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SUPERVISAO CLINICA:
ANALISE DA AVALIAGAO
DA DOR POS-OPERATORIA
EM CIRURGIA DE
AMBULATORIO

Clinical supervision: analysis
of postoperative pain evaluation
in the ambulatory surgery setting

Clinical supervision, as a formal process of monitoring professional practice, aims to
improve decision-making to contribute to safety and quality of care through reflection
processes and analysis of clinical practice. This study aimed to compare the postoper-
ative pain evaluation and clinical recording procedures performed by nursing staff and
clinical supervisors in ambulatory surgery patients.

The study was integrated into the research project “SAFECARE". It was developed a
descriptive cross-sectional quantitative study in an ambulatory surgery unit of a Uni-
versity Hospital in Oporto, Portugal. The study population was the nursing staff with
an intentional non-probabilistic sampling method. A questionnaire was constructed
and evaluation of postoperative pain, patient clinical and demographic variables was
included. This instrument was applied in 116 patients matched by 12 surgical spe-
cialties. Results were compared between nursing staff, clinical supervisors and elec-
tronic nursing records.

Patients had an average age of 48.6 years, being mostly female. Regarding pain evalu-
ation, the scale most used by nurses (62.1%) and clinical supervisors (67.2%) was the
"Numerical Scale”. Postoperative pain evaluation scores ranged from 0 to 7, with score
0 (no pain) presenting more frequently by nurses, electronic nursing records and clini-
cal supervisors. 34.5% of results were not documented in electronic nursing records.
These findings support the importance of an intervention of clinical supervision in the
indicator “pain” for the outpatient surgery setting. Local protocols of clinical supervi-
sion practice would contribute to improve postoperative pain evaluation, as well as
standardization and optimization of nursing records, thus ensuring quality care.

KEYWORDS: CLINICAL SUPERVISION IN NURSING; PAIN; SURGICAL WOUND;
AMBULATORY SURGERY; OUTPATIENT SURGERY.
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INTRODUCTION

owadays, Portuguese

health professionals

face several levels

of demands. Firstly,

patients in the gen-
eral hospitals are more complex,
since they are older and have
multi-pathologies and chronic dis-
eases. Secondly, the knowledge is
constantly changing and updating,
so health professionals are required
to be effectively involved in their
practice. Clinical Supervision, con-
sidered a well-established support
system for nurses in countries, such
as the United Kingdom, Australia,
New Zealand and countries of Scan-
dinavia ! could be an important tool
to help health professionals and
organizations reach the presented
assumptions.
There's been a lot of changes
through the recent years to the Por-
tuguese National Health System,
mainly evoked by the requirement’s
introduced by the Health Ministry
in terms of health certification, of
which institutions have been forced
to develop a set of efforts directed at
the certification or accreditation of
their quality management systems.
Quality has become a priority in
health sector, and carry is the focus
of the institutions, being part of its
strategies to promote continuous
improvement, cementing a culture
of quality and safety, and is only
possible through the voluntary com-
mitment of all the professionals.
There is scientific evidence that
points to the benefits of implement-
ing a clinical supervision model in
the quality of nurses’ care and in the
safety of the patients at different
levels.
Clinical supervision (CS), as a formal
process of monitoring professional
practice, aims to improve deci-
sion-making, while adopting the
utmost and most recent scientific
evidence, in order to contribute to
safety and quality of care through

B

reflection processes and analysis of
clinical practice.

In Portugal, the emergence of es-
tablishing a clinical supervision
practice was due to the combination
of three factors related to the nurses’
professional development: i) the per-
manent education movement in the
1970 decade; ii) the increase in the
number of quality and nursing care
studies; iii) the quality certification
process 2 The Nurses’ Portuguese
Order defined Clinical Supervision
as “a formal process of monitoring
professional practice, which aims

to promote autonomous decision
making, valuing the person protec-
tion and the safety of care, through
reflection processes and analysis of
clinical practice” 3. Clinical Supervi-
sion is an activity that allows nurses
to echo on their practices, it should
not only take place under the guid-
ance of an experienced supervisor
(to help conducting the supervisee’s
reflection process) 4 but also in a
supportive environment (to sup-
port the professional development
through the sharing of the day-to-
day problems with peers), (Brunero
and Lamont, 2011) &

The processes of nurses’ clinical su-
pervision are not established in Por-
tugal, although the Portuguese Nurs-
es’ Order has published a new model
of professional development where
it is implicit. The SAFECARE Project
aims to implement a Contextualized

Conference Proceedings

Nursing Clinical Supervision Model
(CNCSM) in twelve surgical wards of
a Portuguese hospital, which aims to
contribute to the promotion of safe-
ty and quality of nursing care. The
SAFECARE project, results from a
partnership between the the Escola
Superior de Enfermagem do Porto
(ESEP) and the Centro Integrado de
Cirurgia de Ambulatdrio (CICA), and
is based on four structuring axes:
context (refers to the set of elements
and circumstances where care is de-
veloped and provided), nursing care
(focuses on the interpersonal rela-
tionship between a nurse and a cli-
ent, or between a nurse and a group
of clients), professional development
(refers to the nurses” need in con-
tinuing their training during their
professional activity that meets
their personal goals, care clients,
and context/ organizational culture)
and supervision (based on concept
defended by the Portuguese Nurses’
Order). The SAFECARE project also
includes four steps (figure 1).

