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A B S T R A C T

Introduction: Post-operative pain is themost prevalent type of acute pain. Nurses are the health care professionals
who most frequently assess pain, as well as evaluating the patient's response to pain management treatment and
monitoring for the occurrence of adverse events. Thus, to improve outcomes and quality of care, the interventions
used by nurses should be based on best practices.

Objectives: The aim of this project was to implement best practices in post-operative pain management in an
intensive care unit.

Methods: This evidence implementation project was conducted in a hospital for the surgical treatment of
orthopedic diseases and trauma. The project followed the JBI Evidence Implementation Framework. The project
used JBI PACES software as well as JBI's Getting Research into Practice (GRiP) audit and feedback tools to develop
eight audit criteria for the baseline and follow-up audits.

Results: The baseline audit showed that Criteria 3 and 6 had low compliance, with few patients having
documented plans and goals, and receiving multimodal analgesia in the ICU, respectively. Criteria 7 and 8, which
assessed the use of opioids and follow-up by a pain specialist, revealed compliance of 60% and 50%, respectively.
Criterion 3 improved from 0% to 20%. Criteria 6, 7, and 8 also improved, rising to 30%, 22.8%, and 50%, respectively.

Conclusion: The project improved compliance with best practices in post-operative pain management. Further
studies are needed to ensure the project's long-term sustainability.

Keywords: critical care nursing; evidence-based practice; implementation science; pain management; post-
operative pain
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What is known about the topic?
� Post-operative pain in the ICU is multifactorial and has a

high prevalence.
� Pain management should include the use of validated tools

for multimodal assessment and analgesia.
� Nurses are the health care professionals whomost frequently

assess pain, as well as evaluating the patient's response to
pain management treatment and monitoring for the
occurrence of adverse events. Therefore, they must be up
to date and trained on best practices in pain management.
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What does this paper add?
� Despite advances in care, few studies have focused on

management that incorporates best practices.
� The use of multimodal analgesia for painmanagement in ICU

patients is challenging for the nursing team.
� Positive results were recorded with the use of educational

strategies to raise awareness and change behavior of the
nursing team regarding pain management.
aut
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INTRODUCTION

T he International Association for the Study of Pain
defines pain as “an unpleasant sensory and

emotional experience associated, or similar to that
associated, with actual or potential tissue damage."1
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Post-operative pain is the most prevalent type of
acute pain. It is reported that 80% of surgical patients
experience post-operative pain, and the frequency
and intensity are greatest from the first to the fourth
post-operative day. In this sense, post-operative pain
management should be a priority in the care of
these patients. When pain is not properly controlled,
the patient becomes predisposed to chronic post-
operative pain, which can have a significant impact on
quality of life.2

About one-third of post-operative patients are
admitted to surgical intensive care units after an
elective or emergency surgical procedure. For many
years, mortality or survival rates dominated outcome
measures for critical care. Recently, with a shift in
focus to patient-centered care, together with the use
of international accreditation recommendations,
measures such as pain assessment and pain manage-
ment have become equally relevant.3,4 Furthermore,
pain seriously affects a patient's quality of life and can
interfere with the recovery of functional capacity.5

Unrelieved post-operative pain can reduce patient
mobility, resulting in complications such as deep vein
thrombosis, pulmonary embolism, or pneumonia. In
addition, post-surgical complications related to inad-
equate pain management affect hospital perfor-
mance due to long periods of hospitalization and
readmissions, which increase the cost of treatment.6

Improving the quality of health care refers to
obtaining better results through changes to practice,
incorporating technical elements that can be stan-
dardized in each context. Therefore, pain quality
indicators play an important role in assessing the
structure, process, and results of care provided to
patients in pain. Structure refers to the setting in
which the care takes place and involves structural
and organizational characteristics. Process represents
what is actually done during the provision of this care,
while the results refer to the effects of care in im-
proving pain and optimizing practice.

Nurses are the health team professionals who
evaluate pain most frequently, as well as assessing
the therapeutic response to treatment and monitor-
ing for the occurrence of adverse events. Among their
various roles, they assist with determining the pain
management treatment and propose non-pharmaco-
logical strategies. They prepare the patient for
treatment, involving the caregivers as well, from the
moment of admission to hospital discharge. From a
managerial point of view, adequate pain management
JBI Evidence Implementation � 2024 JBI
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reflects the quality of care, and its monitoring is re-
commended by national and international accrediting
institutions.

