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1  | INTRODUC TION

Ensuring nurses have the knowledge to manage pain in children and 
young people (CYP) is important. However, there is increasing ev-
idence that even when nurses have a good theoretical knowledge 
about how to treat and prevent pain in CYP this does not always 
result in improved practice.1 As there is evidence that pain in CYP 
is common,2-6 it is important to explore the reasons educational ini-
tiatives are not always successful. We believe this is due, at least 
in part, to the fact that the educational strategies used do not al-
ways facilitate the use of knowledge in practice. We also believe that 
nurses need greater support to apply their knowledge in practice.

Gary Rolfe developed what he called a new paradigm for nurs-
ing in the 1990s to address the theory-practice gap, the difference 
between what we believe should happen based on theoretical and 
research evidence, and what actually happens. He argued that there 
was a misconception about the relationship between theory and 
practice.7 Theory is generated to explain what is observed, and then, 
it is used to predict what will happen in similar circumstances. Theory 
must always develop to improve that power of prediction, the de-
velopment being stimulated by noticing that the theoretical model 
does not capture observed reality as well as it might. However, this 
technical rationality model has tended to separate the theorist from 
the practitioner, something recognized and addressed by Schön8 by 
relating Dewey’s Theory of Inquiry9 to his own model of reflection.10 
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Schon speaks about the limitation of traditional knowledge as a 
means of solving complex real-life problems and about how the de-
velopment of a dichotomous approach to knowledge generation and 
application has inevitably led to a situation where that knowledge 
does not support effective in-practice problem-solving and growth. 
One of the central issues, he argues, is that of professionalism:

The systematic knowledge base of a profession is 
thought to have four essential properties. It is special-
ized, firmly bounded, scientific, and standardized.10

The use of Schon's reflection-in-action and reflection-on-action 
allows the nurse to move beyond this notion of professional knowl-
edge as a tool to be used by the nurse technician. They become nurse 
practitioners when they modify and generate knowledge based on their 
experiences and encounters in practice. Rolfe7 created a diagrammatic 
representation of his model for nursing praxis (Figure 1) which shows 
how formal knowledge feeds into an active process of experiential 
learning. While this model helps to explain how to close the gap gen-
erated by technical rationality and early notions of professionalism, it 
does not explore the role of the educator.

Nurse education has become overly content-driven, focusing 
on teaching facts, processes, and skills11, what Sfard12 used the 

acquisition metaphor to describe. This approach to teaching and 
learning regards the student as a vessel that can be filled with facts 
and skills. We see this in overall curriculum design and delivery, which 
in many countries including the United Kingdom has to meet stan-
dards set by a regulatory body. In the UK, the Nursing and Midwifery 
Council (NMC) sets the educational standards. The document de-
tailing the development of the most recent standards encourages 
an acquisitional approach. The standards describe “what people will 
need nurses and midwives to know and be capable of doing…”.13

The acquisitional approach is also encouraged by pain-specific 
curricula and guidelines of which there are many (eg,. British Pain 
Society,14 European Pain Federation,15 International Association 
for the Study of Pain Educational Initiatives Sub-group,16 Royal 
College of Nursing17) These documents detail essential, desirable, 
and specialized knowledge required for generalist and specialist 
practitioners from different health professions. Comparison of the 
documents shows a consistent baseline of empirical knowledge is 
recommended including pain physiology, assessment, different 
types of pain, management strategies, and special populations in-
cluding CYP.

Demonstration that your program of study will deliver what 
nurses need to know leads us down a rabbit hole of listing con-
tent, which can then lead simply to the delivery of that content. 

F I G U R E  1   Rolfe's model for nursing 
praxis [Colour figure can be viewed at 
wileyonlinelibrary.com]
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This completely ignores the way knowledge is used in practice, 
creating a situation where knowledge can be good but patient 
outcomes poor. There is ample evidence of this being the case in 
children's pain management. Pain knowledge has been identified 
as good (with room for improvement) in some studies18-20 and poor 
in others.21-24 Many studies demonstrate that various educational 
interventions can improve pain knowledge (see reviews Alotaibi 
et al.25, AlReshidi et al.26) but very few demonstrate that increased 
knowledge is sustained or that it improves patient outcomes. 
Indeed, the detachment of theory and practice is so ingrained that 
rarely are patient outcomes included in the evaluation of the suc-
cess of the educational intervention. Only four studies within the 
last five years explored the effect of pain education on pediatric 
nurses’ pain management behaviors. Three studies showed im-
provements in analgesic drug prescribing27, analgesic drug admin-
istration28, and compliance with pain-related palliative care clinical 
guidelines.29 The other study did not find any improvements in 
pain assessment behavior following an educational intervention.19

To improve pain management through education, we must 
change the way we view knowledge and focus on the end goal—
confident, competent practitioners who can make safe and effec-
tive clinical decisions in the real world that lead to good patient 
outcomes. Moore et al30 proposed a model Box  1 that articulates 
potential outcomes of continuing education against which any edu-
cational strategy can be measured. The goal of education in terms of 
knowledge mobilization is, therefore, to support students in achiev-
ing Level 5 and beyond.

