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Racial Differences in Pain 
Management for Patients 

Receiving Hospice Care 
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P
ain and suffering are among the most 

feared consequences of cancer across 

the adult lifespan. Although advance-

ments have been made in the treat-

ment of cancer, management of com-

mon cancer-related issues, such as pain, at the end of 

life (EOL) remains challenging, particularly in older 

adults. Adding to this challenge is the likelihood that 

older adults concurrently experience other persistent 

pain conditions (Brunello et al., 2019). Despite efforts 

to improve care of older adults with cancer pain, im-

plementation of evidence-based pain management 

practices remains variable and inconsistent (Herr et 

al., 2010; Shuman et al., 2018). This is problematic be-

cause studies show that pain is a major physical and 

emotional issue for older adults and, in particular, for 

African Americans living with advanced cancer (Val-

lerand et al., 2019; Yeager et al., 2018) who are also 

more likely to experience disparities in cancer pain 

care (Anderson et al., 2002; Meghani et al., 2014). Ex-

isting knowledge of racial disparities in actual pain 

care practices at EOL in older adults is gravely un-

derdeveloped. This focused retrospective secondary 

data analysis was conducted to identify differences 

in nurse-provided cancer pain management practices 

in a matched set of African American and Caucasian 

American older adults (aged 65 years or older) receiv-

ing hospice care.

Background

Cancer Pain in Older Adults

The incidence of cancer increases substantially with 

advancing age; 1 in 3 men aged 70 years or older and 1 

in 4 women aged 70 years or older will develop some 

type of cancer (Siegel et al., 2019). For example, a 

study by Lau et al. (2016) of 2,825 individuals aged 65 

or older receiving hospice care who were taking opi-

oids during the last week of life found that 41% had 

cancer as their primary hospice diagnosis. In addi-

tion, many patients receiving hospice care report 

pain, as determined by Herr et al. (2010) in a study 
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of 399 patients receiving hospice care; about 89% 

of these patients had a report of pain or an exist-

ing pain diagnosis at hospice admission. Similarly, a 

qualitative study by McPherson et al. (2013) of older 

adults with advanced cancer and their family care-

givers revealed that patient participants reported 

having some degree of daily cancer pain as well as 

other types of chronic pain. Likewise, in a study by 

Pimentel et al. (2015) of 8,094 newly admitted nurs-

ing home residents with cancer, about 66% reported 

experiencing pain; more than 17% of residents in 

daily pain received no analgesics, including about 

12% with daily severe pain and about 17% with daily 

moderate pain. Adequate pain management has been 

found to be a major concern for EOL care among 

older patients with cancer (Finkelstein et al., 2015). 

The American Cancer Society projected for 2019 

that African Americans would account for more than 

200,000 new cases of cancer and about 73,000 deaths 

(DeSantis et al., 2019). In addition, African Americans 

report higher intensity of pain than other racial and 

ethnic populations (Kamal et al., 2017; Martinez et al., 

2014) and approach cancer pain with greater negative 

and fatalistic stigma and fear (Im et al., 2008), per-

haps because they are less knowledgeable than other 

populations about cancer pain management (Baker et 

al., 2013). It is not surprising then that, when com-

paring Black and White cancer survivors, Green et 

al. (2011) found that Black participants experienced 

more cancer-related pain interference (e.g., mood, 

work, relationships, sleep). Combined, these realities 

exponentially place African American older adults at 

risk for inadequate management of cancer pain. 

Evidence-Based Practice Regarding Cancer Pain  

in Hospice

Cancer pain is generally poorly treated at EOL in 

older adults. In a study of community-based hos-

pice settings by Herr et al. (2010), older adults 

with cancer received an average of 32% of key  

evidence-based practices (EBPs) applicable to their 

situation using the Cancer Pain Practice Index 

(CPPI). Hospice care has been slower to adopt 

EBPs, even those intended for pain management, 

despite the mission of hospice, which is to provide 

pain management and comfort care and improve 

quality of life for those with life-limiting illnesses 

(Jones, 2013; Sanders et al., 2010). One concern is 

that systematic integration of EBPs may ignore per-

sonhood and the subjective experience of suffering 

(Jones, 2013). Much of the research has focused on 

translating and assessing evidence-based pain care 

in nursing homes and acute care settings (Hunnicutt 

et al., 2017; Mack et al., 2018; Shuman et al., 2018; 

