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ABSTRACT

Although trauma is a common cause of greater pain and interference on daily activities, little is known about pain experience,
pain management strategies and pain management outcomes in hospitalized trauma patients in Indonesia. This descriptive study
aimed (1) to assess the pain experience, (2) to describe pain management strategies, and (3) to describe satisfaction with pain
management conducted by healthcare providers as perceived by trauma patients. A total of 154 hospitalized trauma patients from
a teaching hospital in Indonesia were recruited from January to March 2016. Data were analyzed using descriptive and inferential
statistics. The study found that most of the hospitalized trauma patients had single extremity fractures (56.49%) and mild head
injury (20.13%). They have experienced a mild to moderate level of pain intensity and pain interference during the first three
days of admission. These pain intensity and pain interference levels were found to be significantly decreased from the first to the
third day. The pain management strategies often used by the healthcare providers were showing interest and asking about pain,
assessing the outcomes after receiving analgesic drugs, and giving information about pain. The pain management strategies often
used by patients were praying (86.36%), slow and deep breathing (77.27%), and reciting Dzikir (meditation) (68.18%). Patients
reported that performing Dzikir and praying were the effective strategies to reduce their pain. The patients rated moderate to high
levels of satisfaction with pain management conducted by healthcare providers. Therefore, combinations analgesic drugs with
praying and performing Dzikir related to cultural contexts are crucial to alleviate pain among hospitalized trauma patients in
Indonesia.
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1. INTRODUCTION
The incidence of trauma has been high and is considered to
increase through the years.[1] In Indonesia, the incidence
of trauma from traffic accidents accounts for approximately
1.3 million victims every year.[2] The increased number
of trauma patients is becoming a public health concern,[2]

therefore, a study in this population is pivotal.

Trauma patients often deal with greater pain intensity,[3]

therefore, appropriate pain management is needed to reduce
the negative effects on a patient’s physical and psychological
health.[4] However, trauma patients have reported concerns
in pain management such as healthcare providers’ lack of
patients’ pain assessment and their limited knowledge re-
garding pain management.[5–7] Patients’ satisfaction with
healthcare providers’ pain management showed controver-
sial findings.[3, 8]
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The differences of sociocultural contexts among countries
have been recognized as one of the influencing factors on
how a person perceives pain experience, pain management,
and pain outcomes.[9] Research on pain, pain management,
and satisfaction in hospitalized trauma patients in Indonesia
is limited. The purpose of this present study was to describe
the pain experience, pain management strategies, and sat-
isfaction perceived by hospitalized trauma patients. Such
knowledge will be helpful to provide basic information for
healthcare providers in providing proper pain management
relating to a Muslim’s way of life-based in the Indonesian
context.

Literature review
Pain in trauma has been confirmed by Western studies as
patients with orthopedic or musculoskeletal injuries. The
patients in these studies reported moderate to severe pain
intensity as assessed by the brief pain inventory during their
hospital stay and before discharge.[3, 10] Also, patients with
burn injuries reported moderate to high pain levels, especially
during a routine procedure such as wound care.[11, 12] The
pain intensity interfered with patients’ daily life activities
including general activity, walking, and sleeping.[3, 7, 10–14]

Previous studies showed that healthcare providers used phar-
macological and/or non-pharmacological interventions to
reduce acute pain. For instance, pharmacological manage-
ment included the use of Fentanyl and Diclofenac. Fentanyl
appeared to be superior to the other analgesics (e.g., Tra-
madol) in relieving moderate to severe pain for patients with
extremity trauma.[15] A meta-analysis study showed that the
administration of Diclofenac had been reported as the best
result to reduce pain in patients with musculoskeletal injuries
compared to another topical non-steroid anti-inflammatory
drug.[16] Moreover, healthcare providers and patients man-
age pain based on their knowledge, beliefs, and experiences.
Several alternative methods, including using heat and cold
compresses,[17] and giving information about pain,[18] have
been used successfully to reduce pain after trauma. A study
revealed that a majority of burn patients used avoiding move-
ment and passive coping methods such as avoiding thinking
about the pain and tolerating the pain.[6]