Knowledge mobilization is not about addressing a theory-prac-
tice gap. Using that term perpetuates the notion that there is 
something missing that prevents the application of empirical 
knowledge in practice. Once knowledge is accepted as being mul-
tifaceted, we can see how the expectation of application is over-
confident. Education needs to be multifaceted to equip students 
to practice in the real and complex world. In this paper, we will 
draw on Carper's31 ways of knowing in nursing together with Chinn 
and Kramer's concept of emancipatory knowing (2010). We will use 

these ways of knowing to develop a different understanding of 
what education is needed in order to mobilize factual knowledge 
into effective practice.

2  | WAYS OF KNOWING AND ITS 
APPLIC ATION TO PAIN IN CYP

Carper's31 seminal work outlines ways of knowing in nursing. The four 
ways of knowing are empirics—the science of nursing, esthetics—the art 
of nursing, the component of personal knowledge in nursing, and eth-
ics—the component of moral knowledge in nursing. Chinn and Kramer32 
added to Carper's model proposing a fifth and overarching type of 
knowing, emancipatory knowing. This is about understanding societal 
issues and being able to take action to create both personal benefit 
for the patient using this knowledge and change at a societal level.

2.1 | Empirical knowing

Empirical knowing is the science of nursing, which is factual, descrip-
tive, and helps to develop abstract and theoretical explanations. 
Nurses demonstrate empiric knowing on a practice level through 
the competent performance of activities supported by theory.33 
Empirics is concerned with questions such as “what is this?” and 
“how does this work?”. This kind of knowledge is often organized 
using models and theories allowing generalization from the specific.

An example of the importance of empirical knowing in pediatric 
pain management is the biopsychosocial model. Chronic pain in CYP 
is multifactorial with a complex interplay between biology, psychol-
ogy, and sociology. Vetter et al34 developed a multidimensional model 
of pediatric pain to describe the interplay between myriad factors 
with the aim of enhancing the practitioners understanding of the ef-
fects of chronic pain on the child and parents. The model is grounded 
in scientific study—justifiable and defensible facts. Understanding 
this model, and appreciating the investigation behind it, is intended 
to help nurses to understand what they observe and to act upon it.

In terms of pain management, the empirical way of knowing has 
taken priority in terms of the education offered to pre- and post-reg-
istration nurses. However, studies demonstrate that even with good 
technical knowledge there would still be barriers to effective pain 
management. Twycross35 reported that children sometimes refused to 
take analgesic drugs offered to them. Other barriers relate to a lack of 
cooperation by parents36, although this is not a universally supported 
finding.37 A frequent finding in pediatric pain research is the need for 
improved communication and emotional support for the parents.38,39 
These findings show how nurses’ ability to build a good working rela-
tionship with CYP and parents is vital, and how within that relationship 
the nurse must be a listener, nurturer, teacher, and information source. 
While knowledge of pain physiology or medication is a requirement to 
fulfill these roles, it is only a part of what is required.

Other barriers to effective pain management include poor pre-
scribing practices and limited access to medications,40 a wish to hand 

BOX 1 Moore et al30 framework for continuing 
education outcomes

Level 1: Participation or attendance.
Level 2: Learner satisfaction.
Level 3: How far have learner expectations been met.
Level 4: Demonstration of competence in the knowledge 
transmitted within the educational environment.
Level 5: Ability to translate the knowledge or skill into per-
formance in practice.
Level 6: Demonstration of benefit to the patient as a result 
of the student's actions.
Level 7: Demonstration of change in the health status of 
the community.
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over care and decisions to pain specialists41, and a lack of such spe-
cialists.42 There are also challenges in terms of healthcare funding, 
service configuration, workload pressures,43 as well as interprofes-
sional communication and teamwork.44 It is clearly not enough to 
have the empirical knowledge about what to do to achieve effec-
tive pain management. It is also important to consider the context in 
which care is taking place, and the social, psychological, ethical, and 
professional consequences of actions and omissions.

Schon (1992) felt a reliance on empirical knowing failed to equip 
students to work with real-world uncertainty. He felt that the most 
competent practitioners were not necessarily the most “knowledge-
able” but those who had talent, wisdom, intuition, or artistry. Empirical 
knowledge never stands alone because in practice nurses use various 
other ways of knowing to determine the right course of action.

2.2 | Esthetic knowing

Esthetic knowing is often described as the art of nursing. Chinn and 
Kramer32 describe this as a way a nurse can form a sense of patients’ 
needs and act on their behalf, taking into account nuanced informa-
tion about their personality and previous experiences to orchestrate 
the most effective way of providing care.