Titler et al., 2009). Herr et al. (2010), in their study 

involving 16 midwestern U.S. hospices, found that 

recommended EBPs for assessing and managing pain 

in older adults with cancer are not being fully imple-

mented or documented. Gaps in practice observed 

were related to additional components of a compre-

hensive assessment completed within 48 hours of 

admission, review of the pain treatment plan at each 

reassessment, reassessment of moderate or greater 

pain, consecutive pain reports of 5 or greater (indi-

cating pain of at least a moderate level on a scale of 

0–10) followed by pain medication increases, moni-

toring of analgesic-induced side effects, initiation of 

a bowel regimen for patients with an opioid order, 

and documentation of nonpharmacologic thera-

pies and written pain management plans (Herr et 

al., 2010). However, on a more positive note, most 

patients had their pain assessed at admission using 

a valid pain scale and had primary components of a 

comprehensive assessment completed at admission; 

in addition, most patients with admission reports of 

pain had medication ordered (Herr et al., 2010).

Numerous regulatory, provider, and patient bar-

riers and facilitators further influence the use of 

EBPs for cancer pain in hospices. In a study by Klein-

Fedyshin (2015), hospice and palliative care nurses 

across several sites reported a need for drug or disease 

information and access to evidence-based resources, 

including databases; the most frequent source of 

information was colleagues, followed by Internet 

searches, which could expose nurses to unreliable or 

noncurrent evidence for managing EOL symptoms. A 

study by Sanders et al. (2010) identified various insti-

tutional barriers to implementation of EBP, including 

lack of agency involvement, particularly in terms of 

spearheading and supporting EBP initiatives; insuf-

ficient staff knowledge about hospice care and pain 

management; and inability of staff to take on addi-

tional responsibilities. Hospices may be motivated 

by regulatory and quality standards or organizational 

values to use and improve EBP in areas such as pain 

treatment (Dy et al., 2015).

Few studies have addressed the degree of dis-

parities in nurses’ delivery of evidence-based 

management of cancer pain in hospice settings. In 

a study of the nursing home setting by Mack et al. 

(2018), African American residents with cancer were 

found to be less likely to have self-reported pain 

documented or to receive analgesics and nonphar-

macologic interventions than Caucasian American 
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residents. In addition, African Americans have been 

found to receive similar or better care as Hispanic 

and/or Caucasian Americans in hospices for most 

care domains, including management of symptoms 

and pain, but not for emotional and religious care, 

according to family caregivers (Price et al., 2017; 

Sharma et al., 2017).

When examining individual indicators of EOL 

care, it is not uncommon for African American family 

members to be less satisfied with pain management 

of their loved ones, which necessitates more research 

to understand their experiences in hospice (Rhodes et 

al., 2007; Sharma et al., 2017). Conversely, studies by 

Campbell et al. (2012) and Stephenson et al. (2009) 

found that African American and Caucasian American 

patients and their families were satisfied with hos-

pice interventions and pain management. Although 

these studies present contrasting findings, they 

provide insight on the extent to which quality and 

evidence-based pain care is provided in hospice, as 

well as the perceptions and roles of family members 

in pain management. However, individuals in racial 

and ethnic minorities remain under-represented in 

symptom science studies (Johnson, 2013), limiting 

knowledge of their experiences in hospice and spur-

ring the need for the current study, which focuses on 

African Americans.

Methods

Design

This was a secondary data analysis of a completed 

cluster randomized controlled trial (RCT) designed 

to test a multifaceted translational intervention to 

diffuse and improve pain EBPs in hospices (i.e., trans-

lating research into practice–cancer [TRIP-CA], which 

occurred from February 2007 to February 2010). A 

detailed discussion of the procedures and the interven-

tion are published elsewhere (Herr et al., 2012). The 

TRIP-CA intervention was developed using Rogers’s 

diffusion of innovation framework and involved 

disseminating EBPs through a multicomponent com-

munication, education, and empowerment process to 

change the culture of the organizations (i.e., hospice) 

and users (i.e., nurses), facilitate adoption of the cancer 

EBPs, and positively affect patient outcomes (Herr et 

al., 2012). The parent study (Herr et al., 2012) did not 

find that the intervention improved cancer pain prac-

tices. However, it was unable to examine practices by 

race because of the limited total sample size of racial 

and ethnic minorities; consequently, examination of 

this topic using a matched analysis design is warranted. 

Matching was intended to reduce extraneous sources 

of variation. In addition, matching enhances validity, 

and having exact number of cases and controls min-

imizes the variance in statistical parameters (Rose & 

van der Laan, 2009).

