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Assign Responsibility

Wendy Farmer, nurse supervisor, is responsible for the quality of care on the unit. Heather Hall is the patient care manager and oversees adult medicine, dermatology, gynecology/obstetrics, and weight management.  Our responsibility for this assignment was to collect data from pain assessment audits. 

Define the Scope of Care

Next, the scope of care will be defined.  The patients, whom are served, are adult patients greater than 18 years of age. The conditions and diagnosis treated include, but are not limited to, acute and chronic illnesses such as hypertension, diabetes, congestive heart failure, urinary tract infections, and strep throat.  Treatments include writing prescriptions, lab draws, specimen collection, and minor procedures. The types of practitioners providing care include: medical doctors, nurse practitioners, physicians assistants, nurses, and medical assistants. The sites and times which care is provided are Monday through Friday, 7:00 a.m. to 4:30 p.m. 

Identify Important Aspects of Care

To effectively use the organizations resources in improving the quality of pain assessment and documentation, we identified the following areas as priority aspects of care: high volume, high risk, and problem prone.  The clinic receives a high volume of phone calls, which requires proper assessment and documentation of pain.  High risk patients need proper pain assessment in order to receive prompt referral.  And, pain assessment and documentation has been designated as problem prone because proper pain assessment and documentation by nurses has been identified as an ongoing problem.

Literature Review to Identify the Standard of Patient Care
It has been found that inadequate assessment and documentation of pain can lead to patients experiencing unrelieved pain.  For instance, Caden (2007) found that pain is a multidimensional experience, which is affected by a number of factors.  The number one reason pain is unrelieved is the inadequacy of assessment and reassessment by providers.  Thus, the article concluded that further research and education of providers is needed in all areas of pain assessment, treatment, and control. 
Furthermore, pain screenings need to be designed so that they accurately identify pain in order to obtain patient outcomes that show pain relief.  Krebs and Weinberger (2007) found that pain screening did not accurately identify patients with clinically significant pain in a primary care clinic.  The study found several reasons for the inaccurate screening of clinically significant pain.  For example, the study found that the pain assessment measure used was too simple to identify all pain characteristics.  Thus, the study concluded that future research studies are needed to determine the effectiveness of pain screenings and patient outcomes.

Krebs et al. (2009) identified PEG, an ultra-brief three-item scale, as a pain assessment tool used in the primary care setting.  The study also noted that efficiency of pain assessment is of paramount concern in primary care settings.  Furthermore, the study suggested that future research needs to be conducted to determine the effect of serial pain management on pain outcomes in primary care.

In addition, Krebs, Bair, Carey, and Weinberger (2010) found that documentation of pain care processes underestimated pain management given by physicians.  The study also found that chart documented pain care was not associated with patient outcomes. Furthermore, the study stated that the best assessment of patient pain care was patient report.  The study also found a relatively high rate of EMR pain documentation.  The study further argued that chart review-based pain process measures should be used cautiously until research establishes a relationship between pain care quality and patient outcomes.  

Martinez, Grassi, and Marques (2011) discussed the fact that pain is both a personal and subjective experience, and relief of pain is a basic human right.  Pain that goes untreated can adversely affect patient outcomes.  Furthermore, Martinez et al. (2011) suggested that one reason for the undertreatment of pain is due to the fact that most healthcare professionals do not value the impact of pain on the patient and lack knowledge about effective pain control.  The study also found the need for multidimensional approach to pain assessment.  For instance, one-dimensional instruments that use intensity as the primary characteristic of pain for assessment are easy and easily understood by patients, but the need for multidimensional instruments still exist.  Specifically, multidimensional instruments should be used to assess a variety of pain characteristics, which in turn provides a comprehensive data set of the patient’s pain.  
Furthermore, literature was reviewed to assess the standards of pain management. Gordon et al. (2008) discussed standards of pain management as described by The Joint Commission.  For instance, Gordon et al. (2008) described standards requirement is that accredited institutions 
to recognize the right of patients to appropriate assessment and management of pain; to assess pain in all patients; to record the assessment in a way that facilitates regular reassessment and follow-up… and to collect data to monitor the appropriateness and effectiveness of pain management. (p. 509)
Gordon et al. (2008) also described the standards influence on institutional policies and practices to ensure routine assessment and documentation of pain.  Finally, the article described hospital’s experiences in improving outcomes.  For instance, the University of Wisconsin Hospital & Clinics implemented a large-scale plan-do-check-act (PDCA) cycle, which resulted in a cumulative rate of 94% documented pain reassessments (Gordon et al., 2008).  The changes required repetitive education efforts, changes in daily bedside flow sheets, extensive leadership involvement, and persistent audits and feedback (Gordon et al., 2008).  