The art of nursing draws on other ways of knowing: personal 
knowledge; experience; reflection; ethics; and empirical informa-
tion and aims to help the nurse to develop a practical wisdom. 
Bowdoin45 describes this as thinking like a nurse, which she ex-
plains comprises four attributes: critical thinking, clinical judg-
ment, moral reasoning, and professional competence. These 
attributes allow nurses to finesse their actions (nursing care) to 
produce the most acceptable treatment path for the patient with 
the aim of achieving the optimum outcome. In the context of pedi-
atric pain management, this is about providing care that considers 
the views of CYP and their parents as well as engaging in shared 
decision-making. Nurses schooled in this way of knowing consider 
nursing care as something that encapsulates the CYP and parents’ 
resources in the widest context, while also considering issues of 
sustainability and public health.

2.3 | Ethical knowing

Ethical knowing enables the practitioner to consider the morals as-
sociated with choices in treatment for themselves and the patient. 
This goes beyond what professional codes of conduct (eg, the UK 
Nursing and Midwifery Council46) state ought to be done, or what 
one is obliged to do. Ethical knowing also includes the ability to eval-
uate motives, values, character, and norms.

As we move from childhood to adulthood, our moral deci-
sion-making changes.47 We begin with an extrinsically driven desire 
to avoid punishment or to receive a reward. Next, we explore how 
to follow societal rules and fit in. Later, we are able to explore moral 
decision-making in complex contexts, making decisions that may go 

against moral norms. Nurses’ self-construct, no matter our culture 
or gender, includes a desire and capacity to care.48 Thus, we are not 
entirely driven in our moral reasoning by justice (Kohlberg's view) 
but also by the ethics of care.49,50

Pain is an example of a condition that complicates moral rea-
soning. Nurses are ethically driven to connect with the distress and 
fear that a CYP in pain experiences. Seeing a CYP suffer evokes an 
emotional response in nurses that can influence decisions made,51,52 
but decisions must be made within an organizational context. This 
can preference management decisions, economics, and technology 
above human relationships and moral decisions.53 Often, nurses 
need to prioritize other tasks above pain management,54,55 and 
missed care is associated with moral distress.5657

Nurses must also navigate the ethical tensions that arise when 
what can be achieved may be at odds with they feel should be 
achieved, for example, the tension between increasing a CYP’s suf-
fering by giving them a new, untested treatment, and the potential, 
however slight, for a cure,58 or caring for a child conceived to be 
stem cell or bone marrow donors, who will experience pain and 
other consequences of the surgery,59,60 or the US federal regulation 
that states that CYP cannot be provided with hospice care at the end 
of life if they are receiving any form of “curative” treatment.61

2.4 | Personal knowing

The personal way of knowing is the knowledge we have of ourselves 
and knowledge of how this colors our interactions with others and 
encompasses experiential learning. Dewey62 noted that experience 
is not in itself educative. To be educational, an experience must be 
analyzed or reflected upon. Schon63 was an early proponent of re-
flection, particularly reflection-in-action—thinking about what they 
are doing while they are doing it.

Personal experience of pain appears to help nurses have better 
empirical knowledge64 and motivation to manage pain.65 Motivation 
to manage pain is central to nurses’ role as a carer and is based on the 
value of compassion. Compassion is defined as:

The good which moves or motivates a nurse to act in 
a manner which helps in alleviating the suffering of 
another.66

Hence, compassion has a moral quality to it, and its manifestation 
can be made more difficult because of myriad demands on nurses’ time, 
and the influence of others whose priorities the nurse might not share. 
Jones et al66 describe this as a con-fusion of horizons. The horizon is akin 
to our standpoint, it is individual and formed of our experiences, edu-
cation, culture, language, and more. The horizon describes our ability 
to see beyond what is immediately in front of us. Ideally, the practice 
of nursing would take place in a space in which the horizons of all staff 
are the same (fused)—a fusion of horizons. However, horizons do not 
fuse and this con-fusion leads to moral distress and compassion fatigue, 
which Jones et al66 suggest can be remedied by opening up a dialogue, 
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speaking out, and working through daily conflicts and challenges. Thus, 
nurses need skills to be able to perceive their feelings, articulate them, 
create a safe space, and work through issues.