Despite advances in care, few studies have focused
on management that considers the implementation
of improvements.7,8 The best practice recommenda-
tions used in this project were based on a JBI evidence
summary on post-operative pain management, as
well as evidence from two systematic reviews with
a meta-analysis, three clinical guidelines, and two
expert opinion papers.9 These recommendations em-
phasize patient education; individual treatment goals
and plans; patient assessment for comorbidities, his-
tory of chronic pain, substance abuse, and previous
post-operative management regimen; use of a vali-
dated tool to assess pain; and use of multimodal
analgesia for pain control. This should include the
use of various analgesic medications combined with
non-pharmacological interventions. Patients receiv-
ing systemic opioids should be monitored for seda-
tion, and institutional policies and procedures should
guide the management of pain after surgery.

The implementation project was undertaken at the
ICU in a reference center in Brazil for medium- and
high-complexity surgical treatment for orthopedic
diseases, trauma, and the rehabilitation of associated
musculoskeletal pathologies. Highly complex surger-
ies account for 40% of the total surgeries, and
the post-operative period is performed in the ICU.
The center has a total of 314 beds, with 16 ICU beds.
The center also has an interdisciplinary team special-
izing in pain management, which assesses patients in
different wards of the hospital. In cases of chronic
pain, the hospital has a structured outpatient pro-
gram for the management of these patients.10

Therefore, post-operative pain management was
selected as the topic of this study, as pain control is
always a challenge for the ICU nursing team, delaying
hospital discharge, and leaving the patient more sus-
ceptible to risks and the occurrence of adverse events.
OBJECTIVES
The main objective was to improve post-operative
pain management by nurses in an ICU. The specific
objectives were to:

1.
. Una

ctio
Conduct a baseline audit to determine compli-
ance with best practice recommendations in
post-operative pain management performed by
nurses in an intensive care unit.
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2.
JBI E
Identify barriers and enablers to improving com-
pliance and develop strategies to address areas of
non-compliance.
3.
 Conduct a follow-up audit to assess the extent of
improved compliance with recommendations and
identify strategies to sustain and further improve
post-operative pain management outcomes.
METHODS
The project is based on the JBI evidence implemen-
tation approach, which provided both a theoretical
and a practical framework for the project.11 The JBI
implementation approach is grounded in the audit
and feedback process along with a structured ap-
proach to the identification and management of
barriers and enablers to compliance with recom-
mended clinical practices. The JBI approach occurs
in seven stages: (1) identification of practice area for
change, (2) engaging change agents, (3) assessment
of context and readiness to change, (4) review of
practice against evidence-based audit criteria, (5)
implementation of changes to practice, (6) re-assess-
ment of practice using a follow-up audit, and (7)
consideration of the sustainability of practice
changes. The seven stages occur within three phases:
(1) planning, (2) baseline assessment and implemen-
tation, and (3) impact evaluation and sustainability.

For the selected topic, audit criteria were devel-
oped based on a JBI evidence summary.9 The audit
criteria were accessed via PACES, based on the best
scientific evidence available in the literature. Compli-
ance with best practices by nurses in the ICU was
assessed according to these criteria. The GRIP tool was
used to document the barriers encountered and the
strategies and resources needed to overcome them.
The project was conducted over 8months.

Phase 1: Implementation planning
Stage 1: Identification of practice area for change

In the first phase of the project, stakeholders were
identified as well as relevant participants for the
project team. At a technical visit, the project was
presented to local leaders, comprising the ICU nursing
coordination team and the pain clinic nursing coor-
dination team. For the execution of the project, an
improvement team was formed, composed of six
people: a teaching nurse (project coordinator); a pain
service coordinating nurse (team leader); three clini-
cal nurses from the Pain Clinic (collection of data for
baseline and follow-up audits); and a routine ICU
vidence Implementation � 2024 JBI
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nurse (collection of data for baseline and follow-up
audits).