Sample

Data for 32 African American older adults and 32 

Caucasian American older adults were selected 

based on case-matching criteria: age (plus or minus 

three years), sex, and cancer diagnosis (when pos-

sible). This yielded 32 pairs for a total sample of 64 

patients. Participants were from hospices assigned 

to the experimental and control arms of the RCT, 

and data were pooled from two time points (i.e., 

immediately postintervention and six months 

postintervention). The parent study did not find 

significance between the experimental and con-

trol groups (i.e., suggesting equivalence between 

groups) or between postintervention phases, which 

strengthens the case for pooling all available data 

for this secondary data analysis. Six months elapsed 

between postintervention phases, during which time 

no new EBP guidelines were published, limiting 

threats to internal validity.

Setting

The parent RCT was conducted in 16 hospices in the 

midwestern United States. These hospices provided 

care in the home and were representative of small 

(average daily census [ADC] = 25 or less), medium 

(ADC = 26–100), and large (ADC = greater than 

100) institutions. Secondary data analyzed included 

patients from 11 hospices that were primarily medium 

and large urban institutions; no African Americans 

and three Caucasian Americans were enrolled from 

small, rural hospices.

The parent RCT was approved by the University of 

Iowa Institutional Review Board (IRB). Because this 

was a secondary data analysis using deidentified data, 

the IRB determined that additional approval was not 

required for this study.

Variables 

The CPPI was developed using rigorous and iterative 

reliability and validity testing (Fine et al., 2010). The 

outcome variable was the adoption of the 11 EBPs listed 

in the CPPI for pain. These practices were related to 

timely, focused, and comprehensive assessment and 

reassessment, treatment using appropriate analgesics 

and nonpharmacologic therapies, the existence of a 

bowel regimen when taking opioids, and proper doc-

umentation. Each practice was scored either as met (1 
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point) or unmet (0 points) or by the number of com-

ponents completed. A total CPPI score was derived by 

taking the number of points received on the applicable 

items for that particular patient (numerator) divided 

by the maximum score possible on each applicable item 

(denominator), resulting in the percentage of EBPs a 

patient received. For example, indicator 4 would have 

a range of 0–1; that is, if all components are completed, 

7 would be divided by 7, and a patient would receive 

a score of 1. Detailed development and psychometric 

properties of the CPPI are provided in several articles 

(Fine et al., 2010; Herr et al., 2012). Song et al. (2015) 

used this tool to examine nursing documentation prac-

tices and reported 95% inter-rater reliability of the tool 

to extract data from 10 randomly selected tools.

Because the current authors’ interests lie in 

understanding the individual-level differences in pain 

between African Americans and Caucasian Americans, 

a total (mean) difference in total CPPI score and indi-

vidual scores for each indicator between each group 

was calculated. The higher the CPPI score, the greater 

number of EBPs the patient received. 

Pain intensity was measured using a 0–10 numeric 

rating scale, with higher scores indicating greater pain 

severity. The mean pain intensity for two weeks (i.e., 

1–7 days and 8–14 days) and maximum pain intensity 

(highest pain intensity reported) were used in sta-

tistical analysis. Patients with cognitive impairment 

who were unable to report pain intensity were not 

included because other measurements of pain (such 

as a nonverbal pain behavior scale) were not available 

in most hospices. The mean difference for African 

Americans and Caucasian Americans was calculated 

for mean and maximum pain intensities.

Length of stay in hospice was determined by the 

number of days spent in hospice from admission to 

death. The mean difference in number of days spent 

in hospice between African Americans and Caucasian 

Americans was calculated and included in the predic-

tive model as an independent variable.

Statistical Analyses

All statistical tests were performed using SAS, ver-

sion 9.4, and IBM SPSS Statistics, version 23.0. The 

data were observed for normality, and variables did 

not require statistical transformation. Descriptive 

statistics using means and standard deviations for con-

tinuous variables and frequencies and proportions for 

categorical variables are used to describe participant 

characteristics. To identify bivariate differences in 

CPPI indicators, Wilcoxon rank-sum test (for practices 

treated as continuous/scaled variables) and chi-square 

test or Fisher’s exact test (for practices coded as cate-

gorical/non-scaled variables) were used. If an indicator 

was not met by at least 30% of participants, then no 

statistical comparison was made (i.e., indicators 6, 8, 

and 10). In addition, two African Americans and four 

Caucasian Americans were removed from all analyses 

because they did not have pain documented at admis-

sion. All analyses were two-tailed, and an alpha of 0.05 

or less indicated significance.