2.5 | Emancipatory knowing

Emancipatory knowing prepares nurses to advocate for social justice 
and human rights on behalf of their patients and in a wider context. 
This way of knowing originated from the development of a Nursing 
Manifesto67 which critiqued traditional nursing practice and its ten-
dency toward the medical model. The authors argued that nursing and 
health care should be reformed to enhance health and quality of life for 
everyone.68 Nurses should be at the forefront of driving such change.69

The ideas, values, and worldviews behind the Manifesto describe 
the scope of emancipatory knowing and of the activism nurses 
should, ideally, engage in. This encourages nurses to view their prac-
tice in a global context, to value diversity, to be inclusive, optimistic, 
and community minded. Nurses should also practice ethically, holis-
tically, and critically—challenging and changing traditional practice 
to create a more socially just and participatory healthcare system. 
The Manifesto calls on nurses to become activists. However, to date 
nurses have not committed to this in great numbers70 and educators 
are ambivalent or unsure how to go about supporting students’ de-
velopment in this context.71

There are many examples related to pediatric pain management 
affected by injustice, inequality, political and policy decisions and 
human rights. Nurses’ voice in this context could, and many argue 
should, be influential. For example, forced migration and asylum 
seeking is increasing with many CYP experiencing health problems 
including pain.72-74 Pain is related to health inequality. For example, 
orofacial pain is more prevalent in socially deprived areas of even 
high-income countries.75,76 Student nurses tend to have positive at-
titudes toward diversity, inclusivity, and social justice77, but there are 
relatively few that are politically active71,78 and limited exploration 
of this aspect of content-driven curricula that are designed around 
technical knowledge acquisition.

In the context of CYP pain management, the nurse provides sup-
port and care to the family, not just the patient. The family will have 
additional concerns and needs above and beyond those affecting the 
patient. For example, a nurse may be supporting a family to provide 
complex care for one CYP, while they are traveling on public transport 
to frequent hospital appointments and caring for school-aged siblings 
at different schools. Many will be doing so with the added burden of a 
precarious financial and housing situation. Reflection on this can help 
nurses become more aware of the wider community context, enabling 
them to support the development of effective services for the many. 
Increasingly, students are not just required to employ emancipatory 
knowing in relation to individual patients and their families but need to 
consider the way health service developments impact on our ability to 
provide care at a societal level. For example, disparities in health prob-
lems and access to services vary significantly across different parts of 
a city and between urban and rural environments.

In this section, we have explored the ways of knowing that are 
fundamental to nurses being able to make competent and confident 
decisions about pediatric pain management. We have shown how 
the knowledge required for this role goes beyond empirics and en-
compasses the art and science of nursing in its broadest sense. In the 
next section, we translate these ways of knowing into a model for 
teaching nursing and use the example of pain management for CYP 
nursing as an example.

3  | THE WAYS OF KNOWING PAIN MODEL

Each of the ways of knowing described above offers a component of 
what the nurse needs to become an autonomous pain practitioner, 
which is to say that they could use knowledge to observe, interpret, 
and solve CYP pain problems. A range of teaching and learning strat-
egies would be required to support this development. Our Ways of 
Knowing Pain model is presented in Figure 2.

The innermost area provides the Ways of Knowing to which the 
rest of the model relates. Our contention is that failing to address all 
of the ways of knowing means that student education is incomplete. 
Students will only have some of the knowledge and skills required to 
mobilize knowledge, that is, to make use of knowledge in the effec-
tive care of patients.

The next layer of the model further articulates the way of know-
ing, relating it to the essential knowledge a nurse must have, we have 
called this the what of knowledge, as in “what does the nurse need to 
know.” The third concentric circle refers to the skills the nurse needs 
to have to be able to act on the “what” and to take advantage of the 
“how.” The how refers to teaching and learning strategies with proven 
effectiveness. For example, in the esthetic way of knowing the student 
is learning to evaluate patient outcomes, which requires skills in obser-
vation, which can be taught by a range of methods including arts and 
object-based learning.79 The next layer, the penultimate, refers to the 
expected outcomes of the learning activity—that is, what we expect to 
see in terms of student attainment and behaviors. Articulating clearly 
what you expect the student to be able to do (demonstrate) in prac-
tice completes the exercise of knowledge mobilization. If we do not 
consider nurse behaviors and their links to patient outcomes, we are 
unable to evaluate the teaching and learning in practice and are back 
to square one with our efforts to teach not resulting in competent or 
proficient practitioners. The outermost circle articulates the domain of 
learning in the shared language of nurse education.

3.1 | Application of the ways of knowing pain model 
to a case study

A student nurse embarks on a journey of learning that begins be-
fore they enter a formal program of study. Thus, each student comes 
with experiences, knowledge, values, beliefs, and expectations. The 
role of nurse education is to maximize the knowledge, skills, and at-
tributes that the student already has and to help them acquire and 
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develop more so that they become capable of independently provid-
ing safe and effective care in a variety of environments. Often this 
transition is described using Benner's model of novice to expert.80 
In this case study, we will explore the case of a novice student who 
has no clinical experience being prepared to undertake a postopera-
tive pain assessment on a young child whose parents are present. 
While some of the teaching that takes place is specific to pain man-
agement, other aspects apply to all nursing practice. However, we 
contend that to achieve the best results the student would have the 
opportunity to use pain-specific examples in simulation and theory 
sessions before being supported and coached to use these strategies 
in clinical practice.