Stage 2: Engaging change agents

At this stage of the project, the change agents were
considered, which included the nursing teamworking
in post-operative orthopedic care in the ICU in addi-
tion to the individuals mentioned above. In order to
carry out safe and well-structured change that can be
maintained in the organization, it is necessary to
involve professionals who will motivate and lead
the team. The ICU has a routine nurse, who was a
reference for the ICU nursing team. This nurse was
chosen to be the agent of change, together with the
nurses at the Pain Clinic.

Stage 3: Assessment of context and readiness to
change

A technical visit was carried out at the adult ICU for
patients during the orthopedic post-operative period.
The purpose of the visist was tomeet the nursing team
and its leaders, learn about routines and policies that
guide pain management within the institution, and
identify indicators for monitoring compliance in pain
assessment. This allowed the team to become familar
with the project setting, the existingprocesses, and the
factors that could influence the proposed changes.

In the meeting with the team and its leaders, we
conducted a situational diagnosis of how pain man-
agement was carried out, the strengths and weak-
nesses of the nursing team in this context, and
opportunities for improvement. This provided detailed
insights into the context in which the pain manage-
ment process took place at the ICU.

Phase 2: Baseline assessment and
implementation
Stage 4: Review of practice against evidence-
based criteria (baseline audit)

The audit criteria selected for the project were
extracted from the PACES program, based on the JBI
evidence summary entitled “Post-surgery (adults) best
practices: Acute pain management general principles
(2020).”9 Table 1presents theaudit criteria, sample, and
measurement method. The team collected data for
the baseline audit during April 2021. To gather data for
Criteria 1 to8, the teamanalyzedprintedandelectronic
medical records. The service was in the process of
transitioning to electronic medical records; therefore,
. Unauthorized reproduction of this article is prohibited. 18
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Table 1: Audit criteria, sample, and measurement method

Method used to measure compliance with best practice

Audit criterion Sample
Item of the medical record to be
audited Response

1. Patients receive individu-
ally tailored pre-operative
education about the
management of post-op-
erative pain.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� Patient education plan: Pain
management record in patient
education plan.

� Yes: There is a record of pre-
operative education upon hospital
admission.

� No: There is no record of
pre-operative education.

2. Patients undergo pre-op-
erative assessment to
guide their post-opera-
tive pain management.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� Hospital admission: Filling in the
items (comorbidities, medications in
use, history of current illness, previ-
ous surgeries, pain assessment, and
any other observation relevant to
the topic to be audited).

� Yes: There is a record of the pre-
operative evaluation with items
highlighted upon hospital admission.

� No: There is no record of the pre-
operative evaluation with items
highlighted upon hospital admission.

3. Individual treatment
goals and plans for post-
operative pain manage-
ment are documented.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� ICU - Admission and/or any
evolution of health care provi-
ders: Check if there is a record of
the goals and plans for post-oper-
ative pain management.

� Yes: There is a record in the ICU of
goals and plans for post-operative
pain management.

� No: There is no record in the ICU
of goals and plans for post-opera-
tive pain management.

4. A policy/procedure
guides the management
of post-operative pain.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� ICU - Protocol for pain manage-
ment in the ICU: Check if there is a
protocol for pain management in
the ICU on the optimization of post-
operative pain recovery (ERAS).
Check if this protocol has been
followed in the medical record.
NOTE: This is an item that refers to a
sector document and is not specific
to the medical record and must be
answered for each audited medical
record.

� Yes: There is a protocol for pain
management in the ICU for the
optimization of post-operative pain
recovery (ERAS).

� No: There is no protocol for pain
management in the ICU for the
optimization of post-operative pain
recovery (ERAS).

5. A validated tool is used
to assess the patient's
response to pain
management treatment.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� ICU - Vital signs and balance
sheet: Check completion of the
VAS scale or another scale recom-
mended for patients on MV, and
reassessment of pain.

� Yes: There is a record of the use of
a validated pain scale.

� No: There is no record of the use
of a validated pain scale.

6. Patients receive multi-
modal pain management
that involves a combina-
tion of pharmacological
and non-pharmacological
interventions.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� ICU – Physician and nursing
prescription: Check the prescrip-
tion of pharmacological and non-
pharmacological interventions for
pain. Ignore interventions for other
symptoms.

� Yes: There is a record of prescrip-
tion of pharmacological and non-
pharmacological interventions for
pain.

� No: There is no record of prescrip-
tion of pharmacological and
non-pharmacological interventions
for pain.

