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ABSTRACT
	Background: Effective pain management is central to end-of-life (EOL) care, yet patients in low- and middle-income countries often experience preventable suffering. Nurses, as frontline providers, are pivotal, but evidence on their knowledge and practices in Ghana is limited.
Aim: To explore nurses’ knowledge and practices of pain management in EOL care.
Methods: An exploratory descriptive qualitative design was employed. Sixteen nurses from a tertiary hospital in Ghana were purposively sampled. Data were collected through semi-structured interviews and analyzed thematically using Braun and Clarke’s framework. 
Results: Two major themes emerged: nurses’ understanding of pain, and their management practices. Most nurses conceptualized pain in biomedical terms, though some acknowledged psychological and emotional dimensions. While familiar with standardized assessment tools, nurses often relied on patient self-report and observational cues. Pharmacological interventions, particularly opioids such as morphine, were commonly used but constrained by availability and cost. Non-pharmacological strategies, including repositioning, conversation, and music, were applied to complement pharmacological care. 
Conclusion: Nurses demonstrated awareness of the multidimensional nature of pain, but inconsistencies in assessment and systemic barriers limit effective EOL care. Strengthening education, reliable opioid access, and formal integration of non-pharmacological approaches is essential to safeguard patients’ dignity and improve quality of life at the end of life. 
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1. INTRODUCTION

Pain management at the end of life (EOL) is a fundamental component of quality health care and a recognized global public health priority. The obligation to relieve suffering is both an ethical and clinical imperative, and palliative care is increasingly acknowledged as an essential element of health systems worldwide (Agunwah et al., 2024). The World Health Organization defines palliative care as an approach that improves the quality of life of patients and families facing life-threatening illness through the prevention and relief of suffering, including early identification and treatment of pain in its physical, psychosocial, and spiritual dimensions (Agunwah et al., 2024). Despite this recognition, unrelieved pain remains common among patients approaching death.
Pain is among the most frequently reported symptoms in serious illness and is particularly prevalent in patients with advanced disease. Among individuals with cancer, approximately one-third experience pain during treatment, rising to as many as 70–90% in advanced stages, while similarly high burdens are reported among patients with AIDS and other life-limiting conditions (Ibrahimi, 2024; Kariuki, 2025). These patterns highlight that pain is not merely a symptom but a defining feature of the end-of-life experience. Uncontrolled pain contributes to prolonged hospitalization, functional decline, emotional distress, and diminished quality of life for both patients and families (Simbeye et al., 2024). Effective pain management, by contrast, preserves dignity, facilitates communication, and supports a more humane dying process (Fekede et al., 2023).
Nurses play a central role in achieving effective pain control at the end of life. As the professionals most consistently present at the bedside, they are uniquely positioned to assess pain, evaluate treatment responses, and advocate for timely interventions (Alsaiari et al., 2024; Kariuki, 2025). Their responsibilities extend beyond medication administration to include systematic assessment using validated tools, delivery of non-pharmacological interventions, communication with families, and coordination of multidisciplinary care (Fekede et al., 2023). Because nurses often serve as the primary interface between patients, physicians, and families, their knowledge and clinical judgment directly shape the quality of EOL pain management (Rajakaruna & Udayangani, 2024).
However, international evidence consistently demonstrates gaps in nurses’ knowledge and practices related to pain control. Studies report insufficient understanding of opioid pharmacology, misconceptions regarding addiction and tolerance, inconsistent use of standardized assessment tools, and reliance on subjective indicators such as vital signs (Kariuki, 2025; Rajakaruna & Udayangani, 2024). These knowledge deficits frequently translate into practice challenges, including delayed analgesic administration, inadequate documentation, and underutilization of multimodal strategies (Alsaiari et al., 2024). Importantly, nurses’ practices are shaped not only by individual knowledge but also by institutional culture, regulatory frameworks, and access to training and resources (Agunwah et al., 2024).
These challenges are particularly pronounced in low- and middle-income countries (LMICs), where structural constraints often intersect with educational gaps. Evidence from African settings indicates limited continuing professional development opportunities, shortages of essential analgesics, restrictive opioid policies, and inadequate integration of palliative care into nursing education (Simbeye et al., 2024; Kariuki, 2025). Cultural beliefs surrounding death, suffering, and opioid use may further influence communication and clinical decision-making in EOL contexts (Kariuki, 2025). Together, these findings suggest that understanding nurses’ knowledge and practices requires attention not only to individual competencies but also to the contexts in which care is delivered.
In Ghana, evidence specifically addressing nurses’ management of pain at the end of life remains scarce. One Ghana-based study on postoperative pain management reported substantial knowledge gaps and negative attitudes toward pain control among nurses, suggesting potential challenges that may extend into EOL settings (Rajakaruna & Udayangani, 2024). Yet little is known about how nurses conceptualize and implement pain control when the goals of care shift from cure to comfort and holistic support. This lack of context-specific evidence is notable given the growing burden of cancer and chronic disease in the country and the increasing policy emphasis on strengthening palliative care services.
Because pain management practices are shaped by clinical experience, beliefs, institutional norms, and interpersonal dynamics, a qualitative approach is well suited to exploring how nurses understand and enact their roles in EOL care. Such an approach allows for in-depth examination of decision-making processes, perceived barriers, and contextual influences that may not be captured through quantitative surveys alone.
This study therefore seeks to explore nurses’ knowledge and practices of pain management at the end of life in Ghana, with the aim of generating contextually grounded insights to inform education, policy, and clinical practice. 