In the first one, a situation diagnosis
is performed to assess sensitive
indicators to the nurses’ personal
and professional practice, these
indicators will be submitted to an
instrument of evaluation elected by
the Major Nurse. During the second
step of the SafeCare Model we iden-
tified the clinical supervision needs
felt by nurses. To do that, we held
meetings at AS with all elements of

FIGURE 1

STEPS OF CNCSM FROM SAFECARE PROJECT

1=t Step
Situation

2"4Step

Diagnosis

Spervision Needs

Identification of Clinical

3rStep
Implementation
of CNCSM

4 Step

Evaluation

ROL Janeiro 245

7 |



O INTERNATIONAL CONGRESS > RESEARCH INNOVATION & DEVELOPMENT IN NURSING 2019

246

the project, from a Nurse Director, a
Nurse Supervisor, to Head Nurses,
the project managers and all the
nurses from the different teams. In
those meetings we explain the pro-
ject design, the selection criteria of
clinical supervisors and clarify all
the doubts related with the imple-
mentation of the SafeCare Model.
This was a way to ‘break the ice”
between the researcher and the par-
ticipants, since the establishment of
trust bonds are very important. On
the third step, the (CNCSM) is imple-
mented: group supervision sessions
between the supervisors and the
supervisees take place, during one
year, to meet the supervisory needs
felt by nurses. In this third phase,
nurses have the chance to discuss
various work problems, related to
their day-to-day routine so they can
feel more secure, supportive, and
less helpless. In the four and last
step, the process of the CNCSM im-
plementation is evaluated. In order
to do that, a relation between the
CNCSM applied and all the sensitive
indicators to the nurses’ personal
and professional are again evaluated
with the same “modus operandis”.
The literature states that if the in-
dicators levels are higher after the
implementation of a CNCSM, we can
predict that the clinical supervision
was efficient &7.

According to the International Clas-
sification of Nursing Practice (ICNP)
8 pain can be defined as a “‘compro-
mised perception: increased uncom-
fortable body sensation, subjective
referral of suffering, characteristic
facial expression, alteration of mus-
cle tone, self-protection behavior,
limitation of attention focus, altered
perception of time, escape from so-
cial contact, compromised thinking
process, distraction behavior, rest-
lessness and loss of appetite”. Pain is
considered as a physiological phe-
nomenon that can cause physical
and psychological suffering to peo-
ple, and, consequently, a decrease in
quality of life. Acute pain is the main
reason for seeking health care by
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the population. Chronic pain, due to
causing pathophysiological changes
that will contribute to the emer-
gence of associated organic and
psychological comorbidities, was no
longer considered a symptom and
was evaluated as a disease.

Correct evaluation and pain man-
agement, as well as being funda-
mental to the humanization of
health care, should be taken as a
priority. In 2003, the DGS issued

a Regulatory Circular, on 14 June,
regarding pain as the 5th vital sign,
making regular evaluation and
recording of pain intensity in all
service providers of health care. The
mentioned Normative Circular also
indicates the possible scales that
should be used in the evaluation of
pain intensity, as well as some basic
instructions for its correct use.

In the surgical hospitalizations in
which we implemented the Safe-
Care Model, the most common type
of pain, for obvious reasons, will be
postoperative pain. This can be con-
sidered as "a set of diverse sensory,
emotional and mental unpleasant
experiences, associated with auto-
nomic, endocrine-metabolic, phys-
iological and behavioral responses”
(International Association for the