Satisfaction with pain management is an important measure
of the quality of care.[6] Several previous studies showed
that trauma patients reported high satisfaction with pain man-
agement.[3, 19] The orthopedic injury patients were satisfied
with all dimensions in pain medication including time of
medication to work, amount of pain relief provided, duration
of pain relief provided, a form of medication, the frequency
of medication and the amount of medication.[3] This finding
is consistent with a study that found that burn injury patients

rated high satisfaction with pain medication.[19] However,
patients’ satisfaction of pain management provided by either
the physicians or the nurses had been reported as different
results, those patients were more satisfied with pain man-
agement provided by the physicians than by the nurses.[3, 20]

Conversely, patients reported higher satisfaction with the
nurses rather than physicians.[21] The issue is whether a high
rating is clouded by the fact that satisfaction is a subjective
view that involves expectations of care and attitudes and
belief about pain management.[22]

2. METHODS

2.1 Sample and setting
A descriptive study design was carried out after approval was
obtained from the Research Ethics Committee of a teaching
hospital. This hospital is in West Java Province, Indonesia.
Annually, an estimated 1,225 trauma patients are admitted to
the surgical wards in this hospital. Therefore, the sample size
was 10% of the population per the proportional estimation
of a sample for a descriptive study.[23] The inclusion criteria
for these patients were (1) aged 18 years and over, (2) good
consciousness, (3) no psychiatric disorders and chronic pain
from other diseases, and (4) understand the Indonesian lan-
guage. All patients participated in this study gave written
informed consent.

2.2 Questionnaires
2.2.1 Patient’s data form
This form consists of two parts. First, personal information
consists of age, gender, religion, education level, and ex-
pectation of pain management conducted by physicians and
nurses. Second, health and illness-related data consists of
medical diagnosis, pain medication, and treatments.

2.2.2 Brief pain inventory
The Brief Pain Inventory (BPI) Indonesian version was used
to measure pain experience including pain intensity and pain
interference during the first three days of hospital admis-
sion.[9] Pain intensity was assessed over the past 24 hours;
pain right now, pain at worst, pain at least, and pain on av-
erage. Pain interference consisted of general activity, mood,
working, walking, relation with others, sleep, and enjoyment
of life. In this study, the item of working in the pain interfer-
ence scale was excluded because the patients were admitted
to a hospital.[3] The numeric scale used for both pain inten-
sity and pain interference ranged from “0” no pain and does
not interfere to “10” pain as bad as you imagine and com-
pletely interfere.[9] The reliability of the BPI showed that
Cronbach’s alpha of pain intensity was .94 and Cronbach’s
alpha of pain interference was .87. The interpretation of pain
intensity and pain interference level was classified into three
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categories, including mild (1.00-3.99), moderate (4.00-6.99),
and severe (7.00-10.00).[9]

2.2.3 Pain management questionnaire
The Pain Management Questionnaire (PMQ) was developed
by the researchers based on the literature review to assess
the patients’ perceptions regarding the pain management im-
plemented by the physicians, nurses, and patients during the
first three days of hospital admission. There were 8 options
for pain management strategies used by physicians (PMQ-
physicians) and 11 options used by nurses (PMQ-nurses).
Moreover, 11 options for pain management strategies were
used by patients. The patients could choose more than one
option. In addition, an open-ended question was provided at
the end of the PMQ to report other strategies that were not
available in the list of options. The frequency and effective-
ness of patients’ pain management methods were explained.
The content of the PMQ was validated by health profes-
sional experts in pain and trauma. The content validity index
showed the result of .90, indicating that this instrument was
valid to measure the variables in this study.[24]

