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Abstract

Health care institutions must use the principles of quality improvement to demonstrate
appropriate assessment and effective management of pain. Here, we describe the quality
improvement initiative implemented at our pediatric institution to improve the quality of
pain management. We conducted chart audits for the previous 24 hours during which
patients received inpatient care. Over six years, 2,478 charts were audited for 87 24-
hour periods (average 1.2 days/month) to answer the following: (1) Was pain intensity
assessed as per the institutional pain standard of care, (2) What proportion of audited
inpatients had significant pain (=5/10), and (3) When significant pain (=5/10)
occurred, was treatment effective (pain score =4/10) within one hour of an
intervention? Data were analyzed for quarterly time periods (n = 24). Compliance with
pain assessment guidelines improved from 77% initially to consistently greater than
90%. The mean proportion of patients with significant pain each quarter was 21 %.
Sixty-six percent of patients with significant pain had pain treated effectively within one
hour of intervention. Lack of documentation of pain reassessment within one hour of the
intervention was consistent throughout the study period (overall frequency 22%).
Comprehensive pain management guidelines have been established. Leaders of health care
organizations need to provide the support and resources needed to incorporate these
guidelines and standards into institutional culture. We present a simple quality
improvement approach to patient care that can be modified to fit the unique aspects of
other institutions. ] Pain Symptom Manage 2008;35:656—669. © 2008 U.S.
Cancer Pain Relief Committee. Published by Elsevier Inc. All rights reserved.
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Introduction

Although awareness of the need for assess-
ment and treatment of pain has increased in
recent years, unrelieved moderate to severe
pain continues to be reported in hospitalized
children.'™ Reports of undertreatment of
symptoms, even at the end of life, continue
to be of concern. When parents were inter-
viewed retrospectively about their perceptions
of symptom management during their child-
ren’s last days, more than 89% felt that their
child suffered “a lot” or a “great deal” from
at least one symptom, including fatigue, pain,
and dyspnea.”

Since the early 1990s, several professional
organizations‘r”6 have advocated for appropri-
ate treatment of pain in children and adher-
ence to education standards and quality
improvement (QI) guidelines for treatment
of pain in children. As early as 1992, the
American Pain Society (APS) recommended
assessment of the existence and extent of pain
in institutions as the basis for pain-reduction
strategies.” In 1995, the APS Quality of Care
Committee published guidelines recommend-
ing QI programs for acute pain, including
prompt recognition and treatment with ap-
propriate analgesics and other interventions.®
The 2005 revisions of these guidelines, based
on extensive literature review, expert experi-
ence, and consensus among pain experts, fur-
ther endorsed the principles of QL? Although
the revised guidelines did not differ substan-
tially from the earlier version, they emphasized
that health care professionals acting alone of-
ten fail to produce system-wide change and
that pain-related QI initiatives needed endorse-
ment by institutional leadership. The Joint
Commission on Accreditation of Healthcare
Organizations (JCAHO)'® supports activities
and resources to ensure that pain is recognized
and addressed appropriately. Hospitals are now
required to demonstrate timely pain assess-
ment and effective management, using the
principles of QI, to ensure that patients have
minimal levels of pain.''~'?

Institutions that used the guidelines from
APS and JCAHO to develop QI initiatives,
even when formal educational strategies were
included, had only modest success in improv-
ing pain assessment rates, and no sustained
reduction of pain intensity has been clearly

demonstrated.>'"'*"2* These studies have
been limited by small sample size, limited set-
tings or patient populations (e.g., cancer
pain, postoperative pain), limited representa-
tion of children, lack of adequate controls,
use of cross-sectional rather than longitudinal
design, short follow-up, and limited outcome
measures (e.g., asking only if an intervention
was offered and not its effectiveness). A na-
tional QI project involving 233 hospitals
resulted in changes in the structures and
practices crucial to improving acute postopera-
tive pain management but failed to reduce
pain severity and improve patient satisfaction
ratings.24

Experts recommend education about assess-
ment, management, and documentation of
pain as a priority for health care organiza-
tions, 111 #415:18,19,25=27 However, education
alone is not enough.lg’%’28 Pain management
professionals assert that sustained improve-
ment in pain management within health care
settings requires advancement beyond tradi-
tional educational and advocacy efforts.
When QI initiatives include additional re-
sources, such as a pain management service
or institutionally approved analgesic guide-
lines, pain intensity is significantly reduced
during the evaluation period.7’13’20 Improve-
ment of pain management requires a focus
on systems of care, including the establish-
ment of processes to support, reinforce, and
reward appropriate and effective pain manage-
ment.? ! Essential elements of such a QI
initiative include identification of population-
appropriate pain assessment tools, develop-
ment of pain management documents (pain
policies, standards of care, analgesic guide-
lines), and support for the use of such docu-
ments in clinical care, usually under the
guidance of an institutional interdisciplinary
committee charged with improving pain
management,>%1119:21.25.27,20.82.33

