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                      N212 Geriatric Pain Assessment
CLINICAL PREPARATION: http://consultgeriRN.org/topics/pain
Pain management in older adults. Evidence-based Content updated January 2008.
Purpose:  Pain assessment is a VITAL SIGN.  Effective management of patient’s pain is incorporated within the nurse’s professional role as a patient advocate (BRN, 2000).  The nurse must acknowledge the patent as the authority regarding the pain experience.  It is critical for the nurse to develop not only a systematic but comprehensive pain assessment that endorses a pain management plan.  Patient’s comfort and rest needs must be met to allow the patient to reach his/her full potential for self-actualization.  The purpose of this applies experience is to focus on a geriatric patient within the acute care setting.  The goal is to assess the patient’s current pain status and to offer some recommendations that could be incorporated into the pain management plan including pharmacological and non-pharmacological measures.

Objectives:  By the end of the experience, the nursing student will be able to:

1. Assess a patient’s pain and evaluate their response to pain management interventions using a standard pain management scale based on patient self-report.

2. Ensure informed consent for pain management.
3. Develop or modify a pain management plan to deal with the pain using pharmacological and non-pharmacological measures.
4. Describe the importance of an Acute Treatment and Comfort Measure Plan.

5. Document a pain assessment in a clear comprehensive and concise way equivalent to a documentation entry.
6. Identify one evidence-based content area that will be helpful in your RN role in managing pain with the geriatric patient.
Guidelines:

1. Your instructor will assign you a geriatric patient for your pain assessment project.

2. Explain to the patient the purpose of the project and ask permission.

3. You can complete this assessment during your clinical time with your patient.

4. Your project is to be completed using the scholarly work guidelines in the CSM Nursing Handbook.
5. This project is at the CSM nursing website.
Use of the NURSING PROCESS FOR PAIN ASSESSMENT:

I. Nursing Assessment Data Cluster:
*a.
Age:
*b.    Gender: 
*c.
Erikson’s developmental stage:

*d.
Current primary health problem:

                          *e.
Admission date and reason for current hospitalization including 
                                    surgical procedures:

                          *f.
Patient allergy history including drugs and food:  Describe allergen 
                                    and type of allergic response.  If “no-known drug allergies”, put 
                                    NKDA.  If –known allergies, put NKA.

II.
Pain Assessment:
*a.  Where is the patient’s pain?  Have patient point to or trace area of pain (I=Internal; E=External).  If more than one site, label A, B, C or D.
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*b.
What is the patient’s description of the pain?  Describe any pattern or changes in pain, as well as what the pain feels like. Differentiate acute from chronic pain.
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*c.
Intensity of Pain


*d. Frequency of Pain
	Frequency of Pain
	Site A
	Site B
	Site C
	Site D

	Occasional
	
	
	
	

	Frequent
	
	
	
	

	Constant
	
	
	
	


*e. Analgesics Currently Used in Last 24 Hours
	Analgesics Currently Used
	Dosage
	Time Given

	
	
	                        AM                               PM

	
	
	                        AM                               PM

	
	
	                        AM                               PM


*f.  How many doses in last 24 hours?

*g. What helps relieve the pain?

*h.  What makes the pain worse?

*i.  Does the patient have pain?
1.
at night?

Yes___
No___






Comments:

2.
at rest?

Yes___
No___







Comments:

3.
on movement?
Yes___
No___







Comments:

*j.
What has helped control the pain in the past (not currently in use)?
*k.
What has not helped control the pain in the past?

*l.
How does the pain affect your:

1. appetite?

2. concentration?

3. emotions?

4. physical activity?

5. sleep?
6. social relationships?
7. Current employment?
*m.
How effectively is the pain being currently managed?

*n.
Does the patient want something done about the pain?


Yes_____            No_____           if no, why not?

*o.
What two nursing interventions would you consider to improve the current pain management?

III.
Evaluation
*p.  Using a chart documentation format, write a chart entry using a SOAPIE format to describe and evaluate your patient’s pain experience.


S:


O:



A:



P:



I:



E:
IV.
Identify one evidence-based content area that will be helpful to you as an RN in 

 
managing pain with the geriatric patient.

V.
Other Comments: 

VI.
Competency determination:

a. Each answer is to be specific to the question.

b. Every asterisk is mandatory for competence.  You do not earn point; you are graded as competent or not yet competent.   You will have only two separate tries to achieve competency.  This is a double started criterion on the clinical evaluation tool; you must achieve competency to pass the course.
c. The geriatric pain assessment is due in to your instructor one week after you teach but no later that date on course calendar.   

VII.
Your grade for the project:

· Competent

· Not Yet Competent

Comments:

INTENSITY OF PAIN 


PAIN SCALE��� INCLUDEPICTURE "http://www.the-health-pages.com/education/pain/images/pain.gif" \* MERGEFORMATINET ���


Acceptable Comfort Zone: _______________


Intensity of Pain�
Site A�
Site B�
Site C�
Site C�
�
1.  At present�
�
�
�
�
�
2.  One hour after medication�
�
�
�
�
�
3.  Three hours after medication�
�
�
�
�
�
4.  Worst it gets�
�
�
�
�
�
5.  Best it gets�
�
�
�
�
�
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