EMERGENCY MEDICAL SERVICES FOR CHILDREN

QI REPORTING FORM

PEDIATRIC PAIN TOOL














Audit (month, year): 





AUDIT 30 CHARTS PER QUARTER OF THE FOLLOWING:
· Any pediatric patient (0 –17 years of age) seen in the Emergency Department for Trauma or Medical reasons.

· Chief Complaint: Include trauma and medical in nature (exclude any patient involved with conscious sedation).

	PATIENT 
	#1
	#2
	#3
	#4
	#5
	#6
	#7
	#8
	#9
	#10

	Date
	
	
	
	
	
	
	
	
	
	

	Age
	
	
	
	
	
	
	
	
	
	

	Gender
	   M      F
	   M      F
	   M      F
	   M      F
	   M      F
	   M      F
	   M      F
	   M      F
	   M      F
	   M      F

	Diagnosis
	
	
	
	
	
	
	
	
	
	

	Pain assessed upon arrival?
	Y      N  
	Y      N
	Y      N
	Y      N
	Y      N
	Y      N
	Y      N
	Y      N
	Y      N
	Y      N

	Pain assessment tool used?

e.g. 0-10/10, FLACC, WONG – BAKER Faces, MIN/MOD/SEV? 
	
	
	
	
	
	
	
	
	
	

	Initial Pain Rating?
	
	
	
	
	
	
	
	
	
	

	Intervention for Pain?
	Pharmacological
	
	
	
	
	
	
	
	
	
	

	
	Non-pharmacological
	
	
	
	
	
	
	
	
	
	

	
	No interventions documented
	
	
	
	
	
	
	
	
	
	

	
	Pain reassessed 

after intervention?
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A

	
	Pain improved after intervention?
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A
	Y      N  N/A

	Pain scale documented at  discharge?
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  

	Discharge instructions include pain management? 
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  
	Y      N  


 (INFORMATION ON THIS FORM INTENTED FOR QUALITY IMPROVEMENT PURPOSES ONLY)

Guidelines for EMSC QI Reporting Form  PEDIATRIC PAIN TOOL

Audit 30 charts per quarter involving pediatric VISITS TO THE ED to determine pain assessment, interventions to control pain and reassessment of pain to determine effectiveness of interventions given.  

*Charts audited will not include patients involved with conscious sedation.

Population to be reviewed:

· All children presenting to the Emergency Department (0-17 years of age)

· Chief Complaint: Include trauma or medical in nature 

· N = 30 charts per quarter per hospital

Demographics

1. Date of Emergency Department visit

2. Age of patient 

3. Gender of patient (Circle M = male  F = female)

4. Diagnosis made by Emergency Room Physician (ERP) at time of discharge from the ED

Assessment

5. Was pain assessed/documented upon arrival to the ED triage or treatment room? (Circle Y for yes and N for no)

6. Which pain assessment tool was used to assess pain level (e.g. 0-10/10 scale, FLACC, Wong-Baker Faces, MID/MOD/SEV)? 

7. Record the patient’s initial level of pain

Interventions  (Skip this section if initial pain reported as “none” or “zero”.)

8. Were interventions for pain control performed?   

· Using a check mark, identify if interventions were Pharmacological or Non-Pharmacological in nature.

· Check “no interventions documented” if documentation does not record interventions AND patient initial assessment reported pain ( 0  

9. If interventions were performed, was pain level reassessed?  Did pain improve? 

· Circle Y for yes, N for no, N/A if no interventions were performed/documented

Discharge

10. Was pain scale level documented at time of patient discharge from the Emergency Department? (Circle Y for yes and N for no)

11. Did discharge instructions include specific patient-appropriate techniques to avoid and/or manage pain? (Circle Y for yes and N for no)

Adapted from 


Region 3 tool 


08/05