Results

Table 1 describes characteristics of the sample, which 

was comprised of 40 women and 24 men, with an aver-

age age of 78 years. African Americans had lower mean 

pain and maximum pain intensity scores compared to 

Caucasian Americans, but these were not significantly 

different. On average, African Americans were in hos-

pice 1.25 days less than Caucasian Americans, and 

significantly more African Americans were in large 

urban hospices compared to Caucasian Americans (p = 

 0.0132).

Overall, total CPPI score was also not significantly 

different between race groups. However, the care pro-

vided to African Americans and Caucasian Americans 

did not fully meet CPPI standards, as indicated by low 

means and the proportion of patients receiving care 

(see Table 2). As previously noted, there were none or 

too few older adults who met the criteria for indicators 

6 (reports of moderate to severe pain [5 or greater] led 

to reassessment of  pain intensity within 24 hours), 8 

(consecutive reports of moderate to severe pain [5 or 

greater] were followed with increases in opioid dose 

or additional analgesic added within 24 hours), and 10 

(patients with opioid orders are monitored each day for  

opioid-induced side effects [e.g., respiratory depression, 

constipation]). Bivariate analysis found no significant 

differences in practices between African American older 

adults and Caucasian American older adults, except 

for indicators 1 and 9, where statistically fewer African 

Americans had a comprehensive pain assessment at 

admission (p = 0.04) and orders for a bowel regimen 

while taking opioids (p = 0.05). Although not statistically 

significant, fewer African Americans received recom-

mended care on all other indicators except 7 and 11. 

In these cases, more African Americans compared to 

Caucasian Americans had orders for non-opioids and 

documentation of nonpharmacologic therapies in the 

past week.

Discussion

This study provides novel insight into the pain man-

agement of African American and Caucasian American 

D
ow

nl
oa

de
d 

on
 0

5-
19

-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.



232 ONCOLOGY NURSING FORUM MARCH 2020, VOL. 47, NO. 2 ONF.ONS.ORG

older adults receiving hospice care. Although mean 

CPPI score did not reveal statistically significant differ-

ences in performance of pain EBPs by providers, there 

was a significant difference in individual indicators, 

such as pain assessment between African Americans 

and Caucasian Americans. Fewer African Americans 

received a comprehensive pain assessment within 24 

hours of admission, and this would undoubtedly affect 

the provision of the other CPPI indicators in African 

Americans, particularly if no standardized pain man-

agement process is in place at each hospice. Thorough 

and comprehensive pain assessment drives pain 

treatment, and an inaccurate or incomplete assessment 

may contribute to undermanagement. Consistent with 

other studies, African American older adults in hos-

pice have a lower likelihood of having pain assessment 

at admission and subsequent frequent assessments 

(Cea et al., 2016; Mack et al., 2018). Cea et al. (2016) 

found that although patients in hospice aged 65 years 

or older received a high level of pain assessment, there 

was a relatively low level of use of valid pain scales. A 

seminal study by Anderson et al. (2002) of 31 socioeco-

nomically disadvantaged minority patients with cancer 

showed that 21% of the African American participants 

TABLE 1. Sample Characteristics by Group

AAs (N = 32) CAs (N = 32) Total (N = 64)

Characteristic
—

X SD
—

X SD
—

X SD p

Age (years) 78.53 6.73 78.28 6.92 78.41 0.21 0.8987

Length of stay (days) 9.97 4.24 11.22 4.16 10.59 4.22 0.0939

Maximum pain intensity 2.24 3.02 3.13 3.41 2.7 3.24 0.3819

Mean pain intensity 1.12 1.77 1.85 2.36 1.5 2.12 0.2656

Characteristic n % n % n % p

Allocation group 0.0319

Experimental 29 91 21 66 50 78 –

Control 3 9 11 34 14 22 –

Cancer diagnosis 0.5646

Gastrointestinal 9 28 10 31 19 30 –

Ear, nose, and throat 7 22 10 31 17 27 –

Musculoskeletal 3 9 3 9 6 9 –

Genitourinary 2 6 3 9 5 8 –

Lymphatic 3 9 1 3 4 6 –

Unspecified neoplasms – – 2 6 2 3 –

Endocrine and brain 1 3 – – 1 2 –

Missing data 7 22 3 9 10 16 –

Hospice type 0.0132

Small (ADC of 25 or less) – – 3 9 3 5 –

Medium (ADC of 26–100) 5 16 12 38 17 27 –

Large (ADC of more than 100) 27 84 17 53 44 69 –

Pain present

Yes 30 94 28 88 58 91 –

Sex 1

Female 20 63 20 63 40 63 –

Male 12 38 12 38 24 38 –

AA—African American; ADC—average daily census; CA—Caucasian American
Note. Pain intensity was measured using a numeric rating scale ranging from 0 to 10, with higher scores indicating greater 
pain severity. For maximum pain intensity, the range for AA patients was 0–10 and 0–9 for CA patients. For mean pain 
intensity, the range for both AA and CA patients was 0–8. 
Note. Because of rounding, percentages may not total 100.
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(N = 14) reported difficulty with talking about having 

