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Assessment of pain

Assessment of pain is the essential prerequisite for successful pain management. It is unrealistic
to expect that patients will be pain free. The aim of pain management is to optimise analgesia
to enable functionality.

Basic elements of a pain assessment

Site of pain Where? Localised or generalised? Is this an
expected or new location? Does pain radiate
elsewhere?

Description of the pain Write down words used to describe pain

e.g. sharp, dull, colicky, throbbing, aching,
burning or shooting. This may help to
determine the nature of pain and help decide
the correct intervention.

Intensity of the pain Score the intensity by using the pain scales
below.
Function (see function score below) Assess ability to perform a task appropriate to

their painful injury or operation. For example:
deep breathing, coughing, turning in bed or
walking to the toilet.

Past history of pain Obtain a baseline pain score to determine
what pain score patient normally functions
with. Does the patient normally take any
analgesia?

Assessment Tools
There are several pain scoring tools available for use:
Numerical Rating Scale (NRS) and Verbal Descriptor Scale (VDS)

| |
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Moderate Pain

Pain scores in multiple languages are available from the Acute Pain Nurses or can be accessed
at @ www.britishpainsociety.org/british-pain-society-publications/pain-scales-in-multiple-
languages/
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Abbey Pain Scale

Behavioural tools are advocated for those patients who are cognitively impaired and unable to

report pain verbally. Often a carer, friend or staff member who knows the patient well can help

with the pain assessment.
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Function Score

Measurement of pain is only a part of the assessment of pain and efficacy of analgesia. The
assessment of functional ability (for example the ability to deep breathe, cough and mobilise
after surgery) gives a good indication of the effectiveness of analgesia.

Moderate limitation, attempts activity but reluctant to continue because of pain
SEEK ADVICE

Please document pain and function scores on NEWS2 or PCA/Epidural/IT chart when recording
routine vital signs.

Assessment of adverse effects

To individualise treatment and maximise patient safety there needs to be ongoing assessment
of any adverse effects of pain management therapies. These include signs of excessive opioid
doses such as sedation, respiratory depression (respiratory rate of <8 breaths per minute),
nausea and vomiting. Scoring tools for sedation and nausea and vomiting are shown below.

Sedation Scoring Tool

= Pain Frequently drowsy; easy to rouse; responds to painful stimuli
SEEK ADVICE

Postoperative Nausea and Vomiting Scoring Tool

2 = Moderate Nausea | Troublesome; occasional retching / vomiting
TREATMENT REQUIRED

Please document pain, function, sedation and nausea/vomiting scores on NEWS2 or PCA/
Epidural/IT chart when recording routine vital signs.
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