N221 PEDIATRIC PAIN ASSESSMENT

PURPOSE:

In N212 you learned that effective management of a patient’s pain is part of the professional role of the nurse as a patient advocate (BRN 1994). A geriatric patient was assessed for pain and recommendations were made for a pain management plan. In this assignment similar concepts will be applied to the pediatric patient within the acute care setting. In the past, children did not receive adequate treatment for pain because health professionals were unclear about how to accurately assess pain in children. Many nurses and physicians felt that children did not experience pain with the same intensity as adults. Recent research has shown that these past concepts about pediatric pain are incorrect.
The goal of this assignment is to assess a pediatric patient’s current pain status and try both pharmacologic and nonpharmacologic nursing interventions to relieve or reduce the pain.

OBJECTIVES:
Upon completion of this assignment, the student will

1. Assess the pain of a pediatric client using a pain assessment scale appropriate to the child’s age and stage of development.

2. Identify the current analgesic drugs ordered by the physician, the frequency of use, the route of administration, and the effectiveness of these drugs in eliminating breakthrough pain.
3. Identify nonpharmacologic methods of pain control that are being used or that the student initiates to provide increased comfort to the child who is experiencing pain.

4. Evaluate the effectiveness of the pain management program by interviewing the child or parent.

5. Document the results of the pain assessment in writing by using the guidelines listed below.

INSTRUCTIONS:

1. Choose a pediatric patient over 6 months of age who is assigned to you for the clinical day and appears to have some discomfort.

2. Explain the purpose of the assessment to the parent and child and obtain their consent to proceed further.

3. Complete the assessment during clinical time.

4. Type the written portion of the project and return the paper to your clinical instructor one week after the clinical assessment.

PEDIATRIC PAIN ASSESSMENT

PATIENT DATA

A. Patient Initials

B. Age

C. Erikson’s Developmental Stage

D. Date of Admission and Today’s Date

E. Reason for Current Hospitalization

F. Chronic or Ongoing Health Problems

G. Painful Procedures Performed within the last three days

H. Is the parent present?

I. Patient’s allergy history to drugs or foods

I. PHYSIOLOGIC INDICATORS

    
Acute pain stimulates the adrenergic nervous system and results in tachycardia, tachypnea, hypertension, pupil dilation, pallor and increased perspiration.
    
Chronic pain may be associated with signs of vagal stimulation such as decreased heart rate, decreased respiratory rate, and decreased blood pressure.

                                                             ADMISSION                                TODAY

APICAL PULSE

RESPIRATORY RATE

BLOOD PRESSURE

PUPILS (dilated, constricted)

SKIN COLOR

PERSPIRATION (clammy, normal)

 
Untreated pain can resuly in increased levels of certain lab values. Elevated levels of cortisol, aldosterone, catecholamines, and glucose may be present. Evaluate these lab values if done on your patient. If not ordered, answer with the comment, “not available”.

II. BEHAVIORAL INDICATORS

      Acute pain may provoke the following behaviors. Check all that apply to your patient.

                                                                                PRESENT                   NOT PRESENT

RESTLESS OR AGITATED

HYPERALERT

SHORT ATTENTION SPAN

IRRITABLE (difficult to comfort)

FACIAL GRIMACING

PROTECTING A PAINFUL AREA

ANOREXIA

LETHARGY

SLEEP DISTURBANCES

AGGRESSIVE BEHAVIOR

DEPRESSED AFFECT

III. PAIN HISTORY

              If the child is old enough (3 or 4 years), ask the “Questions for Children”. If the child is too young, ask the “Questions for Parent”.

QUESTIONS FOR CHILDREN                QUESTIONS FOR PARENTS

Past Pain Experiences                                 Past Pain Experiences

1. Tell me what pain is.                              1. What word does your child use to 
                                                                            describe pain?

2. Tell me about hurts that you               2. Describe previous painful experiences

     have had before.                                         your child has had.   

3. What do you do when you                    3. How do you know when your child is in
     have a hurt?                                                 pain? Does your child tell you or    

                                                                            others?

