Initial Pain Assessment T ool

Dat e
Patient's nane: Age: Room
Di agnosi s: Physi ci an

Nur se:

I. Location: Patient or nurse marks draw ng

(2

Right

Il. Intensity: Patient rates the pain. Scal e used:
Present:
Wor st pain gets:
Best pain gets:
Acceptabl e | evel of pain:

I11. Quality: (Use patient's own words, e.g., prick, ache, burn,
throb, pull, sharp)

V. Onset, duration, variations, rhythns:

V. Manner of expressing pain:

VI. What relieves the pain?

VII. What causes or increases the pain?
VIIl. Effects of pain: (Note decreased function, decreased quality
of life.)
Acconpanyi ng synptons (e.g., nausea)
Sl eep
Appetite

Physical activity
Rel ationship with others (e.g., irritability)
Emotions (e.g., anger, suididal, crying)
Concentration

O her

I X. O her comments:




X. Pl an:

Not e: May be duplicated and used in clinical practice
Source: MCaffery and Beebe, 1989. Used with perm ssion.