2. METHODOLOGY

2.1 Study Design

This study employed an exploratory qualitative descriptive design to gain an in-depth understanding of nurses’ knowledge and practices related to pain management in end-of-life (EOL) care. A qualitative descriptive approach was considered appropriate because it enables the exploration of participants’ experiences, clinical reasoning, and care practices in their natural context while remaining close to their own accounts. The design is particularly suited to health services research where the aim is to generate clinically applicable insights rather than develop theory.
2.2 Study Setting

The study was conducted at the Komfo Anokye Teaching Hospital, a major tertiary referral and teaching hospital located in Kumasi, Ghana. The hospital provides comprehensive medical and surgical services and serves as a referral centre for several regions in the country. It hosts specialist units including oncology, internal medicine, intensive care, and a dedicated palliative care service, all of which frequently manage patients requiring end-of-life care.
The facility receives a high volume of patients with advanced cancer, chronic illnesses, and life-limiting conditions, making it a relevant setting for exploring nurses’ roles in pain assessment and management at the end of life. Conducting the study in this context allowed for the inclusion of nurses with diverse clinical experiences in EOL care across multiple units.

2.3 Participants and Sampling

The study population comprised registered nurses working in clinical units where end-of-life care is commonly provided at the Komfo Anokye Teaching Hospital. These units included medical wards, oncology, intensive care, and other departments managing patients with advanced or life-limiting illnesses.
Purposive sampling was used to recruit participants with relevant clinical experience in pain assessment and management at the end of life. Eligible participants were registered nurses who had at least one year of clinical experience in units providing EOL care and who were directly involved in patient pain assessment or management. Maximum variation sampling was applied to capture a wide range of perspectives, with efforts made to include nurses differing in age, gender, years of practice, and clinical specialty.
Participants were recruited through unit managers who informed eligible nurses about the study. Nurses who expressed interest were then contacted by the researcher and provided with detailed study information before giving written consent. Participation was voluntary, and no incentives were provided.
Sixteen nurses participated in the study. Recruitment continued until data saturation was reached, defined as the point at which no new themes or insights emerged from successive interviews. The sample size was therefore considered adequate to capture diverse experiences while allowing in-depth exploration of the phenomenon.