Table 1 divides a number of educational activities and outcomes 
into the five ways of knowing with suggestions of what content, 
skills, and outcomes could be used to support the students’ devel-
opment of a rounded knowledge set that can be applied in prac-
tice. Further, there are suggested outcomes that could be used to 
evaluate the development of knowledge. The utility of this model 
becomes more apparent when we try to construct learning activ-
ities using it. The empirical content is relatively easy to determine 
but the real benefit to the student is considering how that can be 
made use of in the practice setting. When consideration is given to 
the other ways of knowing, we can begin to appreciate that know-
ing what pain assessment is cannot translate into performing that 

F I G U R E  2   Ways of Knowing Pain [Colour figure can be viewed at wileyonlinelibrary.com]

www.wileyonlinelibrary.com
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activity well in a complex real-life situation because there are a host 
of other skills required.

4  | CONCLUSION

Pain management for CYP is suboptimal. This is often blamed on poor 
knowledge, and it is proposed that this can be addressed by improv-
ing pain education. We have demonstrated that poor knowledge is 
more complex than much research suggests. Knowledge is not just 
empirics, and treating it as such means that the solution of providing 
yet more empirical knowledge, or filling the empty vessel, cannot 
address the real issues. Knowledge is multifactorial, and education 
should take this into account.

ORCID
Amelia Swift   https://orcid.org/0000-0001-5632-4926 
Alison Twycross   https://orcid.org/0000-0003-1130-5603 

R E FE R E N C E
	 1.	 Gagnon MM, Hadjistavropoulos T, Hampton AJ, Stinson J. A 

Systematic review of knowledge translation (KT) in pediatric pain: 
Focus on health care providers. Clin J Pain. 2016;32:972-990.

	 2.	 Avian A, Messerer B, Wunsch G, Weinberg A, Kiesling AS, Berghold 
A. Postoperative paediatric pain prevalence: A retrospective analy-
sis in a university teaching hospital. Int J Nurs Stud. 2016;62:36-43.

	 3.	 Coffelt TA, Bauer BD, Carroll AE. Inpatient characteristics of the 
child admitted with chronic pain. Pediatrics. 2013;132:e422-e429.

	 4.	 King S, Chambers CT, Huguet A, et al. The epidemiology of chronic 
pain in children and adolescents revisited: a systematic review. Pain. 
2011;152:2729-2738.

	 5.	 Kozlowski LJ, Kost-Byerly S, Colantuoni E, et al. Pain prevalence, 
intensity, assessment and management in a hospitalized pediatric 
population. Pain Manag Nurs. 2014;15:22-35.

	 6.	 Smeland AH, Rustoen T, Naess T, et al. Children's views on post-
surgical pain in recovery units in Norway: A qualitative study. J Clin 
Nurs. 2019;28:2157-2170.

	 7.	 Rolfe G. Closing the theory-practice gap: A new paradigm for nursing. 
Oxford: Butterworth-Heinemann; 1996.

	 8.	 Schön DA. The Theory of Inquiry: Dewey's Legacy to Education. 
Curric Inq. 1992;22:119-139.

	 9.	 Dewey J. Logic: The theory of inquiry. New York: Henry Holt and 
Company; 1938.

	10.	 Schön DA. The reflective practitioner: how professionals think in ac-
tion. London, England, New York, NY: Routledge; 2016.

	11.	 Zlatanovic T, Havnes A, Mausethagen S. A Research Review of 
Nurse Teachers' Competencies. Vocat Learn. 2017;10:201-233.

	12.	 Sfard A. On Two Metaphors for Learning and the Dangers of 
Choosing Just One. Educ Res. 1998;27:4-13.

	13.	 Nursing and Midwifery Council. Education Standards consultation 
response. London: NMC; 2018. Available at: https://www.nmc.
org.uk/globa​lasse​ts/sited​ocume​nts/educa​tion-stand​ards/educa​
tion-stand​ards-consu​ltati​on-repon​se-may-2018.pdf (accessed 
16/05/2020 2020)

	14.	 British Pain Society. Pre-registration pain education. British Pain Society, 
London, UK; 2018. Available at: https://indd.adobe.com/view/17598​
1e8-79ec-421c-933e-03c0c​0e2e74f (accessed 20/11/2019)

	15.	 European Pain Federation. Pain Curricula. Brussels: EFIC; 2019. 
Available at: https://europ​eanpa​infed​erati​on.eu/educa​tion/pain-
curri​cula/

	16.	 International Association for the Study of Pain Educational 
Initiatives Sub-group. IASP Interprofessional Pain Curriculum [on-
line] (Carr EC, Hughes JH, Jamison RN, Kariuki KN, Miro J, Niemi-
Merula L, Ochoa G, Sharovsky AP, Siddall PJ & Watt-Watson J eds.). 
Seattle: IASP Press; 2018.

