PAIN MANAGEMENT -- RESOURCE

12.21.2021

PAIN ASSESSMENT/REASSESSMENT

1. PAIN REASSESSMENT Times

* Acute Care SettingReassessmentTimes
**Reassessmentdocumented in eMAR
s POisreassessedin30 minutes to 1 hour e
»  SCfIM is reassessed in30 minutes P il
s IVisreassessedin15 minutes
**Reassessment documented inthe new PAIN Assessment Intervention

* HNon-pharmacologictherapiesare reassessedin 60 minutes
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o PCA Reassessment — refer to PCA Policy & Assessment
e PCA-At a minimum, the RN will assess and reassess
Vital Signs, Pain Assessment, and Sedation Scale (RASS)
e At Baseline
e Within 15 minutes of set up
e Every 2 hours for 8 hours, then
e Every 4 hours & as needed

e PCA-Change in Dose OR Rescue dose
Vital Signs, Pain Assessment, and Sedation Scale (RASS)

e Within 15 minutes of ANY prescription change or rescue dose

e PCA-Every 4 hours document in the EMR
e Number of Demand doses received
e Number of Attempted doses
e Volume infused
e Reservoir (bag) volume

¢ Palliative Care/End-Of Life Reassessment
e MD/Provider orders drug, dose, vital signs, outcome (comfort & relaxed breathing)
e eMAR Cosign: Bag hang or change
e Handoff @ Shift & Transfer (order verified, drug, type of infusion, LIB)
e |V Spreadsheet: Dose, rate change, amount Infused

2. OPIOID REASSESSMENT using RASS (Richmond Agitation-Sedation Scale)
Following OPIOID administration, reassessment includes the RASS scale.
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3. WASTE OF CONTROLLED SUBSTANCES

Tablet/Liquid/Poveder
a. Tablet-split medication with pill splitter. Remove waste and place into appropriate
containe r{CsRx).
b. Liguid/Posede -pour entire medication into me asuring device fsyringe . Re move
waste and place into appropriate containe r{CsRx).

IV Solation [&.2., PCA/Qpioid infusion/anxiolytic infusion)
a.  Measure liquid then paurinto the appropriate containe v (CsRx).
b. Complete WASTE in ADC.

Patch [Fentany| patch]
*0LD Patch
a. Don gloves as appropriate.
b. Remove old patch from patient. Fold patch in two. [Assess skin intesgrity.]
c. ldentify RN to withe sswaste
d. Bring folded patch to ADC with RH ¥Witness. Referto proce dure [11] be low.
i Zign into ADC SelectWASTE
ii. Withe ss signs into ADC
iii. Follow prompts
e. Place/drop'WaASTE patch into the appropriate containe r{CsRx).

*MEW Patch
f.  Remowve patch from ADC
Bring medication to patient bedside. Scan according to BCMA policy.

g
h. Administer new patch to patie nt.
i. Enter patient body location of new patch on e MAR & sse ssme nt (Me dication Profile].

4. WASTE DOCUMENTATION IN ADC/PYXIS

PROCEDURE TOD DOCUMENT CONTROLLED MEDICATION WASTE IN THE ADC
A, WHEM PATCH REMOVWED AT 72 HOURS
1. PressWASTE

2. Zelect patient’'s name
3. SelectALLMED
4. Enter DRUG HAME (all formswill display on screen)
a. Selectappropriate STREMGTH of medication a
5. At bottom left of the screen, pressYWASTE HOVY

6. Follow prompts
a. For Fentany| patch
Selectquantity: 1
b. ACCEPT
t. A second Health Care Professional must be logged in to witness the waste.