2.4 Data Collection

Data was collected through semi-structured, in-depth individual interviews conducted by the first author, a nurse researcher with training in qualitative methods and experience in palliative care practice. The interviewer had no supervisory or evaluative relationship with participants. Prior to interviews, the researcher introduced the study objectives and engaged in reflexive journaling to acknowledge personal assumptions and minimize potential bias during data collection.
An interview guide was developed based on the study objectives and relevant literature on pain management and end-of-life care. The guide was piloted with two nurses who met the eligibility criteria, leading to minor refinements in wording and sequencing of questions. Interviews explored nurses’ conceptualizations of pain, use of assessment tools, pharmacological and non-pharmacological strategies, and perceived challenges in managing EOL pain.
Interviews were conducted in English in a private room within the hospital to ensure confidentiality and minimize interruptions. Only the participant and interviewer were present. Each interview lasted between 45 and 60 minutes and was audio-recorded with participants’ consent. Field notes were taken immediately after interviews to capture contextual observations, non-verbal cues, and initial analytic reflections.
Recruitment and interviewing occurred concurrently, allowing emerging insights to inform subsequent interviews. Data collection continued until thematic saturation was reached, with no new substantive information emerging in the final interviews. Repeat interviews were not conducted.

2.5 Data Analysis

Audio recordings were transcribed verbatim and cross-checked against the recordings for accuracy. Transcripts were read repeatedly to achieve familiarization with the data. Inductive coding was performed manually, following Braun and Clarke’s six-step framework for thematic analysis, which includes data familiarization, generating initial codes, searching for themes, reviewing themes, defining and naming themes, and producing the report.
The first author initially coded all transcripts line by line to identify meaningful units related to nurses’ knowledge and practices of end-of-life pain management. A second qualitative researcher independently coded a subset of transcripts to enhance credibility. Coding discrepancies were discussed iteratively, and consensus was reached through deliberation. Emerging codes were grouped into themes and sub-themes that reflected patterns across participants while preserving individual perspectives.
Field notes and reflexive memos were integrated into the analysis to capture contextual factors and non-verbal cues. To ensure confirmability, all coding decisions and thematic development were documented in an audit trail. Participant quotations are presented using anonymized identifiers (e.g., Nurse 3, female, oncology ward) to illustrate themes and support transparency.

2.6 Trustworthiness

To ensure the trustworthiness of the study, strategies were employed across all four dimensions of qualitative rigor:
Credibility: Member checking was conducted after initial thematic analysis. Participants were provided with a summary of preliminary findings and invited to verify the accuracy and resonance of the interpretations. This helped ensure that the findings accurately reflected their experiences and perceptions.
Dependability: Peer debriefing sessions were held with a second qualitative researcher to discuss coding decisions, emerging themes, and analytic interpretations. An audit trail documenting coding, theme development, and analytic decisions was maintained throughout the study, providing transparency and allowing an external reviewer to follow the research process.
Confirmability: Reflexive journaling was maintained by the lead researcher to capture personal assumptions, potential biases, and decisions made during data collection and analysis. This process helped to ensure that findings were grounded in participants’ accounts rather than researcher preconceptions.
Transferability: Rich descriptions of the study context, participant demographics (e.g., age, gender, unit, years of experience), and clinical settings were provided. These details allow readers to assess the applicability of findings to other contexts with similar characteristics.
By systematically applying these strategies, the study maintained methodological rigor and transparency, ensuring that the findings are credible, dependable, confirmable, and transferable to similar EOL nursing contexts.

3. FINDINGS

3.1 Sociodemographic Characteristics of Study Participants

The study included 16 registered nurses who provided end-of-life care in various clinical units at Komfo Anokye Teaching Hospital. Participants were predominantly female (n = 10) and ranged in age from 20 to 50 years. Years of nursing experience varied from 2 to 25 years, with all participants having at least one year of experience in EOL care. Participants were drawn from multiple units, including oncology, medical wards, intensive care, and palliative care, to capture diverse perspectives.Table 1 summarizes the key demographic characteristics of the participants.