Two standards of care were reviewed.  First, Carle Foundation Hospital policy PC302 was reviewed.  The purpose of the policy was “to provide effective recognition, assessment, management, and documentation of pain for all patients” (Carle Foundation Hospital [Carle], n.d., p. 1).  The policy stated that each patient has the right to have their pain recognized, assessed, and managed (Carle, n.d.).  Assessments should be conducted by the telephone triage process as such that the patient is received by the nurse, the patient’s pain is assessed if applicable to the reason of contact, and patients which indicate pain will be asked questions per Pain Assessment form (Carle, n.d.).  The national standard used is The Joint Commission’s pain management standards.  The standards stated that patients have the right to assessment and management of pain (The Joint Commission, n.d.).  The standards further stated that patients should be screened during the initial assessment and, when clinically required, during subsequent reassessments (The Joint Commission, n.d.).  The two standards are congruent, stipulating that patients have the right to pain assessment.
Identify Specific Indicators

We perceived the patient outcome to be that the patient receives proper management of pain, including comfort level assessment by nurse, and the patient will not be limited in activities due to pain.  The nurse will assess pain using Numeric Scales and/or the pain assessment/word scale in doc flow sheet (Carle, n.d.).  If patient indicates pain, ask patient questions per Pain Assessment form (Carle, n.d.).  High quality of care will be indicated with proper assessment and documentation of pain in EPIC, as well as consistent SOAP charting.  According to Carle (n.d.), patients have a right to have their pain assessed and managed, management of pain includes treatment to the extent possible and that pain management is an integral part of treatment, and the assessment of pain is consistent with the scope care, treatment, and services provided.

The patient will be assessed for pain.  If pain is indicated, then the patient will be further assessed using a pain scale of 0 to 10.  Following patient assessment, the nurse will then document in EPIC her findings.  
Establish a Threshold for Action

Carle Foundation Hospital has a standard for pain assessments to be at 90%.  That means, for the standard to be met, nine calls out of every 10 should have a pain assessment or pain scale listed.  Carle on Curtis fails to meet this standard with audits in January, February, and March of 2012 falling between 40 and 60%.  The standards used to establish the threshold were both institutional and national standards.    
Measure Actual Performance and Measure Patient Outcomes

The data obtained was from two audits performed on the dates of February 15, 2012 and February 16, 2012.  The audit performed February 15 was on a nurse triaging phone calls received in the Resident clinic during a two hour time period.  The audit performed on February 16 was on the nurse supervisor in her office over a one hour period.  Previous audits had been performed, but were computer generated.  Thus, we created an audit format that included documentation of the number of calls received, whether pain was assessed, whether pain was documented, or whether pain assessment was not applicable (see Appendix for audit table).  

The sampling method used was convenience sampling.  Convenience sampling allows “researchers [to] simply enter available subjects into the study until they have reached the desired sample size” (Burns & Grove, 2009, p. 353).  This method was chosen because we had a limited time for data collection.  One possible bias is that only two nurses were audited for this project.  Thus, data may be skewed depending on whether these nurses failed or routinely assessed pain.
The data was collected over a two day time period consisting of a total of three hours.  The time frame matters because the clinic receives phone calls from the hours of 7 a.m. to 4:30 p.m., thus a period of time existed during the day when audits were not performed.  

Evaluate Care
Pain was only assessed twice between the two audits.  Pain was also documented both times it was assessed.  Most of the phone calls received did not require a pain assessment because they were either follow-up calls for lab results or prescription refills.  Thus, our audits produced a result of 100% for pain assessment and documentation.  Our results were above the institutional and national standards for pain management.  However, our data is not consistent with past audit results and may represent biases in the sampling method.  Several problems were identified in the audit process.  First, audits were only conducted for a very limited period of time.  Furthermore, audits were only performed on two nurses, which is also a very small percentage of the nurses in the facility.  Finally, several phone calls required no assessment of pain, thus no data about pain assessment and documentation was obtained during these calls.
Recommendation
The plan for corrective action is that nurses will meet the standard of 90% for pain assessments or pain scale ratings documented in EPIC.  The nurse supervisor will continue to perform monthly audits to assure the standard is being met.  The action is appropriate in view of the lack of pain assessment in the telephone triage process.  The plan would be to reeducate the clinic nurse staff about proper pain assessment and documentation in EPIC.  Changes would be expected to occur within three months of reeducation.
Recommended Follow-up

Audits for pain assessment and documentation will continue to be performed monthly.  If the audit shows that pain assessment has failed to meet the standard of 90%, then evaluation measures will be implemented and reeducation of staff nurses will ensue.  
Communicate Relevant Information

The findings will be presented to Wendy Farmer, nurse supervisor at Carle on Curtis.  Wendy may then present the finding to her supervisor, Heather Hall, patient care manager.  
QI Experience

We had a difficult time with the QI project.  First, we couldn’t decide on a topic for the project, which was further impeded by the fact that the patient care manager was on vacation during two of our clinical rotations.  We then worked with the nurse supervisor, who suggested the topic of pain assessment and documentation.  However, the nurse supervisor had limited knowledge about the process because she was new to the position.  She also did not have access to past pain audits.  Finally, our data collection was limited.  We were only able to perform two pain assessment audits which may have led to skewed results.  If given the opportunity to do the assignment again, we would have established our project topic by the first day and began pain assessment audits by the second clinical week.  Pain audits would have been conducted for a minimum of four hours, and audits would have been conducted on a new nurse every hour. 
SWOT Analysis

S: The strengths of our project include an action plan for pain assessment and documentation, identification of a need for re-education on pain assessment and documentation. 
W: Weaknesses include lack of pain assessment audits and lack of guidance by patient care manager.
O: The opportunity is for improved patient outcomes resulting from proper pain assessment and documentation.
T: One threat would be nurses’ failure to adhere to pain assessment policy.  Another threat would be unwillingness to change past behaviors of pain documentation.
Appendix

	Characteristic
	Feb. 15 audit

(n = 10)
	Feb. 16 audit

(n = 8)

	Pain assessed
	0
	2

	Pain documented
	0
	2

	No assessment needed
	10
	6
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