cancer pain, as opposed to none of the Hispanic 

patients (N = 17). Consequently, using a reliable and 

culturally sensitive tool to measure pain is important 

to enhance patients’ reporting of pain and to accu-

rately measure changes in pain intensity over time. 

Recommendations for appropriate pain measurement 

tools for African American and Caucasian American 

older adults are available (Booker et al., 2016; 

Robinson-Lane & Booker, 2017; Ware et al., 2015).

In the current study, African Americans received 

more non-opioids and nonpharmacological inter-

ventions than Caucasian Americans. This is an 

interesting, yet not unusual, finding in pain and pal-

liative care research. The reasons for this finding are 

unclear; however, it may be related to lower pain levels 

reported at admission, patient or family member pref-

erences to avoid opioids unless necessary, and patient 

or family member beliefs that opioids may hasten 

death or cause changes in mental status (Mack et al., 

2018; Stephenson et al., 2009). 

Another significant finding was the lack of a 

bowel regimen among African Americans; fewer 

African Americans had an existing or new order for 

a bowel regimen if taking opioids. This is consistent 

with Lau et al.’s (2016) findings that racial minori-

ties in hospice had lower odds of using a laxative in 

tandem with opioids than White participants. Post-

hoc review of data from the current study found 

that although more Caucasian Americans had a 

bowel regimen, most patients (African Americans or 

Caucasian Americans) had either a stool softener or 

a laxative, but not both as recommended. Without 

a complete bowel regimen, opioid users may expe-

rience additional distressing symptoms, such as 

opioid-induced constipation. 

There were few significant differences in the number 

of African Americans and Caucasian Americans receiv-

ing or not receiving evidence-based pain care. Although 

this finding is encouraging, it also highlights significant 

gaps in optimal care for both groups. To meet the stan-

dard, all components of each CPPI indicator had to be 

addressed. In some cases, only parts of the standard 

were performed. For example, one participant had four 

reports of moderate to severe pain, but the nurse(s) 

followed up with a reassessment within 24 hours just 

twice (indicator 6). Similarly, the majority of older 

adult patients in hospice using opioids were not being 

monitored for opioid-induced side effects (indicator 

10). This is a major issue because these side effects 

could create additional pain and suffering during the 

EOL transition. 

Nurses may be partially compliant with stan-

dards, but practice is often not consistent, in part 

because of the lack of diffusion of and educa-

tion on EBP in healthcare settings. For example, 

using an evaluation tool modified from the CPPI, 

Song et al. (2015) examined documentation of  

evidence-based cancer pain management by nurses 

on an oncology unit and determined that the partic-

ipating nurses documented 90% of the recommended 

EBPs; however, documentation was suboptimal for 

pain reassessment, pharmacologic interventions, and 

bowel regimen.

In addition, any differences in frequency of EBPs, 

significant or not, suggest that differences may not 

be based on race but on care setting. Race does not 

always predict disparities or inequities in health 

because it is only one aspect of many social deter-

minants that affect how pain care is provided and 

received. A study by Price et al. (2017) reported that 

caregivers of African American and Hispanic patients 

reported slightly better care experiences than 

Caucasian Americans when care is provided within 

the same hospice; the proportion of caregivers satis-

fied with getting help for symptoms was comparable 

across the three racial groups. Similarly, Sharma et al. 

(2017) did not find significant racial differences in var-

ious aspects of the quality of EOL care. The current 

study extends the knowledge base across multiple  

community-based hospices, not just within an indi-

vidual hospice organization. 