Clinical Supervisors: N=116

Study of Pain, 2010) °. According to
the International Association for
the Study of Pain, more than 80% of
patients undergoing surgery report
postoperative pain, with a worsen-
ing of their control after hospital
discharge. It also discloses that less
than half of the patients with post-
operative pain report having a de-
crease in it adequately (International
Association for the Study of Pain,
2010) °. The consequences of poorly
controlled post-surgical pain, in

the short term, lead to unnecessary
suffering, increased risk of postop-
erative morbidity and mortality, and
increased hospitalization times, as
well as associated costs. In the long
term, acute pain proceeds to chronic
pain in 10-50% of patients who have
undergone common surgical proce-
dures, and 2-10% of these patients
may manifest severe chronic pain
(International Association for the
Study of Pain, 2010)°. This Interna-
tional Association recommends that
acute pain in the postoperative peri-
od and responses to analgesic treat-
ment be duly documented. Also, that
the analgesic treatment is adapted
to the surgical procedure, and that
pain is the best possible controlled,
when it exists, in the preoperative



period, so that chronic pain can be
prevented. The health professionals
involved in the peri-operative period
should also be sensitized to collabo-
rate in the prevention and treatment
of postoperative pain, aiming to
improve the clinical outcome (Inter-
national Association for the Study of
Pain, 2010) °.

OBJECTIVES

The objective of the study is to
describe the influence of SafeCare
Model (a Nursing Clinical Supervi-
sion Contextualized Model) on nurs-
es comparing the postoperative pain
evaluation and clinical recording
procedures performed by nursing
staff and clinical supervisors in
ambulatory surgery patients.

METHODS:

This is a descriptive cross-sectional
quantitative study from the first step
from SAFECARE research project
that was conducted in the ambula-
tory surgery (AS) unit of a University

e N

Hospital in Oporto, Portugal.

The study population was the unit's
nursing staff, with an intentional
non-probabilistic sampling method.
In order to collect pain evaluation
data, an instrument (questionnaire)
was built based on the SClinico®
software application. This instru-
ment is composed of a first part
that makes a brief introduction to
the project, explains the objectives
of data collection, and provides in-
structions for completing it. Then

a second part arises where it is in-
tended to make a brief characteriza-
tion of the patient to whom the pain
will be evaluated. In addition, finally,
a third part where an evaluation of
the pain itself is made, through the
diagnostic activities, nursing diag-
noses and more appropriate inter-
ventions.

This instrument was filled three
times for each patient selected by
the nurse from the set of patients
for the shift. Thus, the nurse filled

it the first time. The nurse later
informed the investigator who the
patient was, and the investigator
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completed the questionnaire again
with the patient on the same shift.
A third record of the data collection
instrument was followed by the
investigator, based on records made
by the nurse for the shift and for the
patient in question.

This instrument was applied to 116
patients matched by 12 surgical
specialties. Results were compared
between nursing staff, clinical su-
pervisors and electronic nursing
records.

The Board of Directors and the Eth-
ics Committee authorized the study,
since all the ethical issues related to
the application of this type of instru-
ments were considered.

RESULTS:

A total of 348 evaluations were ob-
tained. Patients had an average age
of 48.6 years, being 58.6% female
and 41.4% male. Regarding pain
evaluation, the scale most used by
nurses (62.1%) and clinical super-
visors (67.2%) was the "Numerical
Scale”, while the most recorded scale
was the “Qualitative Scale” (47.4%).
Postoperative pain evaluation scores
ranged from 0 to 7, with score 0
(absence of pain) presenting more
frequently, namely 88.8% for nurses,
53.4% for electronic nursing records
and 75.9% for clinical supervisors.
Clinical supervisors registered high-
er pain scores compared to nurses.
34.5% of results were not document-
ed in electronic nursing records.
Analyzing the pain intensity results
(Graphic 1) it was possible to verify,
through the Kruskal-Wallis non-par-
ametric test (H), that there were
some statistical differences in the
evaluation of pain intensity by the
various participants (H = 7.010, gl =
2, p = 0.030). The results with score
0in the evaluation of pain intensity
as the score with more evaluations;
to notice that the number of evalu-
ations with this score was different
between the three participants, with
the nurses’ evaluation having the
highest number of evaluations(n= >
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GRAPHIC 3

DIAGNOSTIC ACTIVITY: MONITOR PAIN

141

[

[EL]

Mt ol rahsitiom

n

Eroalpued

s
mElpnirdn Mg Racails

& Chmical Bupere sirs

Ll

W) rea e aind

H=90,130; gl=2; p=0,0001

[ Nurses: N=116 [l Eletronic Nursing Records: N=116

Clinical Supervisors: N=116

GRAPHIC 4

PAIN DIAGNOSIS

s

Intert: Pain

Floderatal pain

Driagnosic
L}
Y

Beliniiuil pais

Mt Evabidted

L

Mopain B - -

e,

Climcnl Supervines
w Llhianig Musie g Beonls
= Marses

100 150

Muimiher of ¢y al nliode

H=274,926; gl=2; p=0,0001

[ Nurses: N=116 [ Eletronic Nursing Records: N=116

103); the number of evaluations by
the Clinical Supervisor was smaller
(n = 88) compared to the one previ-
ously mentioned, since this partic-
ipant presents more evaluations in
other scores compared to nurses; it
should be noted that it was verified
that in 40 evaluations there were no
records, also justifying the differ-
ence in the number of evaluations
per score when compared with the
nurses’ evaluation.

