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	Onset (ask the patient to describe when the pain began)





	Location (where does it hurt)





	Duration (how long has the pain been going on for)





	Characterisitcs (patient’s description about the pain using the tools on p. …….)





	Aggravating Factors (what makes the pain worse, or causes pain)






	Relieving Factors (what has the patient done to relieve the pain)





	Treatment (what can the patient and Health care professional do to relieve the pain)






	Impact on Activities of daily living, such as sleep, activities, 





	Coping strategies





	Emotional response





Body Map












Words to describe pain
	Throbbing
	Frightful
	Cutting
	Annoying
	Burning

	Unbearable
	Stinging
	Radiating
	Aching
	Nauseating

	Tiring
	Stabbing
	Blinding
	Crushing
	Intense

	Smarting
	Penetrating
	Hurting
	Nagging
	Splitting

	Shooting
	Vicious
	Gnawing
	Miserable
	Searing

	Spreading
	Dull
	Piercing
	Tender
	Torturing

	Comfortable
	Pain free
	Coping
	Relaxed
	Happy

	Active – indoors
	Content
	Active -outdoors
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                                           Name, date and staff signature 
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Chronic/Acute/Acute on Chronic
(circle as appropriate)


CARE PLAN
On intranet, under locality documents, DN clinical documentation, TV Documentation pack, Wound documentation packs, pain assessment, pain assessment and management information sheetPain folder on intranet and G drive, which will include Abbey pain scale form for patients who have dementia
Presenting problem
…………………….has pain …………………………….
Desired outcome
For …………………..to state that their pain is within an acceptable level for them. 
Their optimum pain level is………………………..

Management plan
1. Discuss with  ………………………….the assessment results

2. Identify if and what analgesia is being used including over the counter remedies (OTC). 

3. Discuss effective pain relief. 

4. Confirm that the patient is taking the medication as prescribed and liase with the GP. Use WHO analgesia ladder to step up and down with their analgesia. 

5. Reassess pain at each visit using the tools on page 2 of the assessment 

6. Observe…………………….for verbal and non-verbal signs of pain. If not able to verbalise this, use Abbey pain scale (which is located in the locality documents).

7. Identify effective pain relieving strategies.

8. Take a multi-disciplinary team approach if pain is not responding to management plan. 
 
9. Consider a referral to a specialist service, ie Tissue Viability, podiatry, vascular, pain clinic, palliative care team, physiotherapist, occupational therapist. 


	
Date

	
Actions needed to implement pain management plan.
	
Actions achieved

	








	
	

	









	
	

	









	
	

	








	
	

	









	
	




WHO Analgesia ladder
Pain assessment to be included on p 6 and 7 of the District Nursing Assessment, after assessment for skin condition and before the Patient handling risk assessment.

Figure of WHO analgesic ladder
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World Health Organisation (WHO) analgesic Ladder

Moderateto
Severe pain ———|

Midto
moie > Swp2  gpidfor i o moderepin
e W ot analgestic

Midpsin — Step1  Nowopioid
o SR Aot adantamlgestc

4 dusouo umop anow soas0p.
onpaL R 9D N4 0 IDIHOL O SUBSS

e





image4.png
Abbey Pain Scale

For measurement of pain in people with dementia who cannot verbalise.

How to use scale : While observing the resident, score questions 1 to 6.

Name of reSident @ ..ot e

Name and designation of person completing the scale : ..........cc...c.coiiiiiiiin
Date & ...oouiiiiiiiiicrn e TIME & et e
Latest pain relief gQiven Was...........cccovviiriiiiiiiiniiiiiiii e at......... hrs.
Q1. Vocalisation
eg whimpering, groaning, crying Q1
Absent 0 Mild 1 Moderate 2 Severe 3
Q2. Facial expression Q
eg looking tense, frowning, grimacing, looking frightened
Absent 0 Mild 1 Moderate 2 Severe 3
Q3. Change in body language Q3
eg fidgeting, rocking, guarding part of body, withdrawn
Absent 0 Mild 1 Moderate 2 Severe 3
Q4. Behavioural Change Q4
eg increased confusion, refusing to eat, alteration in usual patterns
Absent 0 Mild 1 Moderate 2 Severe 3 E—
Q5. Physiological change Qs
eg temperature, pulse or blood pressure outside normal limits,
perspiring, flushing or pallor
Absent 0 Mild 1 Moderate 2 Severe 3
Q6. Physical changes Q6
eg skin tears, pressure areas, arthritis, contractures,
previous injuries
Absent 0 Mild 1 Moderate 2 Severe 3
Add scores for 1 - 6 and record here  — Total Pain Score
Now tick the box that matches the
Total Pain Score 0.2 3.7 513 14+
No pain Mild Moderate Severe
Finally, tick the box which matches
the type of pain Chronic Acute Acute on
B Chronic
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