Although not a strong focus of the current study, 

mean pain intensities were generally low, which 

could be attributed to under-reporting, particularly 

if the patient was actively dying and unable to fully 

perceive and communicate pain. In addition, in con-

trast to the existing literature, pain intensity was 

higher in Caucasian Americans, but there was no sig-

nificant difference between races. This is clinically 

meaningful because most research consistently high-

lights that African Americans not only report higher 

pain intensity but also have lower pain thresholds 

(Ezenwa et al., 2018; Kim et al., 2017; Martinez et al., 

2014). Pain intensity may have been lower in African 

Americans for several reasons. The literature shows 

that African American older adults are less likely to 

have a self-reported pain score documented (Mack et 

al., 2018) and that they commonly under-report and 

minimize pain (Booker, 2016); this may have been the 

case in the current study, given the number of pain 

reports documented as zero. Culturally, differences 

in pain reporting may indicate that African American 

older adults are less open to complaining about pain 
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TABLE 2. Bivariate Analyses of Cancer Pain Practice Index Indicators by Race

African Americans Caucasian Americans

Cancer Pain Practice Index Indicator
—

X SD Range
—

X SD Range p

1. Patients with pain at admission have all 5 primary 

components of comprehensive assessment (loca-

tion, intensity, quality, duration, impact on function) 

completed within 24 hours; expected range = 0–1

0.59 0.35 0–1 0.79 0.28 0–1 0.365

2. Patients with pain at admission have any of the 6 

additional components of comprehensive assess-

ment (detailed pain history, physical examination, 

presence or absence of delirium, aggravating factors, 

relieving factors, presence of anxiety and depression) 

completed within 24 hours; expected range = 0–1

0.14 0.14 0–0.29 0.15 0.13 0–0.29 0.792

3. All focused nursing assessments include a review of 

pain management plan for patients reporting pain 

or pain diagnosis; number of focused assessments 

varies by patient but expected range for completion 

is 0–1

0.54 0.35 0–1 0.67 0.37 0–1 0.1562

4. Patients with documentation of a written pain man-

agement plan that includes all 7 components (cause 

of pain; type and rationale for analgesic; instructions 

on dose and titration; instructions on management 

of analgesic; instructions for safe storage; who to 

contact if pain is not relieved, if it increases, or if side 

effects occur; when and how to use nonpharmaco-

logic approaches); expected range = 0–1

0.18 0.23 0–0.75 0.27 0.24 0–0.88 0.1224

Cancer Pain Practice Index Indicator n %a n %a p

5. Pain assessment occurred using a valid, culturally 

sensitive pain scale or nonverbal pain scale.

22 69 24 75 0.5782

7. Within 24 hours of admission report, patients with 

mild painb have an order for non-opioid or opioid/

non-opioid combination; patients with moderate to 

severe pain have an opioid order; and patients with 

pain behaviors have a non-opioid order.

18 56 14 44 0.3173

9. Patients with an opioid order have an existing bowel 

regimen or new order for bowel regimen.

5 16 11 34 0.0563

11. Patients with report of pain have documentation of 

nonpharmacologic therapies in the past week.

20 63 14 44 0.153

a Within-group percentages
b Mild pain is defined as pain that is rated 1–4 on a scale ranging from 0 to 10, with higher scores indicating greater pain severity.
Note. Based on information from Herr et al., 2012.
Note. Because they had no pain documented at admission, 2 African American patients and 4 Caucasian American patients were excluded from 
analyses. Consequently, for indicators 1–4, there were 30 African Americans and 28 Caucasian Americans. For indicators 5, 7, 9, and 11, there were 
32 African Americans and 32 Caucasian Americans.
Note. For the total sample (N = 64), total Cancer Pain Practice Index score was 0.45 (SD = 0.23). For African American patients (N = 32), total 
Cancer Pain Practice Index score was 0.41 (SD = 0.19). For Caucasian American patients (N = 32), total Cancer Pain Practice Index score was 
0.49 (SD = 0.26). In addition, p was 0.1576. The higher the Cancer Pain Practice Index score, the greater number of evidence-based practices 
the patient received.D
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and feel uncomfortable showing or sharing when 

pain is severe, particularly those who are at EOL. 

Unfortunately, this leads to under-reporting. It is also 

possible that numeric pain scores may not accurately 

reflect African Americans’ cancer pain experience, in 

that there may be other areas that are more important 

than pain intensity, such as function or mood, which 

are more introspective of the totality of pain severity. 

At this time, there are no brief, culturally appropriate 

tools to measure cancer pain intensity. 

Another reason that pain intensity may have 

been lower in African Americans in this study is that, 

because cancer pain is not always persistent, perhaps 

the participants were not experiencing pain at the 

time of assessment. In addition, although the sub-

jectivity of pain intensity varies across and within 

individuals, having the same or similar cancer pathol-

ogy between both racial groups may have contributed 

to an insignificant difference in pain intensity. African 

Americans having shorter hospice stays could have 

affected the mean and maximum pain intensities, 

particularly if they were unable to consistently self- 

report numeric pain intensity at EOL; in the current 

study, there was no use of a nonverbal pain scale. 