Implicit or explicit in the literature discus-
sing QI in pain management is the call for a sys-
tematic evaluation of the scope of the problem
in each health care delivery system.g‘g’w‘?’l’34
Recommendations that health care systems
provide effective pain relief, develop necessary
resources, and identify health care profes-
sionals responsible for each aspect of pain
management have been speciﬁed.&“’%’35
Two basic principles are fundamental to this
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process: (1) pain intensity must be assessed at
regular intervals by using institution-wide as-
sessment tools and (2) pain must be treated
promptly and effectively by using various
pharmacologic and nonpharmacologic inter-
ventions.”*** Specifically, institutions are en-
couraged to develop processes to ensure that
effective and safe interventions are considered
when the intensity of pain reaches a deter-
mined threshold.”? As per the initial APS
QI guidelines available in 1995, “a common
starting point is to select a pain intensity rating
that will elicit an immediate review of treat-
ment, such as a value of =5 on a 0 to 10
numerical scale.”® APS later added that, clini-
cians need to determine the appropriateness
of an intervention, especially when caring for
patients who have some risk of respiratory de-
pression and not react to pain intensity scores
only.9 Pain intensity scores are used as triggers
to alert clinicians about patients’ specific levels
of pain. Factors influencing the quality of pain
management include frequent reassessments
of patients’ responses to treatment and can
be described in measures such as the propor-
tion of patients whose pain scores are =4 out
of 10 as a reasonable goal of analgesic
therapy.'>*!

Sharing the results of any QI project allows
better understanding of the current practice
within the institution and addresses unmet
needs.”'?* This article describes the develop-
ment and implementation of our current QI
initiative to optimize the quality of pain man-
agement and demonstrates the resulting
improvement in outcomes at the St. Jude
Children’s Research Hospital (St. Jude).

Materials and Methods

Setting

St. Jude is a tertiary care institution with the
primary aim of advancing the cure and preven-
tion of pediatric cancer and related hemato-
logic and infectious diseases through research
and treatment. Patients range from newborns
to young adults at the time of diagnosis. The fa-
cility consists of multiple outpatient clinics and
three inpatient care areas totaling 60 beds: 38
for hematology and oncology acute care, eight
for intensive care, and 14 for bone marrow
transplantation. Pediatric oncologists make

referrals to or request consultation from sub-
specialists, including the pain management
service.

Background

In 1996, an interdisciplinary Pain Commit-
tee at St. Jude, comprising medical, nursing,
pharmacy, physical therapy, psychology, and
child life staff, developed an institutional stan-
dard of care to promote a consistent approach
to pain assessment and management across all
hospital units. Over the following four years,
this Pain Standard of Care (PSOC) was revised
to promote the use of age-appropriate tools for
measuring pain intensity. Patients older than
13 years were assumed to understand the nu-
merical rating scale: “From 0 to 10, 0 being
no pain, and 10 being the worst pain you could
ever imagine having, how much pain are you
having now?” For children aged five to 13
years, we used the FACES pain scale, which in-
structs the child to point to one of a series of
faces showing progressive degrees of distress.*®
For children younger than five years or incapa-
ble to self-report, we selected the FLACC scale,
which measures five pain-related behaviors:
facial expression, leg movement, activity level,
crying, and response to consoling.”” Initially,
Wong et al. designed the FACES as a 0—5 scale.
Based on the recommendation from Wong to
change the scale of 0—5 to a scale of 0—10 to
provide a consistent coding system for all
pain measurement instruments,”” we modified
our data set from 2000 to 2002 by converting
the FACES scores of 0, 1, 2, 3, 4, and 5 to 0,
2, 4, 6, 8, and 10, respectively. In 2003, we
changed our institutional PSOC and all other
institutional resources to use the FACES scale
with the 0—10 format, eliminating the need
to convert from the 0 to 5 format. By using
any one of the three pain assessment tools,
clinicians could consistently quantify pain in-
tensity within a 0—10 numerical range. Our
PSOC allows for individual variability while
choosing the pain assessment tool for a patient,
depending on the developmental status of the
child. Assessment of pain is required as per our
institutional PSOC for all inpatients, regardless
of type of pain and even in the absence of
pain.