IF YOUR NAME APPEARS AS AWITNESS, YOU MUST VISUALLY SEE THE ENTIRE PROCESS
AND WASTING PROCEDURE.
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PAIN MANAGEMENT SCALES

wWong-Baker Faces Pain Scale

s Pedigtrics 3 yearsof ageand over
o Adultswith difficulty expressing rumericvalves

PAIN MANAGEMENT -- RESOURCE

Usingthe pain rating scale is helpfulfor patientsto communicate how much pain they are

feeling, —— —
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s Explain to the patient that each face is for a person whofeels happy because
hie/she has no pain (hurt) or sad because he/she has some pain or a lot of pain,

Face 0 is very happy hecause he/shedoesn't hurt at all,
Face 2 hurts just a little,
Face 4 hurts evenmaore.
Face hurts evenmaore.
Face 8 hurts a whaole lot more.
Face 10 hurtsas much as youcan imagine, although voudo not haveto he
crying to be feelingthis bad.

s Ask the patient to choose the face that best describes how he/she is feeling.

PAIN-AD Scale

Pain Assessmentin Advanced Dementia (PAINAD) Pain Scalel

o Adultorpatients unableto verbalize pain ar express pain with numeric values ar faces scales

Pain Assessment in Advanced Dementia (PAINAD)
Adult ar patients unable to verbalize pain or express pain wy faces scale
i} 1 2 TOTAL
SCALE SCORE
Moisy labored breathing.
Oceasional labored oiyia .DI’E reathing
breathing: Long periods of
Breathing Marmal g. hyperventilation.
short period of Cheyne-Stokes
hyperventilation, ‘“““L“"
rezpirations,
Occasional moan ar
Negative groan, Low-level Repeated calling out,
.. Mone speechwitha Loud moaning or
Vocalization ) . ;
negative or groaning crying,
disapproving quality.
Facial Smiling ar Sad; frishtened. e
. . ) Facial grirmacing.
Expression In-expressive | Frowning.
Tense: Rigid. Fists clenched,
Body o ) Knees pulled up.
Relaxed Distressed pacing; ) .
Language ) ) Pulling ar pushing away.
fidgeting, .
Striking out.
Distracted ar
Consolability Mo needto raassurad by voice Ulﬂab|EtD consale,
console distract, or reassure,
or tauch.

**add ratings of each of the 5 categories and obtain the TOTAL SCORE,
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FLACC Scale
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Face, Legs, Activity, Cry, Consolability (FLACC) Pain Scale

s Pedintricsless than 3 vears of age/Patients yunableto communicate

FLACC 5cale (Face, Legs, Activity Cry, Consolability)
Pediatrics less than 3 vears of age/Patients unable to communicate
TOTAL
SCALE 0 1 2
SCORE
Mo particular Occasional grimace Frequent to canstant
Face partl ) ar frown, withdrawn, frown, clenche djaw,
EXPressian ar smile. o o .
disintere sted. quivering chin.
Le Mormal position Occasional restle ss, Kicking or legs
gs o o
orrelaced. shifting positions. drawen up.
Lying quiethy, Squirming, tense, o
. arched d
Activity narmal position flexion of fingers and 'e'::ki: » Eld, or
moves easily. toes. / &
Crving ste adil
C Mo crving. Moans orwhimpers, rying steadity,
Ny . ) screams or sobs,
[aweake or asleep). Qccasional compliant. )
fre que nt complaints.
Reassured by touching, e
e Difficult t |
Consolability | content, relazed. talking to, hugzing, c;n_:;;r_t 5 bansaie o
rocking, or distractible. )

**add ratings of each of the 5 categories and obtain the TOTAL SCORE.

6. SPECIAL SITUATIONS

Critical Care Pain Observation Tool (CPOT)

CPOT is for
Critical Care -
Patients OHLY

Do cumernt Pan Assessmeant

PAIM

Paim Assessment of
Reassassment

Pain Intensty

Pain Scale Usesd

CPOT Facoal
Exprassion

CPOT Body Movamsants
CPOT Mudcle Tansion

CROT Camphanos
with Wentilator
{Intuhated Patsnt)

(Extubatad patient)
CPOT Score

deoaptable Level af
Pain far the
Patiert®
(Fain Goal)
Pain imgairs miy
abdity to
[Fumctional Goal]
Other Impairments
ta Functionsl Goal