Studies show that African Americans use hospice 

care at much lower rates than Caucasian Americans, 

often delaying being discharged to hospice until late 

in the disease trajectory or disenrolling from hospice 

altogether (Haines et al., 2018; Rizzuto & Aldridge, 

2018). As a result, capturing pain consistently is 

a practical and methodologic issue worth further 

investigation.

Although hospice use is lower for African 

Americans, a review by Wilkie and Ezenwa (2012) 

concluded that there are fewer racial disparities than 

expected in pain management at EOL, suggesting that 

hospice and palliative care may be effectively fulfill-

ing its role in adequately providing pain relief to dying 

patients. In addition, EBP use in cancer pain manage-

ment is more satisfactory than expected, given that 

pain is a common problem encountered in oncology 

nursing practice.

Strengths and Limitations

The current study had several strengths; it used a val-

idated EBP tool; had limited missing data on variables 

of interest, which reflects the sustained engagement 

of nursing staff at study sites; and employed par-

ticipant matching. However, a few limitations of 

the study were identified. Some may consider race 

to be an arbitrary measure of assessing for dispari-

ties; any significant findings could be a result of the 

culture of care in various hospices rather than race. 

Perhaps a larger sample size could further expli-

cate racial mechanisms; the authors acknowledge 

the small-scale nature of this secondary analysis. 

In addition, there were too few African Americans 

in the preintervention phase for a comparative anal-

ysis with postintervention phases, and exclusion 

of older adults with cognitive impairment further 

limits understanding of cancer pain and its manage-

ment in this vulnerable group. Because of the small 

sample size, no African American participant was 

from a small hospice, which precludes understand-

ing of how race affects pain care in more intimate 

settings. Also, the data from this study are more than 

10 years old; however, these data are often difficult 

to obtain given the contextual circumstances related 

to hospice use, length of stay, and ethical concerns 

surrounding research at EOL (Mackin et al., 2009). 

The current study had a unique opportunity to 

examine racial differences to address an identified 

gap in the literature. This foundational study raises 

questions and the need for additional prospective 

study, given that it takes, on average, 17–23 years for 

research to be translated into practice (Morris et al., 

2011). Findings from the current study remain rele-

vant in the present climate of pain management and 

can serve as a model for improving nursing practice. 

Most importantly, this research adds to the limited 

knowledge base on cancer pain and its treatment in 

an older, diverse population receiving hospice care, 

providing promising results that disparities may not 

exist, may be improving, or may be less pervasive in 

settings of hospice for older adults.

Implications for Nursing

Nursing Practice

The Institute of Medicine (2013) report Delivering 

High-Quality Cancer Care: Charting a New Course for a 

System in Crisis states that the U.S. healthcare system 

is inadequately equipped to support cancer care that 

is evidence based and cost effective; as such, improv-

ing knowledge of the clinical workforce through 

dissemination of EBP guidelines is one feasible solu-

tion to enhancing cancer pain management. Although 

the parent RCT study used this approach and found 

no significant differences in care, nurses and other 

healthcare professionals are still expected to possess 

the knowledge and skills necessary to manage cancer 

pain amid physiological and psychological challenges 

that aging and chronic disease present. 

In 2018, the American Society for Pain 

Management Nursing released a position statement 
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on management of pain at EOL and made recommen-

dations that support the current study’s indicators for 

good pain care (Coyne et al., 2018). Specifically, pain 

management should be comprehensive and ongoing, 

particularly in patients who are nonverbal; in addition, 

healthcare providers should obtain evidence-based 

education and support patients’ wishes, and they 

should make nonpharmacologic and pharmacologic 

treatments accessible (Coyne et al., 2018). A position 

statement from the American Nurses Association 

(2018) also reinforces the ethical position of nurses 

to provide good pain management and reduce suffer-

ing amid the national opioid problem. In the midst of 

challenges related to pain care and the opioid crisis, 

high-quality pain care is imperative because many 

individuals’ preferences for EOL care are centered on 

alleviating pain and suffering (Arnstein & Herr, 2019; 

Institute of Medicine, 2014).