The PSOC indicates that the presence and
intensity of pain are to be measured at the
time of inpatient admission and at least every



Vol. 35 No. 6 June 2008

Pain Management Quality Improvement Initiative 659

four hours unless the child is asleep, which
corresponds to the minimal interval used in
obtaining vital signs, thus making the measure-
ment clinically feasible. This approach is sup-
ported in the literature.”'** It also indicates
that the pain intensity has to be reassessed
within one hour of any intervention to control
pain. We defined significant pain as pain levels
=5 out of 10 for this QI initiative, based on the
literature available at the time this project was
initiated.®****? Therefore, the goal of any in-
tervention to treat pain was to decrease the
pain score below the level defined as signifi-
cant pain within one hour of the intervention.
From 1996 to 2000, the Pain Committee
provided tools and education to facilitate
application of the PSOC by all clinicians. Ini-
tiatives included development and distribution
of the St. Jude Pharmacological Pain Manage-
ment Guidelines, which defined the recom-
mended dosage of analgesics and adjuvants
and provided an equianalgesic chart for dose
conversion of opioids. In response to clini-
cians’ longstanding request for improved
access to pain policies and guidelines, lami-
nated cards with information regarding assess-
ment and management of pain were widely
distributed. Intranet access to the Pain Manage-
ment Manual and an internal pain manage-
ment web site have offered further access to
current recommendations for clinicians,
facilitating bedside decisions about safe and
effective interventions to reduce pain.

Initiation of the QI Program and Methods
This study was approved by the St. Jude Insti-
tutional Review Board, which waived consent.
This QI project proposed to examine whether
pain was assessed and managed consistently ac-
cording to the PSOC by implementing routine
standardized chart audits. Over a six-year (72-
month) period from July 2000 through June
2006, a chart audit was conducted on dates
when time allowed staff nurses assigned to
this project to audit all charts of eligible
patients. Eligible patients were defined as all
patients who had been hospitalized for at least
the previous 24 hours, thereby including pa-
tients experiencing any type of pain (acute,
chronic, continuous, or intermittent) as well
as patients who had not reported any pain
during hospitalization.15 The chart auditing

process was conducted to assess compliance
with the institutional PSOC and to provide
answers to the following five questions:

1. Was pain intensity assessed every four
hours when the patient was awake, using
age-appropriate scales? Charts that lacked
documentation of pain scores for one or
more four-hour intervals were coded as
“pain assessment not documented ac-
cording to the PSOC” and were excluded
from further analysis, as were charts in
which the pain assessment was descriptive
and included qualitative notations such
as “pain is worse” or “patient looks com-
fortable,” while lacking documentation
of pain scores per se. Therefore, only
charts in which pain intensity scores
were consistently documented every four
hours while the patient was awake were
examined for the four subsequent
questions.

2. What proportion of audited inpatients
had significant pain (=5/10)?

3. When significant pain (=5/10) occurred,
was an intervention offered?

4. Was the pain intensity reassessed within
one hour of the intervention?

5. Was the treatment intervention effective
in decreasing pain as per reassessment
within one hour? Effective interventions
were defined as those that decrease the
pain score to =4 out of 10. The one-
hour reassessment interval was chosen
to provide a consistent approach for all
nonpharmacologic or pharmacologic
interventions, allowing for the onset of
action of either oral or intravenous med-
ications given as needed for pain.”®3*%
Pharmacologic regimens could also in-
clude medications given on a continuous
basis orally, intravenously (continuous in-
fusion or patient-controlled analgesia), ep-
idurally, or transdermally, prescribed by
the patients’ medical teams by using the
tools and educational materials developed
by the Pain Committee.

A data collection form (Fig. 1) was devel-
oped based on the literature on systematic
quality assurance reviews,7’32’3?’ which recom-
mends evaluation by 24-hour periods. The
rationale for using 24-hour periods is sup-
ported by Ferrell: “One 24-hour period is
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EVALUATION OF PAIN MONITORING: INPATIENT 08/2004

Nurse reviewer: Patient initals:

Review of pain for last 24 hours from 0700 on

Unit in which patient is located: [(J2S [12N [1BMT [JICU

Please answer #1, #3, #4 for each form.

MR# Age:

(date)to0700on —_ (date)

Yes

No

Additional instructions

1. Has the patient had pain intensity assessed
by NRS, FACES, or FLACC at least every
4 hours while awake? Circle scale used.

Name of nurse if documentation not
complete:

2. If a patient had a pain score charted at least
every 4 hours while awake, were the scores:
« All zeros?
or
 All within a range of 0-4?
or
 Atleast one score > 5?
or
« APP (assume pain present was written as the

patient is paralyzed or deeply sedated on a
ventilator)

Check beside only one of the bullet points.