Table 1: Demographic characteristics of study participants

	Participant ID
	Gender
	Age (years)
	Years of Experience
	Unit/Ward

	P1
	Female
	30–40
	5
	Oncology

	P2
	Female
	20–30
	3
	Medical

	P3
	Female
	30–40
	8
	ICU

	P4
	Male
	30–40
	10
	Oncology

	P5
	Female
	40–50
	15
	Palliative Care

	P6
	Female
	20–30
	2
	Medical

	P7
	Male
	20–30
	3
	ICU

	P8
	Female
	30–40
	7
	Oncology

	P9
	Female
	30–40
	6
	Medical

	P10
	Female
	30–40
	5
	Palliative Care

	P11
	Male
	40–50
	20
	Oncology

	P12
	Male
	30–40
	10
	Medical

	P13
	Female
	20–30
	3
	ICU

	P14
	Male
	30–40
	9
	Oncology

	P15
	Female
	20–30
	2
	Medical

	P16
	Female
	40–50
	25
	Palliative Care




3.2 Themes and sub-themes

Two major themes emerged from the analysis: Nurses’ understanding of pain and Nurses’ practices in managing pain. Together, these themes illustrate how nurses conceptualized pain at the end of life and the strategies they employed to provide relief. Appendix 1 presents a summary of the themes and sub-themes, and some corresponding study findings or quotes from participants.

3.2.1 Nurses’ Understanding of Pain

Two sub-themes were identified under nurses’ understanding of pain: conceptualizations of pain and pain assessment practices.

3.2.1.1 Conceptualizations of Pain
Participants described pain predominantly in physiological terms, often associating it with nerve stimulation and tissue injury. However, several nurses also recognized the emotional and psychological dimensions of pain, reflecting an appreciation of its subjective nature. Out of 16 participants, 10 emphasized physical aspects, while 6 highlighted psychosocial elements.
“Pain is a physiological process caused by nerve stimulation and tissue injury, resulting in discomfort.” (P1, Female, 30–40 years, Oncology ward)
“We know pain is not only physical; it also involves the person’s feelings. You can’t see it, but the patient feels it strongly.” (P2, Female, 20–30 years, Medical ward)
“When you talk of pain, it is both the physical sensation and the emotional part. Some patients cry or feel anxious even when you cannot find any obvious cause.” (P14, Male, 30–40 years, Oncology ward)
These accounts suggest that while biomedical perspectives dominated, some nurses held broader conceptualizations of pain that included psychosocial aspects.

3.2.1.2 Pain Assessment Practices

Nurses reported awareness of standardized pain assessment tools, including numerical and facial expression scales. However, their application in practice was inconsistent, with many relying on patient self-reports and observation of behaviours.
“Yes, we know of the numerical scale from zero to ten, where you ask the patient to rate the pain. We also use the facial expression chart to guide us.” (P15, Female, 20–30 years, Medical ward)
“Most of the time, it is based on what the patient says. If they say the pain has reduced or they can now sleep, then you know the medicine has worked.” (P7, Male, 20–30 years, ICU)
“We also observe the patient. If the person is calm, sleeping, and not restless, then you know the pain is under control, even without the scale.” (P3, Female, 30–40 years, ICU)
A total of 12 participants reported using observational methods alongside self-reports, while 4 emphasized regular use of standardized tools. These findings indicate a gap between theoretical knowledge and practice, highlighting reliance on subjective narratives and visual cues rather than systematic assessment.

3.2.2 Nurses’ Practices in Managing Pain

Two sub-themes emerged under nurses’ practices: pharmacological management and non-pharmacological management. Together, they illustrate the strategies nurses employ to relieve pain in end-of-life care. 

3.3.2.1 Pharmacological Management

Pharmacological approaches were the most commonly reported method for managing end-of-life pain. Nurses frequently mentioned opioids, such as morphine and pethidine, as first-line interventions for severe pain.
“Morphine is what we mostly use when the pain is severe, but it is not always in stock, so sometimes we have to wait.” (P6, Female, 20–30 years, Medical ward)
“We also give pethidine, but even that sometimes is not available, or the patients cannot pay for it.” (P12, Male, 30–40 years, Medical ward)
“When the doctor prescribes morphine, we give it, but there are cases where patients refuse because of the cost.” (P9, Female, 30–40 years, Medical ward)
Out of 16 participants, 14 reported administering pharmacological interventions, but several described systemic and financial barriers, such as medication shortages or patient inability to afford prescriptions, which sometimes hindered timely pain relief.