	17.	 Royal College of Nursing. Pain Knowledge and Skills Framework for 
the Nursing Team. London: Royal College of Nursing; 2015.

	18.	 Nimbalkar A, Dongara A, Ganjiwale J, Nimbalkar S. Pain in 
Children: Knowledge and Perceptions of the Nursing Staff at a 
Rural Tertiary Care Teaching Hospital in India. Indian J Pediatr. 
2013;80:470-475.

	19.	 Smeland AH, Twycross A, Lundeberg S, Rustoen T. Nurses' knowl-
edge, attitudes and clinical practice in pediatric postoperative pain 
management. Pain Manag Nurs. 2018;19:585-598.

	20.	 Stanley M, Pollard D. Relationship between knowledge, attitudes, 
and self-efficacy of nurses in the management of pediatric pain. 
Pediatr Nurs. 2013;39:165.

	21.	 Anim-Boamah O, Aziato L, Adabayeri VM. Ghanaian nurses’ knowl-
edge of invasive procedural pain and its effect on children, parents 
and nurses. Nurs Child Young People. 2017;29(7):26-31.

	22.	 Dongara AR, Shah SN, Nimbalkar SM, Phatak AG, Nimbalkar AS. 
Knowledge of and attitudes regarding postoperative pain among 
the pediatric cardiac nursing staff: An Indian experience. Pain 
Manag Nurs. 2015;16:314-320.

	23.	 Ekim A, Ocakci AF. Knowledge and attitudes regarding pain 
management of pediatric nurses in Turkey. Pain Manag Nurs. 
2013;14:e262-e267.

	24.	 Lunsford L. Knowledge and attitudes regarding pediatric pain in 
Mongolian nurses. Pain Manag Nurs. 2015;16:346-353.

	25.	 Alotaibi K, Higgins I, Day J, Chan S. Paediatric pain management: 
knowledge, attitudes, barriers and facilitators among nurses - inte-
grative review. Int Nurs Rev. 2018;65:524-533.

	26.	 AlReshidi N, Long T, Darvill A. A systematic review of the impact of ed-
ucational programs on factors that affect nurses' post-operative pain 
management for children. Compr Child Adolesc Nurs. 2018;41:9-24.

	27.	 Dongara AR, Nimbalkar SM, Phatak AG, Patel DV, Nimbalkar AS. An 
educational intervention to improve nurses’ understanding of pain 
in children in Western India. Pain Manag Nurs. 2017;18(1):24-32.

	28.	 Heinrich M, Mechea A, Hoffmann F. Improving postoperative pain 
management in children by providing regular training and an up-
dated pain therapy concept. Eur J Pain. 2016;20:586-593.

	29.	 Jagt-van Kampen CT, Kremer LC, Verhagen AA, Schouten-van 
Meeteren AY. Impact of a multifaceted education program on im-
plementing a pediatric palliative care guideline: a pilot study. BMC 
Med Educ. 2015;15:194.

	30.	 Moore DE Jr, Green JS, Gallis HA. Achieving desired results and im-
proved outcomes: integrating planning and assessment throughout 
learning activities. J Contin Educ Health. 2009;29:1-15.

	31.	 Carper B. Fundamental patterns of knowing in nursing. Adv Nurs Sci. 
1978;1:13-24.

	32.	 Chinn PL, Kramer MK. Nursing's fundamental patterns of knowing. 
In: Chinn PL, Kramer MK, eds. Integrated theory and knowledge de-
velopment in nursing, 8th edn. St. Louis, MO: Elsevier; 2010:1-23.

	33.	 Chinn PL, Kramer MK. Knowledge development in nursing, 10th edn. 
Maryland Heights, MO: Mosby; 2018.

	34.	 Vetter TR, McGwin G Jr, Bridgewater CL, Madan-Swain A, 
Ascherman LI. Validation and clinical application of a biopsychoso-
cial model of pain intensity and functional disability in patients with 
a pediatric chronic pain condition referred to a subspecialty clinic. 
Pain Res Manag. 2013;2013:143292.

	35.	 Twycross A. Nurses' views about the barriers and facilitators to effective 
management of pediatric pain. Pain Manag Nurs. 2013;14:e164-e172.