7. Patients receiving
systemic opioids are
monitored for sedation,
respiratory status, and
other potential adverse
events.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� ICU - Medical prescription, staff
evolution: Check whether the pa-
tient is receiving systemic opioids
in the prescription. If so, check if
they are being monitored for se-
dation (use of a sedation scale)
and other adverse events.

� Yes: There is a record of patients
receiving systemic opioids being
monitored for sedation, respiratory
status, and other potential adverse
events.

� No: There is no record of patients
receiving systemic opioids being
monitored for sedation, respiratory
status, and other potential adverse
events.

� Not applicable: For patients
without systemic opioid prescription.

IMPLEMENTATION PROJECT É B de Moraes et al.
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Table 1: (Continued)

Method used to measure compliance with best practice

Audit criterion Sample
Item of the medical record to be
audited Response

8. Patients with inadequate-
ly controlled post-opera-
tive pain are referred to
a pain specialist.

Baseline audit¼ 30 medical records
Follow-up audit¼ 30 medical records

� ICU - Request for referral to the
pain clinic: Check whether there
is a record of inadequately con-
trolled pain (moderate/severe pain
that persists, that is refractory, or
that did not respond to the treat-
ment performed in the ICU). If so,
check whether there was a request
for an opinion from the hospital's
specialized service.

� Yes: In the presence of inadequate-
ly controlled pain, there is a referral
to a pain specialist.

� No: In the presence of inadequate-
ly controlled pain, there is no refer-
ral to a pain specialist.

� Not applicable: Pain was ade-
quately controlled in the ICU with-
out the need for a pain specialist.

IMPLEMENTATION PROJECT É B de Moraes et al.
it still used printed medical records as an inclusion
criterion. To ensure that there would be pain records,
it was determined that patients should be in ICU for at
least 24hours.

Stage 5: Design and implementation of strategies
to improve practice

The results obtained in the baseline audit were dis-
cussed with the project improvement team. A brain-
storming technique was used by listening to all
opinions to discuss strategies to implement the best
practices. The meetings took place through the Goo-
gle Meeting platform and on-site. The GRiP matrix
was used to identify barriers, define strategies and
resources to address them, and evaluate the results
obtained. The period from designing the matrix to
implementing the strategies took place over 24 weeks,
from May to October, 2021.

Phase 3: Impact evaluation and
sustainability
Stage 6: Follow-up audit of change strategies

The follow-up audit used the same sample size, audit
criteria, and data collection strategies as the baseline
audit. The purpose of the follow-up audit was to
assess the impact of the strategies on improving
compliance. During this audit, which took place in
December 2021, the team monitored staff adherence
to recommended practices.

Stage 7: Considering sustainability of the project

Subsequent auditswill beperformedas recommended
in the JBI Implementation Manual and plotted on a
trend chart.
JBI Evidence Implementation � 2024 JBI
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ETHICS
The project was approved by the Ethics and Research
Committeeof theNational InstituteofOrthopedics and
Traumatology, CAAE number: 03179118.4.0000.5243.
The standards for research involving human beings
were followed, as established by Resolution 466/12 of
the National Health Council of Brazil.

ANALYSIS
The audits were carried out using an instrument
developed in Google Forms, and the data were sub-
sequently entered into an Excel spreadsheet. To as-
sess changes in compliance, data were uploaded into
the PACES software to derive descriptive statistics in
the form of percentages.

RESULTS
Baseline audit

In the baseline audit, we analyzed 30 medical records
of ICU patients who were in the post-operative period
(see Table 2). This process was used to measure com-
pliance with Criteria 1 to 8. The sample had a median
age of 65 years for both genders. Patients classified
according to specializedcare centersdependingon the
area being operated on. The most prevalent surgery
was hip surgery (26.7%), spine surgery (23.3%), and
trauma (23.3%). Most patients were in the post-opera-
tive period of hip arthroplasty (20%). The length of
stay in the ICU had a median of 11.5 days.