3.3.2.2 Non-Pharmacological Management

Alongside medications, nurses reported using non-pharmacological strategies to support patients’ comfort. These included distraction, conversation, music, and simple comfort measures such as repositioning and provision of pillows.
“Sometimes I sit by the patient and we chat. Just talking distracts them from the pain.” (P10, Female, 30–40 years, Palliative Care ward)
“We try diversional therapy like music, television, or even singing with them. It reduces how much they focus on the pain.” (P13, Female, 20–30 years, ICU)
“Changing the patient’s position, giving pillows, or making them more comfortable also helps to reduce the pain.” (P16, Female, 40–50 years, Palliative Care ward)
A total of 12 participants reported using non-pharmacological strategies regularly, particularly when pharmacological options were limited. These approaches were viewed as complementary to medication, helping to enhance patient comfort and wellbeing.

4. DISCUSSION

This study explored nurses’ knowledge and practices in managing pain at the end of life in a tertiary hospital in Ghana. Findings revealed that nurses predominantly conceptualized pain in biomedical terms, associating it with nerve stimulation and tissue injury, while a subset also recognized its emotional and psychological dimensions. Regarding pain assessment, participants were familiar with standardized tools such as numerical rating scales and facial expression charts, but their application was inconsistent, with many relying on patient self-reports or observation of behaviours. In terms of management, pharmacological approaches, particularly opioids like morphine and pethidine, were commonly used; however, systemic and financial barriers sometimes hindered access. Nurses also employed non-pharmacological strategies — including conversation, music, and repositioning — largely in an informal, intuitive manner. Collectively, these findings indicate that while nurses are aware of the multidimensional nature of pain, practice remains heavily influenced by biomedical paradigms and constrained by resource limitations.
The findings showed that most nurses conceptualized pain in biomedical terms, describing it as a result of nerve stimulation or tissue injury. This is consistent with previous studies in sub-Saharan Africa, where nursing education and clinical practice often emphasize physical symptoms over psychosocial or spiritual aspects (Mengesha, 2022; Munie, 2025; Tata, 2024). At the same time, a subset of participants acknowledged the emotional and psychological components of pain, reflecting an appreciation of its subjective and multidimensional nature. In this study, 10 of 16 participants emphasized physical aspects, while 6 highlighted psychosocial considerations, demonstrating an emerging awareness of pain beyond strictly physiological interpretations.
These findings align with the International Association for the Study of Pain (IASP) definition, which describes pain as both a sensory and emotional experience (Raja et al., 2020). They also reflect the concept of “total pain” in palliative care, encompassing physical, emotional, social, and spiritual dimensions (Corman et al., 2025). Similar duality has been observed in other African contexts, including Ethiopia, Kenya, and Zimbabwe, where nurses’ understanding of pain is often dominated by biomedical models, yet limited recognition of psychosocial factors is emerging (Abdulwehab & Kedir, 2025; Cartmell et al., 2023; Tapera & Nyakabau, 2020).
The persistence of primarily biomedical conceptualizations may be influenced by curricular focus on pathophysiology and pharmacology, with limited emphasis on holistic care approaches. Even in high-income settings, nurses can struggle to fully integrate psychosocial and spiritual aspects into pain management; however, structured palliative care education and institutional guidelines appear to facilitate a more comprehensive approach (Schroeder & Lorenz, 2018). These comparisons highlight that while the challenge of integrating multidimensional pain understanding is global, it is more pronounced in resource-limited settings, emphasizing the need for context-specific educational interventions in Ghana.
The study findings indicated that nurses were familiar with standardized pain assessment tools, including numerical rating scales and facial expression charts. However, their application in practice was inconsistent, with most nurses relying on patient self-reports or observational cues such as restlessness, sleep patterns, or facial expressions. In this study, 12 of 16 participants reported using observational methods, while 4 consistently employed structured tools, highlighting a gap between theoretical knowledge and clinical practice.
While self-report remains the gold standard for pain assessment, exclusive reliance on patient narratives or observation may lead to underestimation or oversight of pain, particularly among non-verbal patients or those reluctant to report discomfort (Herr et al., 2024). Similar patterns have been documented in Ghana and Tanzania, where heavy workloads, limited training on validated instruments, and absence of institutional mandates contributed to inconsistent use of assessment tools (Amponsah et al., 2020; Mwakawanga et al., 2024).
The implications of inconsistent assessment are substantial. Without systematic measurement, nurses may delay interventions, underdose analgesics, or fail to recognize escalating pain, ultimately compromising patient comfort and quality of life at the end of life. Evidence suggests that routine use of validated pain assessment tools improves the accuracy of pain detection and enhances patient outcomes (Lapkin et al., 2021; Baamer et al., 2022). These findings underscore the need for institutional protocols requiring regular documentation of pain scores, alongside ongoing training to ensure nurses consistently apply standardized assessment methods in practice.
