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Abbey Pain Scale for the measurement of pain for people who cannot verbalize.  Score following a 5 minute observation.
	Affix RiO Label


	Date 
Time


	Date 

Time


	Date 

Time


	Date 

Time


	Date 

Time


	Date 

Time


	Date 

Time



	Vocalization: 

e.g. crying, groaning, whimpering,

Absent 0 / Mild 1 / Mod 2 / Sev 3
	
	
	
	
	
	
	

	Facial Expression:

Looking tense, frowning, grimacing

Absent 0 / Mild 1 / Mod 2 / Sev 3
	
	
	
	
	
	
	

	Change in body language:

Fidgeting, rocking, withdrawal

Absent 0 / Mild 1 / Mod 2 / Sev 3
	
	
	
	
	
	
	

	Behavioral changes:

Increasing confusion, change in sleep pattern, not eating, reluctant to move or receive care.

Absent 0 / Mild 1 / Mod 2 / Sev 3
	
	
	
	
	
	
	

	Physiological changes:

(for acute pain) Pulse, Pallor

Absent 0 / Mild 1 / Mod 2 / Sev 3
	
	
	
	
	
	
	

	Physical changes:

Pressure sore, injury, contracture

Absent 0 / Mild 1 / Mod 2 / Sev 3
	
	
	
	
	
	
	

	Total Score


	
	
	
	
	
	
	

	Signature


	
	
	
	
	
	
	


NO PAIN SCORE = 0-2 (No intervention), MILD = 3-7 (Administer drugs observe effect)

MODERATE = 8-13 (Administer drugs observe effect) SEVERE =14 plus (Seek help immediately)
�
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