	36.	 Kaminsky O, Fortier MA, Jenkins BN, et al. Children and their par-
ents' assessment of postoperative surgical pain: Agree or disagree? 
Int J Pediatr Otorhinolaryngol. 2019;123:84-92.

https://orcid.org/0000-0001-5632-4926
https://orcid.org/0000-0001-5632-4926
https://orcid.org/0000-0003-1130-5603
https://orcid.org/0000-0003-1130-5603
https://www.nmc.org.uk/globalassets/sitedocuments/education-standards/education-standards-consultation-reponse-may-2018.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/education-standards/education-standards-consultation-reponse-may-2018.pdf
https://www.nmc.org.uk/globalassets/sitedocuments/education-standards/education-standards-consultation-reponse-may-2018.pdf
https://indd.adobe.com/view/175981e8-79ec-421c-933e-03c0c0e2e74f
https://indd.adobe.com/view/175981e8-79ec-421c-933e-03c0c0e2e74f
https://europeanpainfederation.eu/education/pain-curricula/
https://europeanpainfederation.eu/education/pain-curricula/


     |  147SWIFT and TWYCROSS

	37.	 Whiston C, Ali S, Wright B, et al. Is caregiver refusal of analgesics a 
barrier to pediatric emergency pain management? A cross-sectional 
study in two Canadian centres. CJEM. 2018;20:892-902.

	38.	 Gates A, Shave K, Featherstone R, et al. Procedural pain: Systematic 
review of parent experiences and information needs. Clin Pediatr. 
2018;57:672-688.

	39.	 Shave K, Ali S, Scott SD, Hartling L. Procedural pain in children: a 
qualitative study of caregiver experiences and information needs. 
BMC Pediatr. 2018;18:324.

	40.	 Czarnecki ML, Salamon KS, Thompson JJ, Hainsworth KR. Do bar-
riers to pediatric pain management as perceived by nurses change 
over time? Pain Manag Nurs. 2014;15:292-305.

	41.	 Thompson LA, Knapp CA, Feeg V, Madden VL, Shenkman EA. 
Pediatricians' management practices for chronic pain. J Palliat Med. 
2010;13:171-178.

	42.	 Al-Mahrezi A. Towards effective pain management: breaking the 
barriers. Oman Med J. 2017;32:357-358.

	43.	 Beckett K, Henderson EM, Parry S, Stoddart P, Fletcher M. A 
mixed-method study of pain management practice in a UK chil-
dren's hospital: identification of barriers and developing strate-
gies to maintain effective in-patient paediatric pain management. 
Nursing Open. 2016;3:19-29.

	44.	 Walsh HA, Jolly Inouye AA, Goldman EF. Improving Communication 
Through Resident-Nurse Shadowing. Hosp Pediat. 2017;7:660-667.

	45.	 Bowdoin C. Thinking like a nurse and perceived readiness for pro-
fessional practice: a mixed methods study. Macon, GA: Mercer 
University; 2014:219.

	46.	 Nursing and Midwifery Council. The Code. London: NMC; 2018.
	47.	 Kohlberg L. (1981) Essays on moral development Volume 1: The philos-

ophy of moral development. San Francisco, CA: Harper and Row.
	48.	 ten Hoeve Y, Jansen G, Roodbol P. The nursing profession: public 

image, self-concept and professional identity. A discussion paper. J 
Adv Nurs. 2014;70:295-309.

	49.	 Gilligan C. In a different voice: Women's conceptions of self and of 
morality. In: Einsenstein H, Jardine A, eds. The future of difference. 
New Brunswick, NJ: Rutgers University Press; 1985.

	50.	 Juujarvi S, Pesso K, Myyry L. Care-based ethical reasoning 
among first-year nursing and social services students. J Adv Nurs. 
2011;67:418-427.

	51.	 Akitsuki Y, Decety J. Social context and perceived agency affects 
empathy for pain: an event-related fMRI investigation. NeuroImage. 
2009;47:722-734.

	52.	 Decety J, Michalska KJ, Kinzler KD. The contribution of emotion 
and cognition to moral sensitivity: a neurodevelopmental study. 
Cereb Cortex. 2012;22:209-220.

	53.	 Jenkins K, Kinsella EA, DeLuca S. Perspectives on phronesis in pro-
fessional nursing practice. Nurs Philos. 2019;20:e12231.

	54.	 Bagnasco A, Zanini M, Aleo G, Catania G, Kalisch BJ, Sasso L. 
Development and validation of the MISSCARE survey - Pediatric 
version. J Adv Nurs. 2018;74:2922-2934.

	55.	 Lake ET, de Cordova PB, Barton S, et al. Missed Nursing Care in 
Pediatrics. Hosp Pediatr. 2017;7:378-384.

	56.	 Suhonen R, Stolt M, Habermann M, et al. Ethical elements in priority 
setting in nursing care: A scoping review. Int J Nurs Stud. 2018;88:25-42.

	57.	 Winters R, Neville S. Registered nurse perspectives on delayed or 
missed nursing cares in a New Zealand Hospital. Nursing Praxis in 
New Zealand. 2012;28:19-28.

	58.	 Weiss EM, Fiester A. From "Longshot" to "Fantasy": Obligations to 
Pediatric Patients and Families When Last-Ditch Medical Efforts 
Fail. Am J Bioeth. 2018;18:3-11.

	59.	 Then SN, Kerridge IH, Marks M. Children as haematopoietic stem 
cell donors: ethically challenging and legally complex. Med J Aust. 
2018;208:334-337.