The percentage of compliance in the baseline audit
is shown in Figure 1. Of the eight criteria, only Criteria
2, 4, and 5 showed 100% compliance, indicating that
patients were evaluated pre-operatively to guide the
management of post-operative pain (Criterion 2). The
. Unauthorized reproduction of this article is prohibited. 20
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Table 2: Demographic profile of patients in the baseline audit and follow-up audit

Baseline audit Follow-up audit

Variable n (%) Variable n (%)

Gender Gender

Female 15 (50) Female 19 (63.3)

Male 15 (50) Male 11 (36.7)

NIOT Specialized Care Center NIOT Specialized Care Center

Spine surgery 7 (23.3) Spine surgery 7 (23.4)

Knee surgery 6 (20.0) Maxillofacial surgery 1 (3.3)

Hip surgery 8 (26.7) Knee surgery 6 (20.0)

Trauma 7 (23.3) Hip surgery 6 (20.0)

Tumor 2 (6.7) Shoulder surgery 1 (3.3)

Foot surgery 1 (3.3)

Trauma 8 (26.7)

Type of surgery performed Type of surgery performed

Hip arthroplasty 6 (20.0) Amputation 1 (3.3)

Femur fracture repair 2 (6.7) Knee arthroplasty 4 (13.4)

Thoracic scapular disarticulation 1 (3.3) Hip arthroplasty 3 (10.0)

Osteosynthesis 3 (10.0) Spine arthrodesis 6 (20.1)

Tumor resection 1 (3.3) Rotator cuff repair 1 (3.3)

Knee arthroplasty review 2 (6.7) Osteosynthesis 9 (30.0)

Hip arthroplasty review 3 (10.0) Jaw reconstruction surgery 1 (3.3)

Spine arthrodesis 3 (10.0) Arthrodesis review 1 (3.3)

Knee arthroplasty 4 (13.4) Knee arthroplasty review 1 (3.3)

Hip arthroplasty 6 (20.0) Hip arthroplasty review 3 (10.0)

Median (dp) Median (dp)

Days of stay in the ICU 11.5 (91.7) Days of stay in the ICU 10 (140.9)

Age (years) 65 (17.52) Age (years) 70 (20.0)

NIOT, National Institute of Orthopedics and Traumatology.

IMPLEMENTATION PROJECT É B de Moraes et al.
ICU already had a protocol for pain management
(Criterion 4) and used a validated tool for pain assess-
ment (Criterion 5). Criterion 1 showed good compli-
ance (96.67%), indicating that only one patient did
not receive pre-operative education. Criteria 3 (0%)
and 6 (23.33%) showed low compliance, indicating
that few patients had documented plans and goals,
and had received multimodal analgesia in the ICU.
Criteria 7 and 8 showed compliance of 60% and
50%, respectively.

Implementation of strategies to improve
practice

When analyzing the results of the baseline audit, the
improvement team decided on actions that initially
prioritized Criteria 3 to 8, as Criteria 1 and 2 would
JBI Evidence Implementation � 2024 JBI
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involve other areas of the hospital. The GRiP matrix
was used to identify four barriers (Table 3).

Barrier 1. The first barrier related to ICU nurses’
knowledge of pain management. A workshop was
conducted in a Google Classroom. The nurses regis-
tered through a link, and later received access to the
classroom via e-mail. All 32 nurses took part in the
training. The workshop addressed the following
topics: best practices in post-operative pain in the
ICU; nursing care in the IntegraDOR program; patient
safety in pain management in the ICU; non-pharma-
cological therapies for patients in the post-operative
period in the ICU; and integrative and complementary
practices in health care. Each team member was
responsible for a class, which was previously recorded
for the nurses to watch in their free time. The ICU
. Unauthorized reproduction of this article is prohibited. 21
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1. Patients receive indvidually tailored pre-operative education about the management of pain post-operative pain.
2. Patients undergo pre-operative assessment to guide their post-operative pain management.
3. Individual treatment goals and plans for post-operative pain management are documented.
4. A policy/procedure guides the management of post-operative pain.
5. A validated tool is used to assess the patient’s response to pain management treatment.
6. Patients receive multi-modal pain management that involves a combination of pharmacological and non-pharmacological interventions.
7. Patients receiving systemic opioids are monitored for sedation, repiratory status, and other potential adverse effects.
8. Patients with inadequately controlled post-operative pain are referred to a pain specialist.

8.

0 10 20 30 40 50 60 70 80 90 100

Compliance %

Baseline audit

Follow-up audit

7.

6.

5.

4.

3.