2.2.4 Satisfaction with pain management questionnaire
Although previous validated patients’ satisfaction question-
naires, for example, Patients Satisfaction Questionnaire
(PSQ) and Patient Treatment Satisfaction Scale (PTSS) are
available for use in this study, there are several considerations
in using these tools in this study such as these tools focus on
the patient’s satisfaction with pain medication and there are
too many items that might increase the burden of administra-
tion. To measure patients’ satisfaction with pain management
including pain medications and alternative pain management
methods conducted by physicians and nurses, the Satisfaction
with Pain Management Questionnaire (SPMQ) was devel-
oped by the researchers. The patients rated their satisfaction
with pain management conducted by physicians and nurses.
The SPMQ consists of five scales; very satisfied (5), satisfied
(4), slightly satisfied (3), dissatisfied (2) and very dissatisfied
(1).[3] The interpretation is based on mean scores and is cate-
gorized into five levels as follows;[24] 1.00-1.49 (very low),
1.50-2.49 (low), 2.50-3.49 (moderate), 3.50-4.49 (high), and
4.50-5.00 (very high). The SPMQ was validated by experts
in pain and trauma. The Cronbach’s alpha showed the result
of .73 for the SPMQ overall (.71 for the SPMQ-physicians
and .73 for the SPMQ-nurses).

2.3 Procedures
After authorization was obtained from the Research Ethics
Committee of the teaching hospital, the researcher (PD)
started to collect data at the surgical ward. The researcher
was introduced by a nurse to a potential participant who met
the inclusion criteria in the first day of hospital admission.

The researcher then explained the objectives of the study.
After obtaining the written informed consent, participants
were asked to fill out the Personal Data Form and the BPI,
the PMQ, and the SPMQ. If the participants were unable to
read or write due to the injury, the researcher assisted them to
read the items of questionnaires and asked verbally to choose
the response. The Personal Data Form was distributed on the
first day after hospital admission, while the BPI was continu-
ously distributed on the first, the second, and the third day.
Finally, the PMQ and SPMQ were distributed on the third
day.

2.4 Data analysis
Collected data were analyzed using descriptive and infer-
ential statistics. Descriptive statistics were used to present
the study data, including pain intensity, pain interference,
pain management, and satisfaction with pain management.
Inferential statistics, an ANOVA repeated measure was used
to measure the differences in pain intensity and pain interfer-
ence in the first three days after admission. Moreover, the
simple content analysis was used to analyze the data from
the open-ended questions of pain management.

3. RESULTS
3.1 Patients’ characteristics
Overall, 172 patients participated in the study, 18 cases
were excluded because of incomplete data due to patients’
discharge, leaving 154 patients for the analysis. The av-
erage age of the patients was 37.42 (SD = 10.79). Most
of the patients were male (75.32%), Islamic (85.71%) and
33.42% of the patients had an education level of senior
high school. Patients were diagnosed with single extrem-
ity fractures (i.e., leg, hand, clavicle) (56.49%), mild trau-
matic brain injury (20.13%), burn (9.01%), and other in-
juries (i.e., strain, abdominal stab wound) (14.37%). Most
of the patients (89.02%) received medical procedures in-
cluding wound dressing, splint, sling, and skin or skeletal
traction. Approximately 10.98% of the patients received
surgery. During the first, second, and third day of admis-
sion, the patients received opioid (i.e., Tramadol, Fentanyl)
as 76.62%, 77.27%, and 79.22%, respectively. The patients
also received non-steroid anti-inflammatory drugs (i.e., Parac-
etamol, Ketorolac) as 45.45%, 44.81%, and 34.42%, respec-
tively. Majority of the patients (95.16%) had high to very
high expectation level regarding pain management conducted
by physicians, and 60.39% had high to very high expectation
level regarding pain management conducted by nurses.

3.2 Pain experience of hospitalized trauma patients
Overall, the mean scores of pain intensity of the hospitalized
trauma patients during the first three days after admission
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were at a mild to moderate level. The average pain was at a
moderate level on the first day, and then decreased to a mild
level on the second and the third day (M = 4.13, SD = 1.21;
M = 3.81, SD = 1.01; M = 3.40, SD = 1.03, respectively).
Furthermore, the ANOVA repeated measure test revealed sta-
tistically significant differences when comparing the scores
of pain at worst, at least, average and right now on the first,
second, and third day (F(2, 306) = 199.14, p < .001; F(2,
306) = 48.90, p < .001; F(2, 306) = 116.58, p < .001; F(2,
306) = 198.27, p < .001, respectively) (see Figure 1).