Nurses and other providers should continuously 

engage in quality improvement to ensure that gains 

in reducing disparities are maintained, as well as to 

increase effective pain management for all older 

adults with cancer. Providers at all levels must con-

sider ways to deliver population health interventions 

that focus on prevention and palliation of pain in the 

older adult population because there may be poten-

tial to extend the hospice and palliative care model 

outside of traditional hospice settings. Greater hos-

pice and palliative care consultation use could reduce 

racial disparities in pain management and EOL care 

(Johnson et al., 2016; Kamal et al., 2017). In addition, 

models of care should also actively engage caregivers, 

ensuring that they have the knowledge and skills to 

care for and advocate for their dying loved ones. One 

promising intervention for African Americans living 

with cancer is Power Over Pain–Coaching, which was 

developed to improve function and decrease pain- 

related distress (Vallerand et al., 2018). Initiating this 

intervention early in the diagnosis, when possible, 

may offset any inequities and disparities that patients 

may experience once they transition to hospice-based 

treatment, particularly if patients and caregivers are 

empowered to advocate for and implement a home-

based pain management routine.

Research

Findings from the current study support two of the 

National Institute of Nursing Research’s (2016) sci-

entific foci: symptom management and EOL and 

palliative care. In this study, the authors were able 

to provide a more careful look at evidence-based 

pain practices rather than patient-reported pain 

outcomes. Evaluating processes and practices in 

addition to outcomes is often overlooked. This work 

provides a launching point for additional research 

to establish methods to translate best practices 

across settings of care and populations and to mea-

sure quality of hospice and palliative care not only 

from a nursing perspective but also from a patient 

perspective. Future research might explore the 

extent to which culturally informed EBPs of pain are 

implemented, particularly for hospices where there 

is more racial and ethnic diversity. Nurses’ com-

pliance with established standards and use of pain 

tools, along with partnerships with family mem-

bers and caregivers, is imperative to providing good  

evidence-based pain care. Synergistic leadership and 

practice between an institution’s administration 

and clinical staff will contribute to a culture of EBP 

in more autonomous settings, such as community- 

based hospices.

Policy

The National Quality Forum (NQF) adopted 

standards to assess and manage conditions 

and symptoms, including pain (NQF, 2012b), 

and to have a documented plan of care for pain 

in individuals undergoing chemotherapy and 

radiation (NQF, 2012a). The adoption of pain- 

related NQF policies by the Centers for Medicare and 

Medicaid Services (CMS) is encouraging. CMS (2019) 

requires hospices to report the number of patients 

being treated with opioids who have an established 

bowel regimen, who receive pain screening during 

admission, and who undergo comprehensive pain 

assessment if they screened positive for pain during 

admission. However, pain outcomes in hospice 

settings (e.g., skilled nursing facilities providing 

hospice care, inpatient hospice clinics, outpatient 

or community-based hospice) should be expanded 

KNOWLEDGE TRANSLATION

 ɐ When hospice services were used, African Americans received 

end-of-life pain care comparable to that received by Caucasian 

Americans.

 ɐ Implementing standards of care reduces pain disparities and 

inequities. 

 ɐ Greater consistency in the translation of evidence-based prac-

tice in hospice is needed, and the Cancer Pain Practice Index can 

guide and monitor quality pain management practices in outpa-

tient hospice settings.
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to include other relevant best practices. Examples 

include tracking opioid-induced adverse effects, doc-

umenting pain management plans, and permitting 

patients to use their allowable one-time visit with a 

healthcare provider to discuss options for pain man-

agement. Measuring What Matters is a joint initiative 

of the American Academy of Hospice and Palliative 

Medicine and the Hospice and Palliative Nurses 

Association; it consists of 10 clinically relevant indi-

cators for measuring quality hospice and palliative 

care and includes specific measures for pain screening 

and treatment (Dy et al., 2015). The Interagency Pain 

Research Coordinating Committee (2016), in National 

Pain Strategy: A Comprehensive Population Health-Level 

Strategy for Pain, offers recommendations 

to increase the precision of information about 

chronic pain prevalence overall, for specific 

types of pain, and in specific population groups 

and to track changes in pain prevalence, impact, 

treatment over time, to enable evaluation of 

population-level interventions and identification 

of emerging needs. (p. 4)

Transforming clinical practice, research, and policy 

into best practices for older adults is a critical 

component of reducing the burden of pain and, sub-

sequently, disparities in this population. Healthcare 

providers cannot lose sight of the goal of ensuring 

that practices and policies sufficiently address those 

with cancer pain.

Conclusion

The current study uncovered few significant dif-

ferences in pain management practices between 

races at EOL in home-based hospice. Older adults 

make up a large population of patients confronted 

with cancer pain at EOL, and it is and will remain 

imperative that nurses understand that pain is best 

managed when EBPs are implemented consistently 

and equitably.
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