2.

1.

Audit criteria:

Figure 1: Compliance (%) with best practice for post-operative pain management in the ICU at baseline
audit compared with follow-up audit.

IMPLEMENTATION PROJECT É B de Moraes et al.
nursing coordination recorded a welcome video that
wasmade available at the beginning of the workshop.
In the end, an improvement plan was drawn up,
which was built and placed in the 5W2H tool format,
containing future actions to be developed.

Barrier 2. The second barrier was related to record-
ing pain. The health care professionals only recorded
Table 3: Getting Research into Practice (GRiP) analy

Barrier Strategies

1. Lack of knowledge of nurses in
the management of post-opera-
tive pain.

Training workshop to enhance
knowledge on pain management.

2. Insufficient record of pain in
medical records.

Standardize pain records and
create a recording form.

3. Absence of decision-making
flowchart and specific actions for
pain management in the ICU.

Construct a flowchart according to
severity and intensity of pain.

4. Lack of awareness among pro-
fessionals about the importance
of pain management.

Pain control awareness campaign
called “NIOT without pain SEM
DOR.”

NIOT, National Institute of Orthopedics and Traumatology.

JBI Evidence Implementation � 2024 JBI
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pain intensity on the ICU fluid balance sheet. The need
for a specific form for recordingpainwas identified. The
project team created this formwith additional space to
specify the pain scale used, pain intensity, pain loca-
tion, and pain characteristics, as well as the assessment
of sedation and delirium in the ICU. This instrument is
in the testing phase, awaiting approval by the team.
sis

Resources Outcomes

Explanatory talk and case
discussions.

All nurses trained and proposal
made of an improvement plan.
Implementation of non-pharmaco-
logical interventions.

Meetings in the workplace and
remotely.

Specific form for recording pain in
the ICU.

Meetings in the workplace and
remotely.

Creation of a flowchart and
definition of professional conduct.

Informative pamphlet / computer
screen saver / videos / conversa-
tion cycle.

Professional awareness.

. Unauthorized reproduction of this article is prohibited. 22
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Barrier 3. Although the hospital had a protocol for
pain management, there was a need for a specific
flowchart to guide the decision-making of the health
care professionals. The team developed a flowchart
that started with assessing the level of consciousness
of the patient admitted to ICU. Based on this assess-
ment, the flowchart specified the use of the most
appropriate pain assessment tool. The next steps
were based on the results of the assessment scale.

Barrier 4. The health care professionals’ lack of
awareness about the importance of painmanagement
was the fourth barrier. The team launched a campaign,
with the creation of educational pamphlets distributed
in the unit, in addition to videos that were shown as
screen savers on the ICU computers. An email was sent
to theentire teamandmessagesweredisseminatedvia
loudspeakers, directing the health care professionals’
attention to adequate pain management. On October
17, 2021, actionswere intensified in acknowledgement
of World Pain Day, a date created by the International
Association for the Study of Pain, and supported by
the World Health Organization.

Follow-up audit

In the follow-up audit, 30 patient records were ana-
lyzed. The sample was predominantly female (63.3%),
with amedian ageof 70 years. Patientsweremonitored
by a specialized care center for follow-up, with a higher
prevalence of trauma (26.7%) and spinal (23.4%) sur-
geries. Most patients were undergoing post-operative
osteosynthesis (30.0%) and spine arthrodesis (20.1%).
The length of stay in the ICU had a median of 10 days
(see Table 2).

Figure 1 presents the percentage of compliance in
the baseline and follow-up audits. The follow-up audit
sample showed that there was no improvement for
Criteria 1 and 2. Because of the COVID-19 pandemic, it
was not possible to intervene specifically in these
criteria since it would affect other sectors of the
hospital. Criterion 3 increased from 0% to 20%. Crite-
ria 4 and 5 maintained 100% compliance. Criteria 6, 7,
and 8 showed an increase in compliance of 30%,
22.8%, and 50%, respectively.