Figure 1. The Pain Intensity at Worst, at Least, Average,
and Right Now Perceived by Hospitalized Trauma Patients
in the First Three Days After Admission (N = 154)

Overall, the mean scores of pain interference were mild to
moderate level in the first three days after admission. Walk-
ing was reported as the most interfered (M = 4.75, SD =
1.61), followed by general activity (M = 4.38, SD = 1.58),
and sleep (M = 4.13, SD = 1.19). Furthermore, the mean
scores of pain interference on walking, general activity, and
sleep were highest on the first day and showed a statistically
significant decrease over the three days (F(2, 306) = 79.31, p
< .001; F(2, 306) = 1114.55, p < .001; F(2, 306) = 200.46, p
< .001, respectively) (see Figure 2).

Figure 2. The Pain Interference of Hospitalized Trauma
Patients in the First Three Days After Admission (N = 154)

3.3 Pain management strategies used by patients
In Table 1, the hospitalized trauma patients used several pain
management strategies by themselves in the first three days
after admissions. The first ranked strategy used was praying,

which was conducted by 86.36% of the patients. Slow and
deep breathing (72.27%) and Dzikir (meditation) (68.18%)
ranked as the second and the third. Regarding the frequency
of using pain management methods, praying (57.14%), lis-
tening to music (38.89%), and reciting Dzikir (36.19%) were
reported by patients that they conducted these strategies at
most times, respectively.

Furthermore, the patients evaluated the pain management
strategies at a slightly to fully effective level. The top three
ranked pain management strategies that were reported as
effective by patients were (1) performing Dzikir (80.00%),
(2) listening to music (77.78%), and (3) praying (69.92%)
(see Table 1).

3.4 Pain management conducted by physicians and
nurses and patients’ satisfaction with pain manage-
ment

The patients reported that they received pain management
strategies from physicians in the first three days after ad-
mission including showing interest and asking about pain
symptom (98.05%), assessing the outcomes after receiving
analgesic drug (94.16%), and giving information about pain
(72.73%). For the pain management strategies conducted by
the nurses, patients reported that showing interest and asking
about pain symptoms were perceived as the most frequent
(97.40%). These were followed by giving information about
pain (88.96%) and assessing the outcomes after receiving
analgesic drugs (88.96%) (see Table 2).

Furthermore, the patients rated moderate to high levels of
satisfaction with pain management implemented by both the
physicians and nurses (see Table 2). Patients rated a high
level of satisfaction to two of the eight pain management
strategies given by physicians. These were giving encour-
agement and showing understanding and sympathy (M =
3.68, SD = 0.81) and showing interest and asking about pain
symptom (M = 3.57, SD = 0.65). Meanwhile, there were 5
out of 11 pain management strategies implemented by nurses
rated as highly satisfying by patients. These were giving
assistance with different activities while feeling pain (M =
4.07, SD = 0.80), giving information about pain (M = 3.89,
SD = 0.71), giving encouragement and showing understand-
ing and sympathy (M = 3.72, SD = 0.69), showing interest
and asking about pain symptoms (M = 3.71, SD = 0.59), and
giving an explanation to relieve anxiety (M = 3.53, SD =
0.71) (see Table 2).

4. DISCUSSION
This study found that the pain experiences including the
averages of pain intensity and pain interference among hos-
pitalized trauma patients were at a mild to moderate level.
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Conversely, Western findings showed a moderate to severe
level of pain intensity.[3, 11, 13] The pain interfered the most
with walking, general activity, and sleeping. Obviously, since
most of the patients had long bone fractures, it is not sur-
prising that pain mostly interfered with physical function-
ing.[3, 7, 11] Furthermore, both of pain intensity and pain inter-
ference found statistically different on mean score reduction
during three days after hospital admission. This may be be-

cause most of the patients in the present study had minor
injuries such as single extremity fractures (56.49%) and mild
head injury (20.13%), received medical and surgical proce-
dures to immobilize the injured areas and reduce pain.[25]

Moreover, the combination of pharmacological (i.e., opioid,
NSAIDs) and non-pharmacological methods conducted by
physicians, nurses, and patients were adequately effective to
the relief pain in trauma.[26]

Table 1. The Frequency and effectiveness of Pain Management Strategies Conducted and Perceived by Hospitalized
Trauma Patients in the First Three Days After Admission (N = 154)

