Pain Assessment

Quality, patterns of radiation (Description) 

Aching, Burning, Cramping, Crushing, Deep Ache, Dull, Pressure, Pulling, Radiating, Sharp, Shock-like, Shooting, Sore, Spasm, Splitting, Stabbing, Stinging, Tearing, Throbbing, , Tightening, Tingling, Nagging, Agonizing, Annoying, Killing, Tiring, Sickening, Terrifying, Miserable, Torturing, Unbearable, Troublesome.

Location.  Where does it hurt?

Timing 

   Onset.  When did it start?

   Duration.  How long have you had this pain?
   Patterns & Variations.  Is it Intermittent or Continuous?

Intensity/Severity (0-10).  How bad is the pain?

    Present (now)       ____

    Worst                    ____

     Least                    ____

    Acceptable  level  ____  (patient’s intensity goal)

Alleviating Factors.  What makes it better?

Aggravating.  What makes it worse?

Present pain management regimen & effectiveness


Past pain management history (including a medication history, presence of common barriers to reporting pain and using analgesics, past interventions and response, manner of expressing pain); 

Effect of pain.  Does it affect your usual daily routine?  Sleep? Appetite?  Relationships with other?  Emotions?  Concentration?

The patient’s pain goal (including pain intensity (0-10) and goals related to function sleep, appetite, relationships with others, emotions, concentration, etc.)

Physical Exam/Examination of Pain Site

Treatment.  When pain is identified, the patient received appropriate treatment or was referred for treatment within or outside the organization.

Response to treatment is documented.  When pain treatment ineffective, adjustments are made. 

Discharge planning identified patient’s continuing physical needs to include pain management.
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Numeric Pain Intensity Scale:  Ask, “If 0 is no pain and 10 is the worst 

possible pain, please give me a number that indicates the amount of pain 

you are having now.”
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Behavior Scale –FLACC





Face


0 – No particular expression or smile


1 – Occasional grimace or frown, withdrawn, disinterested.


2 – Frequent to constant quivering chin, clenched jaw.


Legs


0 – Normal position or relaxed


1 – Uneasy, restless, tense


2 – Kicking, or legs drawn up


Activity


0 – Lying quietly, normal position, moves easily


1 – Squirming, shifting back and forth, tense


2 – Arched, rigid or jerking








Cry


0 – No cry (awake or asleep)


1 – Moans or whimpers; occasional complaint


2 – Crying steadily, screams or sobs, frequent complaints


Consolability 


0 – Content, relaxed


1 – Reassured by occasional touching, hugging or being talked to, distractible


2 – Difficult to console or comfort





Merkel & Voepel-Lewis (1997).  The FLACC:  A Behavioral Scale for Scoring Postoperative Pain in Young Children. Pediatric Nursing, 23(3).








Sedation Scale:





1 - Alert & No Drowsy


2 - Normal sleep, easily aroused


3 - Occasional drowsy easily to arouse


4 - Frequently drowsy less easily aroused


5 - Sleepy difficult to arouse


6 - Unresponsive
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To Ease Another’s Heartache


     Is to Forget Ones Own.


                     Abraham Lincoln
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