DISCUSSION
Quality improvement in pain management depends
on the knowledge, experience, and training of ICU
nurses.4,12 It is necessary to seek strategies to
maximize patient comfort and optimize pain relief.13
JBI Evidence Implementation � 2024 JBI
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In ICU, post-operative pain is common, with many
underlying causes. Nurses are the health care profes-
sionals who attend to these patients at the bedside;
therefore, the pain management performed by these
professionals reflects the quality of care provided.7,14

This project successfully optimized pain manage-
ment in the ICU. Education was used as the main
strategy. A workshop on best practices in post-opera-
tive pain management was held for all ICU nurses. As a
result, non-pharmacological interventions performed
by nurses, a work flowchart, improved pain recording,
monitoring of adverse events to opioids, and the
referral of patients to the pain unit were implemented.

The follow-up audit showed improved compliance
for four audited items and maintenance of 100%
compliance for two items. Education as an intervention
strategy to improve post-operative pain management
was successfully reported in another improvement
project, with the results showing a decreased percent-
age of patients with tolerance to opioids and reduced
length of stay in hospital.15

Due to the COVID-19 pandemic, the workshop
was held virtually, and at first, there were concerns
about low participation. To counter this, we employed
dissemination strategies through WhatsApp work
groups, together with support from the ICU nursing
coordinators and the pain management team, which
ensured 100%participation by the nurses. The content
of the classes was based on best practices but adapted
to the local context. This engaged the nurses, who
recognized the importance of implementing improve-
ments in pain management. During the 2-week work-
shop, the nurses could interact with the team in the
classroom chat, asking questions and making com-
ments about the classes.

After the end of theworkshop, the nurses answered
a questionnaire on Google Forms, with suggestions for
the improvement plan. Quality tools were incorporat-
ed into the improvement plan to optimize implemen-
tation.16 All actions were organized according to the
5W2H format (What?Why?Where?When?Who? How?
Howmuch?). To prioritize implementation, each action
was evaluated using the GUTmatrix (severity, urgency,
and trend). This tool generates a score at the end to
prioritize actions and help in decision-making.

The “NIOT (National Institute of Orthopedics and
Traumatology) without pain” campaign created en-
gagement in the unit and helped to raise awareness
among nurses. Although the hospital had a pain
management protocol, it was not specific to the
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ICU context. The team felt the need for something
practical and visual to optimize nursing time. It was
decided develop a decision-making flowchart, start-
ing from the assessment of the patient's level of
consciousness, and from there, to decide on the best
pain scale to be used, containing guidelines for pain
management. The flowchart was aligned with the
hospital's pain management protocol and provided
specific guidance for ICU patients.

Post-operative pain management is challenging
and requires advanced assessment and management
skills. In some cases, post-operative pain may be diffi-
cult to control, despite the use of multimodal inter-
ventions.17 For patients with inadequately controlled
pain, the team decided that a request for evaluation
and follow-up should be forwarded to the hospital's
specialized pain management unit. The monitoring by
the pain team was important in assisting the ICU team
to manage the pain of these patients.

Pain in intensive care can be caused by factors such
as ongoing discomfort related to ICU treatment, acute
pain related to illness and surgery, intermittent pain
during procedures, and pre-existing chronic pain
present before ICU admission. Pain assessment in
ICU patients remains a daily challenge for nurses,
especially in sedated, intubated, and mechanically
ventilated patients. It is known that regular pain
assessment leads to better results and better quality
of life for patients admitted to the ICU and after
discharge from the ICU.18 The need to improve pain
assessment in the ICU was perceived, as only pain
intensity was recorded through standardized scales
(i.e., the Visual Analogue Scale [VAS] and the Critical
Care Pain Observation Tool [CPOT]). A new recording
instrument was created after the workshop, and in
addition to pain assessment using scales, included
the recording of other relevant aspects, such as pain
intensity, pain location, pain characteristics, and
symptoms related to sedation and delirium.

CONCLUSION
The use of the JBI Evidence Implementation Frame-
work improved compliance with best practices in
post-operative pain management, in addition to iden-
tifying new opportunities for the sustainability of best
practices. Establishing a team and creating engage-
ment in the change process was fundamental.19

The project team, together with the ongoing edu-
cation team, are planning to strengthen the knowl-
edge acquired in the workshop through the use of
JBI Evidence Implementation � 2024 JBI
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realistic simulation in the ICU to ensure the sustain-
ability of the results achieved in the project. In line
with the recommendations of the JBI Implementation
Manual, subsequent audits will be carried out period-
ically and will be monitored on a trend chart.
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