Analyzing the pain scales used
(Graphic 2), the Kruskal-Wallis test
(H=38227; gl =2; p=0.0001) showed

Suplemento digital Rev ROL Enferm 2020; 43(1): 248
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that there were compelling statisti-
cal differences in the choice of the
scale used to evaluate patients pain
among the three participants. The
most used scales were the Numeric
Scale (NS) and the Qualitative Scale
(QS), with the Numeric Scale being
more used in the evaluation of the
Nurse (n = 72) and Clinical Supervi-
sor (n = 78) and the Qualitative Scale
being the most used in the nursing
records (n = 55) when these were
performed.

The results of data collected of the
evaluation of pain as a diagnostic

activity (Graphic 3) had statistical-
ly significant differences between
the three participants through the
Kruskal-Wallis test (H = 90,130; gl = 2;
p = 0.0001). It was verified that both
the nurses and the Clinical Super-
visor performed the evaluation of
pain as a diagnostic activity in all
cases (n = 116), however, in 40 cases
the nurses did not document their
evaluation.

In the appointment Pain Diagnosis
(Graphic 4), the non-parametric
Kruskal-Wallis test (H = 274,926; gl =
2, p =0.0001) showed that there was
a statistically significant difference
between the three participants. It
was verified that the diagnosis of
pain in the nursing records was
never named, although for 4 times
the nurses did not appointed it as
well; however, “No pain” was the
most nominated by both nurses (n =
95) and Clinical Supervisor (n = 88),
being consistent with the pain inten-
sity assessed in the first graphic.

We try to identify too if the interven-
tion “monitor pain” was one of the
chosen ones to be carried out period-
ically by the participants (Graphic 5).
It was found that there was a statis-
tically significant difference through
the non-parametric Kruskal-Wallis
test (H =26.931; gl = 2; p = 0.0001) and
the non-parametric test for the inter-
vention. It was verified that both the
Clinical Supervisor and the nursing
records evaluated pain in all cases (n
=116), meaning that this intervention
was chosen to be performed period-
ically, whereas in 13 of the cases, the
nurses did not choose this interven-
tion.

Observing the number of pain eval-
uations registered by nurses during
hospitalization, it was verified that,
on average, 1.84 pain evaluations
were recorded per case at admission.

DISCUSSION:

The results showed significant dif-
ferences in pain evaluation, which
makes this study important in order
to present relevant information to



guide the development of strategies
and interventions with the nurses’
staff to improve their knowledge and
action skills related to pain evalua-
tion.

As a strength points of this study, we
can highlight the large number of
pain evaluation performed and can
present consistent results. Impor-
tantly, despite the additional burden
of records made by nurses, they were
always related to the project. The re-
sults presented give a good overview
of the state of play and starting point
of the SAFECARE Project, providing
a solid basis for its continuation and
development.

As limitations of the study, it is
noteworthy that the pain evaluation
of the nurses and the clinical super-
visor was not always simultaneous,
and this should be taken into ac-
count when interpreting the compar-
ison of results between these actors.

CONCLUSION:

The SafeCare Project enables a
culture of professional supervision
through the application of a Clinical
Supervision Model Contextualized,
whose methodology aims to foster

References

L[]

Koivu, A., Hyrkas, K., Saarinen, P. 1., 2011. Who attend clinical 6.

B ____/

GRAPHIC 5

INTERVENSION: MONITOR PAIN

k4n
120
LI

Mumber uf gyvalustion

LT
50
il
i
m -4
: " oo !

16
m Furss
W Bl truine Maring

Records
Clinical Sapervisors

Mol evaluited  Eiulualal

H=26,931; gl=2; p=0,0001

M Nurses: N=116 [ Eletronic Nursing Records: N=116

the creation of environments favora-
ble to the practice and development
of learning and professional role,
through the recognition of the areas
sensitive to clinical supervision in
Nursing.

The findings in this article supports
the importance of an intervention of
clinical supervision in the indicator
“pain” for the outpatient surgery set-
ting. Local protocols of clinical su-
pervision practice would contribute

Clinical Supervisors: N=116

to improve postoperative pain eval-
uation, as well as standardization
and optimization of nursing records,
thus ensuring quality care.

The exertion of clinical supervision
on nurses could lead to better out-
comes in the management of con-
flicts, more desirable results on the
basis of practice, guiding to better
quality care, safer for the patients
and with the uttermost professional
satisfaction. k.
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