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0.6 Abstract

The experience of pain is individual and subjective and only accessible to another by 

means of communication. Consequently assessing and managing the pain of a patient 

can be one of the most complex and elusive objectives of nursing practice. This is 

particularly the situation when critically ill patients are unresponsive as uncertainty 

impacts on the nursing aim of providing consistent, quality pain care. For me, as an 

intensive care nurse, uncertainty seemed out of place in the technological world of 

intricate measurement in the intensive care unit. The research work presented within 

this thesis focuses on making sense of and dealing with this disparity.   

This study embraces both expressive and explanatory means of discovering and 

conveying knowledge. Nurses’ propensity for storytelling inspired the development of 

an original, eclectic narrative method; drawing on, and extending the work of a wide 

range of philosophers and theorists such as: Labov and Waletsky, Gee, Agar & Hobbs, 

Richardson, Mishler, Johnson and Mandler, Reason & Hawkins, Ricoeur and Hegel. 

The research processes are comprehensively detailed in order to make apparent the 

realities of undertaking such work, and of accommodating the delays created by 

ongoing life challenges. In addition, the thesis is presented in a way that increases its 

accessibility to nurses working in practice, balanced with the need to work within 

established academic processes and structures.  

While one still hopes for accurate measures of pain in unresponsive patients, the study 

identifies and discusses the few pain cues that nurses ‘see’, and the limited pain 

management options nurses ‘do’. Furthermore, the space between ‘seeing’ and ‘doing’, 

where nurses ‘think’ and ‘feel’, was filled with rich complexity. Stories emerged of: 

learning about pain, nursing intuition and ‘knowing the patient’, decision making, 

advocacy for patients, collaboration with doctors, emotional responses of feeling 

stressed, frustrated, anguished and inadequate, the nursing mandates of providing 

comfort, care and justice, distancing from or connecting with patients.  

The innovative narrative situatedness schema arising from this research offers a visual 

map of the interrelatedness of the study’s dialectic concepts. The narrative ideas of 

constitute/constitutive are juxtaposed with expression/explanation. Additionally, the 

philosophical views on epistemology/ontology, synthesised to ‘voice’, are dovetailed 

with Robbins’ pairs of human needs; certainty/uncertainty, significance/connection, and 
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growth/contribution. Such complexity is contained within storytelling. The study 

promotes a new valuing of an old skill in highlighting the role of storytelling to further 

nursing practice development. This revealing of the complexity of nursing provides a 

major step towards the ongoing enhancement of patient care. 
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0.7 My story in two voices - 
Below is a verbatim transcription showing my voice as a clinician. I was sharing with 

another nurse in conversation about the event that launched the journey that 

culminated in this thesis. 

Nerilee (Registered ICU nurse) 

I guess my perspective was like… I’ll tell you a story. When I first started there in the unit, ‘cause I’ve only 

worked in our ICU and not other units, I looked after this man who was (this is one of the reasons why I’ve sort 

of gone in this direction and decided to do this research) this man, you know how we have guys from the park or 

from the street, who are derelict sort of people and they’d pulled the tube on him, and he didn’t have a blood 

pressure, and I came on, and I was like, (I don’t know how long I’d been there, a couple of months or something) 

and there was this morphine bolus written up for PRN and he’d been given it probably about two or three times in 

the last shift, and then when I was handed over, it had been given sort of four times in the last hour and handed 

over to me to give, you know, quite frequently cause he was supposed to die in the next however long, and he 

had a blood pressure zero and I thought, “Oh well, what am I supposed to do here, am I supposed to give a 

whole lot of morphine?”, and he wasn’t moving, you’d turn him over and he didn’t.. nothing, just nothing.  So I 

asked the person in charge and she said “I’ll leave that up to you.” (Laugh) It was like, “Oh, thanks a lot.” and so 

I didn’t, I don’t know whether I gave it hourly or something and he went to the ward and he didn’t die straight 

away.  But then I did a pain subject in my conversion degree and that had nothing about these sort of patients, 

its all ‘pain is what the patient says it is’ type of thing, therefore the reverse is true, that comfort is what the 

patient says it is, and yeah what if they can’t say so, then I decided to do this.    

I must admit I have a real problem with that sort of thing as well, you know, the old, - It’s okay for awake 

patients, like that definition I think, but you know 90% of our patients can’t talk (laugh) or indicate or anything, so 

I thought I’d do, or I actually went through all the literature and there’s hardly anything in the literature as well, 

so that’s why I thought I’d research it, but I decided to talk to nurses, ‘cause it’s pretty hard to talk to the 

patients afterwards, or during or afterwards, and anyway what they can remember is not necessarily what 

happened.  

(excerpt from interview 2: page 10, line 28 – page 11, line 33) 
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Below is a written piece showing my voice as an academic student. I was writing for my 

supervisors about the event that launched the journey that culminated in this thesis. 

Nerilee (PhD candidate) 

I was a novice to intensive care nursing and one evening shift I was assigned to a 

dying patient of low socio-economic status whose endotracheal tube had been 

removed earlier that day. He was unresponsive, breathing, with no measurable blood 

pressure. The medication chart contained a prescription for boluses of intravenous 

morphine to be given as necessary. I noted that during the previous shift morphine had 

been administered a few times but more frequently in the last hour and the nurse 

handing over to me suggested I give morphine frequently. I needed clarification on the 

indication for the frequency of giving morphine. I asked the nurse in charge of the shift 

who advised me to use my own discretion. I did not want to euthanase this man and 

yet I also did not want him to suffer. Having a firm belief in the autonomy of patients 

and the subjectivity of pain experience, I was uncomfortable with the lack of available 

assessment cues in unresponsive critically ill patients in intensive care, in either case, 

whether they were recovering or dying. During the nursing degree conversion course, I 

undertook a subject on pain, that addressed pain assessment and management in 

conscious patients, and subsequently a research subject in which I searched the 

current nursing literature for guidelines for pain assessment in comatose patients, but 

without success. I dismissed the idea of trying to gain an insight into patients’ 

experiences of pain while unresponsive as I concluded that those able to convey their 

memories subsequent to being a patient in intensive care would be few and this

information would exclude those unable to either convey or remember, for example, the 

neurologically impaired, those receiving an amnesic agent, and those who had died. I 

also believed that the experience of pain at the time was more important than the ability 

to remember. Therefore, I turned my attention to the nurses I worked with, to gain 

insights from them, to see how they undertook pain assessment when patients were 

not able to tell of their experience. I continue to wonder what that man felt during my 

shift as he lay dying, receiving a bolus of morphine each hour along with the other 

routine hourly nursing activities I performed for his comfort.  
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