 

 

Strategies 

Frequency n* (%) Effectiveness n (%) 

Rare 
n* (%) 

Sometimes 
n* (%) 

Most times 
n* (%) 

N/A 
n* (%) 

Slightly effective 
n* (%) 

Fully effective 
n* (%) 

Praying  
n = 133 (86.36%) 

- 57 (42.86) 76 (57.14) 40 (30.08) - 93 (69.92) 

Slow and deep breathing 
n = 119 (77.27%) 

17 (14.29) 102 (85.71) - 22 (18.49) 30 (25.21) 67 (56.30) 

Dzikir**  
n = 105 (68.18%) 

- 67 (63.81) 38 (36.19) 21 (20.00) - 84 (80.00) 

Trying to tolerate 
n = 65 (42.21%) 

11 (16.92) 45 (69.23) 9 (13.85) 65 (100.00) - - 

Talking with others 
n = 57 (37.01%) 

23 (40.35) 34 (59.65) - 18 (31.58) 21 (36.84) 18 (31.58) 

Listening to music  
n = 54 (35.06%) 

11 (20.37) 22 (40.74) 21 (38.89) 4 (7.41) 8 (14.81) 42 (77.78) 

Thinking pleasant thoughts 
n = 44 (28.57%) 

30 (68.18) 14 (31.82) - 21 (47.73) 23 (52.27) - 

Asking for information 
n = 36 (23.38%) 

36 (100.00) - - 15 (41.67) 21 (58.33) - 

Positioning  
n = 34 (22.08%) 

21 (61.76) 13 (38.24) - 11 (32.35) 7 (20.59) 16 (47.06) 

Reading 
n = 27 (17.53%) 

24 (88.89) 3 (11.11) - 21 (77.78) 6 (22.22) - 

Reporting pain to nurses 
n = 26 (16.88%) 

26 (100.00) - - 26 (100.00) - - 

Stroking near injured areas 
n = 22 (14.29%) 

22 (100.00) - - 22 (100.00) - - 

 Note. * = Each patient used more than one strategy. ** = Dzikir is reciting the name of God for Muslim people. N/A = No answer. 

 

Praying, reciting Dzikir, and slow and deep breathing (SDB)
were non-pharmacological pain management strategies that
used by most of the patients in this study. In particular,
praying and performing Dzikir are a spiritual aspect that is
personal concern relating to the belief about pain and its
relief comes from God (Allah).[27] This is consistent with
a Muslim’s way of life in Indonesia because praying is re-
quired five times a day and Dzikir is reciting the name of
Allah. These strategies were rated high effective level by
most of the patients because they resulted in the distrac-
tion effect and helped the patients to accept their pain.[28]

This result is different from previous studies that found that
trauma patients used heat and cold compresses,[17] avoidance
of thinking about pain and movement and pain tolerance.[6]

In addition, the patients reported that they performed SDB
because they wanted to relax their body and reduce the ten-
sion from nursing or medical procedures. Similarly, a study
found that SDB is effective in reducing the pain in patients
with burn injury during dressing changes.[29]

In addition, the top three pain management methods that most
of the hospitalized trauma patients received from physicians
and nurses were possibly influenced by the pain management
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guideline implemented in this teaching hospital. According
to the guideline, it is noted that pain is the fifth vital sign and
needs to be frequently recorded.[30] Therefore, it is necessary
for physicians, nurses, and medical and nursing students to
assess and reassess a pain and to perform the educational

intervention to improve patients’ knowledge about pain. A
previous study supported this finding described that a pain
management standard is effective for improving the quality
of pain reduction, while an absence of standard results in
inadequate pain management.[31]

Table 2. Frequency and Percentage of hospitalized trauma patients who received pain management strategies by physicians
and nurses in the first three days after admission and patients’ satisfaction with pain management (N = 154)

 

 

Strategies n* % Satisfaction M (SD) 

Pain Management Strategies Conducted by Physicians 

1) Showing interest and asking about pain symptom 151 98.05 3.57 (0.65) 

2) Assessing the outcomes after receiving analgesic drugs 145 94.16 3.28 (0.57) 