	60.	 Williamson KA, Vercler CJ. Should Children be Asked to be Bone 
Marrow Donors for Siblings? AMA J Ethic. 2016;18:18-23.

	61.	 Mooney-Doyle K, Keim-Malpass J, Lindley LC. The ethics of con-
current care for children: A social justice perspective. Nurs Ethic. 
2019;26:1518-1527.

	62.	 Dewey J. How we think. Boston, MA, USA: Endymion Press; 1933.
	63.	 Schon DA. Educating the reflective practitioner: Toward a new design 

for teaching and learning in the professions. San Francisco: Jossey-
Bass; 1987.

	64.	 Kiekkas P, Gardeli P, Bakalis N, et al. Predictors of nurses' knowl-
edge and attitudes toward postoperative pain in Greece. Pain 
Manag Nurs. 2015;16:2-10.

	65.	 Blondal K, Halldorsdottir S. The challenge of caring for patients in 
pain: From the nurse's perspective. J Clin Nurs. 2009;18:2897-2906.

	66.	 Jones J, Strube P, Mitchell M, Henderson A. Conflicts and con-fu-
sions confounding compassion in acute care: Creating dialogical 
moral space. Nurs Ethic. 2019;26:116-123.

	67.	 Cowling WR, Chinn PL, Hagedorn S. A nursing manifesto: a call to 
conscience and action. Available at: https://doi.org/10.3390/su910​
1889 (accessed 28/11/19 2019).

	68.	 Kagan PN, Smith MC, Cowling WR 3rd, Chinn PL. A nursing man-
ifesto: an emancipatory call for knowledge development, con-
science, and praxis. Nurs Philo. 2010;11:67-84.

	69.	 International Council of Nurses. 2011. Nurses and human rights. 
Available at: https://www.icn.ch/sites/​defau​lt/files/​inlin​e-files/​
E10_Nurses_Human_Right​s%281%29.pdf

	70.	 Ellenbecker CH, Fawcett J, Jones EJ, Mahoney D, Rowlands B, 
Waddell A. A Staged Approach to Educating Nurses in Health 
Policy. Policy Polit Nurs Pract. 2017;18:44-56.

	71.	 Buck-McFadyen E, MacDonnell J. Contested Practice: Political 
Activism in Nursing and Implications for Nursing Education. Int J 
Nurs Educ Scholarsh. 2017;14.

	72.	 Mateen FJ, Carone M, Nyce S, et al. Neurological disorders in 
Iraqi refugees in Jordan: data from the United Nations Refugee 
Assistance Information System. J Neurol. 2012;259:694-701.

	73.	 Sandvik H, Hunskaar S, Diaz E. Immigrants' use of emergency pri-
mary health care in Norway: a registry-based observational study. 
BMC Health Serv Res. 2012;12:308.

	74.	 Shortall CK, Glazik R, Sornum A, Pritchard C. On the ferries: the 
unmet health care needs of transiting refugees in Greece. Int Health. 
2017;9:272-280.

	75.	 Joury E, Bernabe E, Gallagher JE, Marcenes W. Burden of orofacial 
pain in a socially deprived and culturally diverse area of the United 
Kingdom. Pain. 2018;159:1235-1243.

	76.	 Ravaghi V, Quinonez C, Allison PJ. The magnitude of oral health 
inequalities in Canada: findings of the Canadian health measures 
survey. Commun Dent Oral Epidemiol. 2013;41:490-498.

	77.	 Scheffer MMJ, Lasater K, Atherton IM, Kyle RG. Student nurses' 
attitudes to social justice and poverty: An international comparison. 
Nurse Educ Today. 2019;80:59-66.

	78.	 Walker D. Encouraging Political Advocacy Through Historical 
Exploration and Guided Self-reflection. Nurs Educ. 2019;44:131.

	79.	 Nguyen M, Miranda J, Lapum J, Donald F. Arts-Based Learning: A 
New Approach to Nursing Education Using Andragogy. J Nurs Educ. 
2016;55:407-410.

	80.	 Benner P. From Novice to Expert: Excellence and Power in Clinical 
Nursing Practice. Upper Saddle River, NJ: Prentice Hall; 1984.

How to cite this article: Swift A, Twycross A. Using ways of 
knowing in nursing to develop educational strategies that 
support knowledge mobilization. Paediatr Neonatal Pain. 
2020;2:139–147. https://doi.org/10.1002/pne2.12037

https://doi.org/10.3390/su9101889
https://doi.org/10.3390/su9101889
https://www.icn.ch/sites/default/files/inline-files/E10_Nurses_Human_Rights%281%29.pdf
https://www.icn.ch/sites/default/files/inline-files/E10_Nurses_Human_Rights%281%29.pdf
https://doi.org/10.1002/pne2.12037