Fri, Mow 19, 2021 1019 by Carolyrn Young

CrAssasEmant
Reassasiment

{0=-101]

*EEHOTE: If pabent 15 SLEEPING, enfar "0 - you than nead to choose an

appropnate siaks
) PAINAD-Cordus Adult w00 O PLACE
g -fakar L) CPOT [0-8](Criticsl C &sra)

O Rplaxedmeutral O Tensa ) GRmacing
rabeenca of mavemanss CF Protaction

O Relawed

O Restiessness
) Tenda/Fegid O Very TendaFagid

{3 Taler vertlator/mowement {3 Coughing but tolerating O Faghting ventilatar

3 Talk norm tore/no sound CF Sighingfmaaning O Crying outfSabbing

(CPOT Score)

a-10)
*Reshatc Gosl: A goal of 0" may not be acueved depand
droumstances, but an Acceptable Level for the patient must be distuss
COrone O O perform aDLs{dressbatha)
O Changs postion [ Stand O Tolerats Procedurs Tast
O ereathefCough T 'Walk

.
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7. NON-PHARMACOLOGIC TREATMENT

“1 have @
Headache” >
Ice Pack given
*REASSESS*
Paird#, Scaleand
was Maor-pharm
Effectire or Hot

FADIOrS

Pharmacologc
Treatmert to O oriom O ton-opiosd  CIPCA O Epigura [ Regronal Block
alle\nﬁ ({04 -
LI None L] Fifuis el e StFnEnE LI Pasitan change LI Detrach o) T Music
ml;ﬁ::‘r::ﬁuﬂuum [ lemfCold (] Elevation [ Mazzage L Spirtng
aherinty Dain Heat Rast [ Eamily combart [ | Exercise
E L] Aromatheragy [ Relacation Techniques [ | Meditation Ll'wesghted Blanket

Cithar
MOM-Pharmacologic
Treatment
Hon-Fharm Trestment

Evalfe-Eval dwe at: Mon-Phammacoioge: Treatment REassessmant dug WITHIM 60 minutes

Raassessment ) Effective O Sleaping
Patient Reparts O ok Efective™
Pain Treatments =1 por Efective, Gocumment Achon Plan Belaw @ COMMEnts

Pair Commants

8. BEDSIDE REFERENCE

Are you in pain?

We would like to help you manage your pain.

&t PHELP=, we use a 0-10 pain scale to describe pain intensity.

* 0 meaning MO pain and
* 10 meaning the WORST pain imaginable.

Usethe scale below to help describe your pain.

* Choosethe number from 0-10 to rate your pain or
¢ Choosethe face that best describes how you feel

PAIN MEASUREMENT SCALE
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'] 2 4 [ B 0
HURTS HURTS HURTS HURTS MURTE

O HURT
LITTLE BaT LITLE MORT  EVEN MORE  WHOUE LOT WORST
|— [P [ [ | S |
o 1 2 3 4 5 L] T L L] 10
o pain wild Woderate Severe Worst Fala
Imaginatin

Pain Assessment In Advanced Dementia (PAINAD)

RM &s5s5e ssmme nt

1] 1
Breathing Occasional Bbared
br=athing.
Independent of Normal .
lizati Short peried of
wocalization hyp=rve ntibition,
Occasional meanor
Mzgative e
Vi limmti MNone Low lwelspeach with 2
ocalimtion negative or
d &z pproving quality.
Facial Smiling, or Sad. Fright=nad.
Expra=ion In=xpress e Frowning.
T=nse.
Body lang Bge P bwed Ditre=sed mcing.
Fidge=ting.
Corsolability Mo nead to DiEtmactad or r=assurad
Console bywoicm ortouch.

Direction, For each of & rows, determine ascore baed on observed behavior. Add fortotalscore (- #10).
Po=ible interpretationofthescores. 1-3 = Kild pain; 46 = Moderate pain; 710 =5evere pain.|
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