3) Giving information about pain  112 72.73 3.47 (0.70) 

4) Giving encouragement and showing understanding and sympathy 75 48.70 3.68 (0.81) 

5) Giving an explanation to relieve anxiety  65 42.21 3.37 (0.76) 

6) Giving advice on alternative strategies to reduce pain  38 24.68 3.21 (0.81) 

7) Giving advice to ask for medication when feeling pain 17 11.04 3.12 (0.60) 

8) Prescribing medication during pain 1 0.65 3.00 (0.00) 

Pain Management Strategies Conducted by Nurses 

Showing interest and asking about pain symptoms 150 97.40 3.71 (0.59) 

Giving information about pain  137 88.96 3.89 (0.71) 

Assessing the outcomes after receiving analgesic drugs 137 88.96 3.30 (0.59)  

Giving assistance with different activities while feeling pain 112 72.73 4.07 (0.80) 

Giving an explanation to relieve anxiety 98 63.64 3.53 (0.71) 

Giving encouragement and showing understanding and sympathy 87 56.55 3.72 (0.69) 

Giving advice to think pleasant thoughts  84 54.55 3.40 (0.69) 

Giving advice to report to the nurse when feeling pain  54 35.06 3.30 (0.69) 

Giving advice on how to support the injured areas during activities 44 28.57 3.30 (0.70) 

Giving advice to read or talk with others 22 14.29 3.18 (0.73) 

Giving advice to change the attitude for pain reduction 12 7.79 2.83 (0.58) 

 *Each patient received more than one pain management strategy. 

 

Similar findings have been found in previous studies in
trauma.[3, 20, 21] This present study found that the hospitalized
trauma patients rated moderate to high levels of satisfac-
tion with the pain management strategies implemented by
both the physicians and the nurses when they had pain at
mild to moderate level during three days after admission.
This may be because the patients in the present study had
high expectations toward pain management conducted by
the physicians and the nurses, and their needs were fulfilled.
For example, the physicians and the nurses gave encourage-
ment, showed understanding and sympathy, demonstrated
interest and asked about pain symptom, and provided infor-
mation about pain. These non-pharmacological strategies
made the patients feel that frequent communication implied
that the physicians and nurses were concerned about them.
Understanding about patients’ situation contributes to higher

satisfaction.[20] Moreover, giving assistances with different
activities while the patients were feeling pain conducted by
nurses improves patient satisfaction with pain management.
This was supported by a previous study which noted that
patients’ satisfaction could be achieved through consistent
care and obtaining what the patients needed and listened to
what they said during hospitalization.[32] Similarly, most pa-
tients were satisfied or very satisfied with pain management
from healthcare provider, regardless of their pain intensity
score.[20]

5. CONCLUSION

This study reveals that hospitalized trauma patients reported
mild to moderate pain intensity and pain interference during
the first three days of admission. The comparison of pain
intensity including pain right now, pain at worst, pain at least,
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and average pain were significantly decreased from the first
to the third day. Patients reported most pain interference
with walking, general activity, and sleep, and these pain in-
terference levels were found to be significantly decreased
from the first to the third day. To relieve pain from trauma,
both pharmacological and non-pharmacological pain man-
agement strategies (e.g., opioids, NSAIDs, praying, SDB,
Dzikir) were implemented by physicians, nurses and patients
themselves related to the guideline and religious practices.
Furthermore, the patients were satisfied with pain manage-
ment provided by healthcare providers.

The findings of this study are useful for healthcare providers
to place more concern on pain in hospitalized trauma pa-
tients by using a combination of pharmacological and non-
pharmacological methods. Improvement in the quality of
pain management is related to the guidelines and religious
practice. Praying and performing Dzikir (meditation) are
possibly supplement methods to relieve trauma pain in Mus-
lim patients. Furthermore, healthcare providers should show

understanding and sympathy, provide information on how
to relieve pain and encouragement, and give assistance with
activities during patients’ feeling pain to improve their satis-
faction with pain management.

There is a limitation that should be considered when inter-
preting the study findings. This present study was conducted
at a single site so the generalizability of the results to other
hospitals may be limited. Thus, the replication of this study
with larger sample sizes and other settings is needed.
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