4. What helps the most to take                4. How does your child usually act when 
     your hurt away?                                           in pain?
                                                                        5. What works best to take the hurt away? 

Present Pain Experiences

1. Where is the hurt or pain now?            1. Tell me about the pain that your child 
                                                                             is having now. Where is it located? 
                                                                             What is it like?

2. What does it feel like?                            2. What would you like me to do for your 

                                                                              child?

3. What do you think is causing the pain?        

4. What would you like me to do for you?

IV. CULTURAL INFLUENCES

Cultural traditions often influence children in the expression of pain, coping and enlisting help from others.

      
Describe the cultural influences on your patient’s expression of pain.

V. PAIN ASSESSMENT SCALES

Various pain scales have been developed to assess pain in children based on the child’s age and stage of development. Use the Objective Pain Scale for a child less than 7 years of age. Use the Oucher, Poker Chip or Faces Pain Scale for a child from 3-7 years of age. A standard numeric pain scale (1 to 10) may be used for ages 9 to adult.

Attach the completed pain scale marked by the child (if appropriate) or by you with your paper.

VI. ANALGESICS CURRENTLY USED

DRUG             DOSAGE               ROUTE              FREQUENCY OF USE (last 48hrs)

VII. NONPHARMACOLOGIC INTERVENTIONS

Check those which apply. Comment on effectiveness if used. Feel free to try an intervention.

                                                  YES/USED         NO/NOT USED       COMMENT

PARENTS PRESENT

DISTRACTION

MASSAGE

ROCKING/HOLDING

TENS

RELAXATION TECHNIQUES

HYPNOSIS

GUIDED IMAGERY

USE OF HEAT/COLD

VIII. DISCHARGE PLANS.
How will your child’s pain be handled at home? List medications, route, frequency, and dosage as well as other techniques planned for home.

IX. EVALUATION

Your evaluation of the patient’s current pain management.      ADEQUATE___________
                      NOT ADEQUATE_________

Suggestions for changing or modifying the pain management plan.

GRADING                 COMPETENT _______________

                                     NOT COMPETENT _______________

                                     (Returned for redo.)

Adapted from Ball and Bindler, Pediatric Nursing: Caring for Children
OBJECTIVE PAIN SCALE

DIRECTIONS: Use this pain scale to rate children who are too young to use the 
                            FACES pain scale. A total score greater than or equal to “6” 
                            signifies significant pain and indicates that the child should 
                            receive a narcotic.
CATEGORIES/CRITERIA           DEFINITION                                    SCORE
I. BLOOD PRESSURE

       Systolic change                         Less than or equal to 10% of                               0

                                                            preoperative value

                                                            11%-20% of preoperative value                           1

                                                            Greater than 21% of preoperative value            2

II. CRYING

        Not crying                                 Awake and not crying                                           0

        Crying but responds               Crying but responds                                              1

            to TLC (touch or parent)

        Crying but does not                 Crying uncontrollably                                           2

            respond
III. MOVEMENT

        None                                          Asleep or if awake, lying  or playing                  0

                                                            quietly

        Restless                                     Unable to sit or lie still; frequent                        1

                                                            position changes

        Thrashing                                 Kicking or squirming; potential for                    2

                                                            self harm; needs restraints for safety
IV. AGITATION

        Asleep or calm                         Asleep or awake but calm                                    0

        Mild                                           Tense; quivering voice; responds to                   1

                                                            attempts to console

        Hysterical                                 Does not appear rational; eyes wide;                 2

                                                            cannot be consoled; may cling to parent
 V. VERBAL EVALUATION

             OR BODY LANGUAGE

        Asleep or states no pain                                                                                           0

        Mild pain or cannot               Complains of general feeling of                           1

           localize                                  discomfort but unable to describe 
                                                           location of pain; legs drawn up; arms folded 
                                                           across body

        Moderate pain                         Complains of pain that is bothersome;              2                                                                                               

                                                            holding, guarding or touching location;                                                    

                                                            infant has legs drawn up with fists clenched.

