under-estimated.6,7,23 In this 
study, participants indicated that most healthcare 
settings have no uniform process for how and when 
wound-related pain is assessed, and regular assess-
ments for persistent wound related pain are not con-
sistently performed. Variations in assessment prac-
tices were attributed to workplace behaviours such 
as workload requirements, work protocols, attitudes 
and beliefs about pain and a lack of knowledge and 
skills to manage the pain. These explanations are in 
concordance with the theory proposed by Smith et 
al.34 of habituated behaviours of health professionals, 
which suggests that health professionals’ behaviours 
are shaped by beliefs or contextual factors, such as the 
characteristics of a condition or illness, external policy 
and organisational support and a lack of knowledge. 
In addition, the effectiveness of organisational in-
frastructure recognised how difficult it is for health 
professionals to implement evidence-based practices 
into their daily practice when organisational barri-
ers exist.34 

The focus group results demonstrate that gaps in 
health systems’ performance and resources were 
contributing factors for the lack of chronic wound 
pain assessments. Time constraints and demanding 
workloads were also barriers to conducting pain as-
sessments. This is in line with a recent survey which 
noted the reasons why nurses do not conduct pain 
assessment, such as not having time, not thinking it is 
important and a lack of knowledge on rating scales.26

Healthcare practitioners’ avoidance behaviours or 
the ignoring of patients’ pain impacts patients’ per-
ceptions that wound pain is something they have 
to suffer or manage themselves.12,21,25 Avoidance 
behaviours result in poor practices, as these are also 
used as coping mechanisms for practitioners’ inability 
to manage pain.35-37 Young12 states that denial is 
used to compensate for nurses’ lack of knowledge 
of wound pain management and as a means of not 

acknowledging the existence of patients’ wound pain. 
Another perspective on ignoring pain, especially dur-
ing wound dressing changes, is that some healthcare 
practitioners use social defences, such as emotional 
distancing and denial, to protect themselves from 
feeling overwhelmed by inflicting pain on their pa-
tients. There are controversies in the literature con-
cerning whether emotional distancing is positive or 
negative.38,39 Emotional distancing is described as a 
coping strategy to protect oneself, but some argue 
that it might produce an artificial or inappropriate 
relationship between healthcare practitioners and 
their patients, hindering healthcare.40

Attitudes and beliefs are key determinants of wound 
pain assessment and management. Value judgements 
by healthcare practitioners influence whether pain 
assessment and management are implemented. The 
disparities between healthcare practitioners’ inter-
pretations of pain and the patients’ own reporting 
are based on personal and individual judgements41; 
this implies that healthcare practitioners have precon-
ceived ideas about the pain patients experience.12,14 
These assumptions, estimates and value judgments 
are based on the appearance and size of the wound, 
a wound’s aetiology and the patient’s behaviour.1,42,43 

Finally, the lack of education and knowledge is a sig-
nificant determining factor of poor pain management 
practices.18 Although the assessment of pain is one 
element of the problem, the root problem is frustra-
tion with not knowing what to do with assessment 
results. While healthcare practitioners have knowl-
edge of wound care, many studies on wound pain 
have concluded that practitioners involved in wound 
management often lack knowledge and understand-
ing of pain in wound healing.12,23,32 Many do not feel 
confident managing pain and, in particular, imple-
menting pharmacological interventions, due to what 
they believe to be inadequate training.4,18,25,44,45 The 
results of the present study support these conclusions. 
Furthermore, although several international guide-
lines exist on persistent wound pain management, 
the scope of practice for most healthcare professionals 
working with chronic wounds, such as nurses and 
allied health professionals, is limited by legislation 
and access to pain-relieving treatments or medica-
tions, which often must be prescribed by a medical 
practitioner.

In summary, to improve the practices of healthcare 
professionals and change their habituated behaviours, 
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it is necessary to apply an educational paradigm that 
consists of the triad of knowledge gain, skills acqui-
sition and behaviour change.46 In addition, further 
research is required to develop a universal clinical 
multidimensional wound pain assessment tool that 
incorporates clinical guidelines and prescriptive path-
ways for managing wound-related pain.

CONCLUSION
The findings of this study support the concerns ex-
pressed in the literature about the inadequate assess-
ment of wound-related pain in patients with chronic 
lower limb wounds. Several barriers to the assess-
ment and management of pain have been identified. 
From the healthcare practitioners’ perspective, these 
include the use of appropriate assessment tools, a lack 
of knowledge regarding pain and attitudes regard-
ing pain management. Whilst this study has dem-
onstrated a clear need for a systematic and universal 
approach to pain assessment, obtaining a consistent 
approach to pain management for this vulnerable 
client cohort will require more substantial re-engi-
neering of the healthcare system.  

S C I E N C E ,  P R A C T I C E  A N D  E D U C AT I O N

KEY MESSAGES
 n  This paper describes the perceptions and 
 experiences of healthcare practitioners and 
 patients concerning the assessment and 
 management of wound-related pain.

 n  The aim was to explore whether assessments 
 of wound pain are undertaken and what the 
 barriers are to wound pain management, from 
 the perspectives of healthcare practitioners.

 n  There is inconsistency among healthcare 
 practitioners regarding how and when 
 wound-related pain assessments are undertaken, 
 and regular reassessments are often not 
 conducted. 

 n  The identified barriers to effectively assessing  
 and managing wound pain were healthcare 
 delivery systems, staff attitudes and beliefs and a 
 lack of knowledge of the importance of the 
 identification and management of pain in wound 
 healing.
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