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Purpose
To provide evidence-based pain assessment matching patient 
preferences for older adults on a cardiac/cardiac surgery step-down unit

Iowa Model of Evidence-Based Practice to Promote Quality Care 
(Titler, et al., 2001)

Process

Practice Change: Choosing a Pain 
Assessment Tool

Synthesis of Evidence 
 Hospitalized older adults often experience moderate to severe 

pain; their pain is under treated, and interferes with their recovery 
(Gianni et. al., 2010; Gregory & Haigh, 2008; Haller et. al., 2011; Sawyer et. al., 2010). 

 Practice recommendations include assessment as an important 
step in pain management (Gordon et al., 2005; Hadjistavropoulos et. al., 2007; Herr 
et. al., 2006; RNAO, 2007). 

 Nurses often are not aware of patient preferences for even basic 
care such as pain management (Florin et al., 2006). 

 Understanding patient preferences and actively involving patients 
in decisions are important for improving patient satisfaction with 
pain control. Patient preferences vary and must be assessed (Florin 

et al., 2008). 
 Both cognitively intact and cognitively impaired older adults are 

able to self-report pain (Shega et al., 2010; Ware et al., 2006). 
 Several tools have been evaluated for use with older adults: 

Numeric Rating Scale (NRS), Verbal Descriptor Scale (VDS), 
Faces Pain Scale (FPS), Faces Pain Scales-Revised (FPS-R) 
and the Iowa Pain Thermometer (IPT) (Flaherty, 2008; Ware et al., 2006). 

 Despite valid, reliable and feasible pain scales, med-surg nurses 
don’t consistently use them and assess pain less frequently than 
recommended (Coker et. al., 2010; Haller et al., 2011; Michaels et.al., 2007). Even 
when assessed, pain may not be documented consistently, 
making trending and treatment difficult (Haller et. al., 2011). 

 Nurse’s pain assessment improves after EBP implementation 
(Abdalrahim et. al., 2011; Haller et. al., 2011; Zhang et. al., 2008), as do other pain 
management practices (Haller et. al., 2011; Hansson et al., 2006) and nursing 
knowledge (Abdalrahim et. al., 2011; Mezey et.al., 2009; Sawyer et. al., 2010).  

Implementation Strategies Used

Evaluation

Conclusion and Next Steps

 Yes  No 

 Yes Use 0-10 numeric pain scale
After 1 minute, are they

able to repeat pain
rating of 0-10?

 No 

 Yes Use verbal descriptor scale

Show pain scales: thermometer
faces-revised scales

 Yes 

 No 

 No 

Use scale with correct patient use
(patient preference if used both

correctly)

Able to repeat pain
rating using verbal 

descriptor?

Assess pain rating 0-10 and 
verbal descriptor scalePatient choose pain scale

Ask "at what level do you 
want your pain to be 

to do activities?"

Is patient 
able to identify

where "a littile pain" would 
be and "very bad pain" 

correctly? (Allow sufficient 
time with sample

instructions)

Full Assessment
• Intensity
• Changes in pain (increase/decrease)
• Location
• Relieving and/or exacerbating factors
• Effectiveness of treatment

Document and post pain scale
and acceptable level on 

white board

Use checklist of non-verbal pain
indicator or ask a patient surrogate

about behavior changes

Pain Assessment for Adults

Is the patient oriented
x3 and without history of 
dementia or alzheimers?
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 EBP improved nurse’s pain assessment processes. 
 Despite these gains, patient perceptions were largely unchanged.
 Next steps include reinfusion and expanded evidence-based pain 

management to improve patient satisfaction with pain control.

Assemble Relevant Research & Related Literature

Critique & Synthesize Research for Use in Practice

NoYes

Yes

Is Change
Appropriate for

Adoption in
Practice?

Yes
Institute the Change in Practice

Is There
a Sufficient
Research

Base?

 Monitor and Analyze Structure, 
    Process, and Outcome Data
           
    

           
           

2.  National Agencies or Organizational 
     Standards & Guidelines
3.  Philosophies of Care
4.  Questions from Institutional Standards Committee5.  Identification of Clinical Problem

1.  Risk Management Data

Problem Focused Triggers Knowledge Focused Triggers

 

•  Staff
•  Cost
•  Patient and Family

Pilot the Change in Practice
1.  Select Outcomes to be Achieved
2.  Collect Baseline Data
3.  Design Evidence-Based 
     Practice (EBP) Guideline(s)
4.  Implement EBP on Pilot Units
5.  Evaluate Process & Outcomes
6.  Modify the Practice Guideline

The Iowa Model of
Evidence-Based Practice to Promote Quality Care

2.  Process Improvement Data
3.  Internal/External Benchmarking Data
4.  Financial Data

1.  New Research or Other Literature

Consider
Other

Triggers

Is this Topic
a Priority 
For the 

Organization?

No

Form a Team

Base Practice on Other Types of Evidence:
1.  Case Reports
2.  Expert Opinion
3.  Scientific Principles
4.  Theory

Conduct 
Research

Continue to Evaluate Quality
of Care and New Knowledge

No

Disseminate Results
•  Environment

=  a decision point
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