
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Documenting the Patient’s Pain 

FA16c 

 Upon admission/initial 
assessment, the nurse screens 
the patient for the 
presence/absence of pain. 

 Document the patient’s 
Acceptable Comfort Level in 
the Patient Care Profile. 

 Assist the patient in setting a 
realistic comfort goal. 

 Note: on the Patient Profile, 
detailed information regarding 
Chronic Pain appears only if 
“History of Chronic Pain” 
question is answered as Yes. 

 Self reporting will be 
the primary means of 
determining pain. 

 If patient unable to self-
report Location of 
Pain, Generalized can 
be selected from the list. 

 If the Pain Scale Used 
field is documented, the 
Numeric Rating field 
becomes mandatory. 

 If the patient denies pain 
“0” must be 
documented in the 
Numeric Rating field– 
it is unnecessary to 
add the comment 
“Denies Pain”. 

 

 On the POC flowsheet, the 
Acceptable Comfort Level 
is a pre-built parameter under 
the category of Information. 

 Document, the Acceptable 
Comfort Level in the same 
time column created for the 
individualization statements. 

 Do not add a new time 
column. 

 If the patient has pain, only 
add the Acute or Chronic 
Pain POC if it is not included 
as part of any other POC 
selected for the patient e.g. 
Asthma. 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

If the patient is unable to self-
report: 

 Select the Nonverbal 
Indicators of pain/comfort 
field, and pick from the list. 

 Nonverbal patient choice has 
been added to the list. 

 If this is selected, a 
numerical rating is not a 
mandatory field. 

 If proxy reports from 
family/friends is used, 
document the person giving 
the proxy report in the free-
text (comment) box. 

 In addition, document any 
pertinent observations by 
family/friends as well as your 
observations in the free-text box. 

 

 Note: nonverbal 
indicators can also be 
documented on verbal 
patients if applicable. 

 

 If the patient is 
asleep, it is not 
necessary to 
awaken the patient 
for a routine 
reassessment but 
documentation 
should reflect 
the patient’s 
sleep status. 

 Reassess for pain 
when patient 
awakens. 

 Note:  “Patient declined 
interventions” has been 
added to the list for Pain 
Management. 
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