The findings revealed that pharmacological approaches were the primary strategy used by nurses to manage end-of-life pain, with opioids such as morphine and pethidine frequently mentioned. In this study, 14 of 16 participants reported administering prescribed analgesics, demonstrating nurses’ ability to implement pharmacological interventions when available.
However, several systemic and contextual barriers limited the effectiveness of pharmacological management. Participants cited medication shortages, financial constraints, and patient refusal due to cost as key challenges. These barriers mirror reports from other low- and middle-income countries (LMICs), where restrictive opioid regulations, unreliable supply chains, and the absence of government-subsidized access frequently impede optimal pain control (WHO, 2023).
Even when opioids were prescribed, some nurses experienced “opiophobia”, reflecting fear of causing dependence or overdose. This phenomenon has been documented in both LMIC and high-income settings, underscoring a global challenge in translating knowledge into practice (Ibtihal, 2023; BRKLJAČIĆ, 2025; Yaşar et al., 2025). These converging barriers often resulted in suboptimal analgesia, leaving patients at risk of unnecessary suffering.
These findings are consistent with global evidence emphasizing that opioids remain the cornerstone of moderate-to-severe pain management in palliative care, but their effectiveness depends on availability, regulatory support, and nurse confidence (Dowell et al., 2022). Addressing these gaps requires multi-level interventions, including policy measures to ensure consistent opioid availability, integration of palliative care into nursing curricula, and ongoing professional development to build nurses’ competence and confidence in safe opioid use.
Alongside pharmacological approaches, nurses in this study reported using non-pharmacological strategies to alleviate end-of-life pain. These included conversation, music, distraction, and repositioning, largely applied in an informal, intuitive manner. In this study, 12 of 16 participants described regularly employing these strategies, particularly when pharmacological options were limited.
These practices are consistent with palliative care principles, which emphasize holistic pain management addressing physical, psychological, and social dimensions (Corman et al., 2025). Evidence suggests that non-pharmacological methods can reduce anxiety, enhance comfort, and promote dignity for patients at the end of life (Nowels et al., 2023). However, in resource-constrained settings like Ghana, the lack of formal protocols and limited training often results in inconsistent application, mirroring findings from Tanzania and Ethiopia (Amponsah et al., 2020; Mwakawanga et al., 2024).
The findings highlight the adaptive role of nurses in providing patient-centered care, using non-pharmacological approaches to complement pharmacological management when resources are limited. Nevertheless, without institutional support and structured guidelines, these strategies risk being insufficient or unevenly applied, potentially compromising patient comfort and well-being. Embedding evidence-based non-pharmacological interventions into clinical protocols and training programs could enhance consistency and effectiveness, ensuring that patients benefit from holistic pain management alongside pharmacological treatment.
The findings of this study underscore a dual challenge for nurses in end-of-life pain management: first, the systemic limitations affecting pharmacological interventions, and second, the informal and under-formalized use of non-pharmacological strategies. Addressing these challenges requires multi-level interventions that target policy, education, and institutional support.
Consistent availability and affordability of essential opioids, such as morphine and pethidine, are critical. Policymakers and hospital administrators should collaborate to ensure reliable supply chains, integrate palliative care into national health insurance schemes, and develop protocols that support safe and timely opioid use (Afezolli et al., 2025; WHO, 2023). Nurses should also receive ongoing training to build confidence in opioid administration and mitigate “opiophobia” (Ibtihal, 2023; BRKLJAČIĆ, 2025; Yaşar et al., 2025).
Evidence-based strategies such as distraction, conversation, music, and repositioning should be formally incorporated into institutional protocols. Training programs should equip nurses with structured guidance on implementing these interventions consistently, reinforcing holistic, patient-centered care (Corman et al., 2025; Nowels et al., 2023).
Institutional policies should mandate the routine use of validated pain assessment tools alongside self-report and observation. This ensures accurate detection, timely intervention, and improved patient outcomes, while bridging the gap between theoretical knowledge and practice (Lapkin et al., 2021; Baamer et al., 2022; Amponsah et al., 2020).
Integrating comprehensive palliative care modules into pre-service nursing curricula, coupled with continuous professional development, can strengthen nurses’ understanding of pain as a multidimensional experience, encompassing physical, psychosocial, and spiritual domains (Schroeder & Lorenz, 2018; Raja et al., 2020).
Overall, implementing these multi-level strategies would enable nurses to deliver comprehensive, evidence-based, and patient-centered pain management, enhancing quality of life, preserving dignity, and reducing suffering for patients at the end of life.

5. CONCLUSION

This study highlights the dual challenges faced by nurses in managing end-of-life pain: predominantly biomedical-focused conceptualizations and inconsistent application of pharmacological and non-pharmacological interventions. While nurses demonstrated awareness of pain’s multidimensional nature and recognized the value of holistic care, gaps in knowledge, systemic barriers, and resource constraints often hindered effective practice.
These findings have important implications. Inadequate pain management compromises patient dignity and quality of life and increases family distress, particularly in resource-limited contexts. Addressing these challenges requires targeted interventions at multiple levels:
Strengthening nurse education on holistic pain assessment and management;
Ensuring reliable and affordable access to essential opioids;
Embedding structured non-pharmacological approaches into institutional protocols;
Integrating palliative care into national health policy, recognizing access to pain relief as a fundamental human right.
By amplifying the voices of bedside nurses, this study provides context-specific insights to guide training, institutional reforms, and national strategies. Future research should explore interprofessional perspectives and evaluate interventions that support nurses in delivering compassionate, comprehensive end-of-life pain management.

6. LIMITATIONS

This study has several limitations:
Single-site design and small sample size may limit the transferability of findings to other hospitals or regions.
Social desirability bias may have influenced participants’ responses, as nurses might report knowledge or practices perceived as favorable.
Scope limited to nurses’ perspectives, without input from patients, families, or other healthcare professionals, potentially restricting the breadth of insights.
Researcher positionality may have influenced data collection and interpretation, despite reflexive measures.
Despite these limitations, the qualitative approach provided rich, context-specific insights into nurses’ knowledge and practices in end-of-life pain management. Future studies should include multiple sites, interprofessional perspectives, and mixed methods to provide a more comprehensive understanding of gaps in practice and inform effective interventions.
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Appendix 1: Summary of the themes and sub-themes, and some corresponding quotes from participants

	Theme /
	Subtheme
	Study Findings (Participant accounts)

	Nurses’ Understanding of Pain at the End of Life
	Conceptualizations of Pain
	Pain often described in physiological/biomedical terms (nerve stimulation, tissue injury). 

	
	
	Some participants recognized psychological and emotional dimensions of pain.

	
	Pain Assessment Practices
	Nurses aware of numerical scales and facial expression charts. 


	
	
	Inconsistent application; reliance on patient reports and observable behaviors.

	Nurses’ Practices in Pain Management at the End of Life
	Pharmacological Management
	Nurses frequently administered opioids (morphine, pethidine) when prescribed.

	
	
	Stock-outs, high cost, and regulatory delays often limited access.

	
	
	Some patients refused opioids due to affordability.

	
	Non-Pharmacological Management
	Nurses used distraction (conversation, music, TV), diversional therapy, and comfort measures (repositioning, pillows). 

	
	
	These were particularly important when medications were unavailable.
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