3. If pain was > 0 at any time, was the location of
the pain documented at least once a shift?

Circle this box if patient too young (< 4 yrs) or ill
to verbalize or is paralyzed/sedated

4. If pain was > 0 at any time, was the quality of
the pain documented at least once a shift?

Circle this box if patient too young (< 4 yrs) or ill
to verbalize or is paralyzed/sedated

5. If the patient had a least one score of > 5 on
the pain scale, did the nurse provide an
intervention? If yes, circle which of the following
was done:

Adm of PRN analgesic or PCA clinician bolus

Encourage patient to boost current PCA

RN obtained new MD order for:

+ Adding or changing to another analgesic

PRN

Changing PCA basal rate

Changing PCA boost dose or frequency

Obtaining a pain team consult

Referral to another discipline: psychology,

neurology, social work, other:

» Other

If checked for at least one “yes,” please answer
question #6

6. If #5 is “yes,” was the pain reassessed within
one hour of the intervention described in #5?

If checked “yes,” please answer question #7

7. If #6 is “yes,” was the intervention effective as
defined as a pain score < 4 or patient asleep
within one hour of the intervention?

Fig. 1. Data collection form.

sufficient to achieve a reasonable picture of
pain management.”*' Auditing all eligible
charts for any one day of data collection mini-
mized any selection bias. The chart auditing
process is described as an algorithm in Fig. 2.

To facilitate regular periodic chart audits, we
collaborated with nursing directors to train
staff nurses to conduct chart audit sampling
one to four days per month, as time permitted.
The training occurred each time a new nurse
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Was pain

assessed every
4 hours?

Yes

Is the patient’s
NRS, FACES or
FLACC > 5?

Yes

No

No+

intervention offered
within 1 hour?

Yes

Was pain

r d
within 1 hour?

Record End process
No—>{ information
A
Document
effectiveness of
the intervention as
No indicated by the
NRS, FACES or
FLACC scale
A
Yes

Fig. 2. Data collection process.

auditor replaced an auditor who was no longer
assigned to the project, for a total of 10 train-
ing sessions over six years. Training consisted
of practicing the chart audit tool using charts
under the supervision of the Pain Clinical
Nurse Specialist (CNS) prior to any actual
data collection. Nurse auditors were instructed
to discuss any uncertainties about data collec-
tion with the Pain CNS, who made the final
determination regarding data collection. The
days for chart audits varied throughout the
six years, based on the availability of nurse
auditors to be free of their patient assign-
ments. The nurses were already familiar with
documentation forms and processes.

Insight into the type of pain (nociceptive or
neuropathic) has been reported to assist with
analgesic selection.'” Therefore, in January
2003, we started to audit compliance with doc-
umentation of the location and quality of pain
at least once per shift for patients with pain
scores other than 0 out of 10. If patients were
too young or ill to provide this information,

the fact was noted on the chart audit form
and these charts were not rated as having
deficient assessment data. Data on assessment
of pain intensity, location, and quality were an-
alyzed on the basis of quarterly periods
(n=24).

Measures to Improve Pain Management
Practices During the Project

We implemented several measures through-
out the six-year period to improve the
documentation of pain assessment:

e The Pain Management Service CNS sent
a memo to each nurse who did not chart
pain scores or reassess pain within one
hour of an intervention as per PSOC.
This measure can improve patient postop-
erative pain outcomes.” A list of nurses
who were noncompliant with the PSOC
was sent to nursing managers on a quar-
terly basis for inclusion in the nurses’
performance evaluations.
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e From June 2000 to July 2006, 103 “Pain
Pointers” were e-mailed to all nursing staff
members. These were brief educational
tips on pain management topics identified
by monthly QI data as needing improve-
ment, such as appropriate documentation
of pain assessment, the need for reevalua-
tion after a pain intervention, age-appro-
priate pain assessment tools, and quarterly
QI results for each inpatient clinical area.

e Signs were posted in elevators, staff
lounges, and charting areas to remind
staff to follow the PSOC.

e Summarized quarterly results were pre-
sented throughout the six years to appro-
priate nursing committees, the Pain
Committee, the Medical Executive Com-
mittee, and the Board of Directors of St.
Jude, to maintain institutional support
for this effort.

e Steps were taken to improve documenta-
tion. For example, the nursing flow sheet
and the patient-controlled analgesia docu-
mentation form were revised to include
pain quality and location in addition to
pain intensity.

e After networking with other pain experts,
we modified the chart audit form to ac-
count for patients who were deeply sedated
or receiving neuromuscular blockers and
could, therefore, not self-report or display
pain behaviors. Such patients were evalu-
ated as “assume pain present,” and we
ensured that pain interventions were avail-
able (e.g., fentanyl infusion for mechani-
cally ventilated patients). These patients
were justifiably removed from the chart
audit process (range, 0 to four patients
per audited day).

e To reduce the incidence of untreated sig-
nificant pain, nurses and physicians were
reminded of alternative measures to re-
duce pain. For example, while waiting for
a patient-controlled analgesia pump, the
nurse can contact the physician for an or-
der for bolus doses of opioids from the
unit supply. The Pain CNS or the Director
of the Pain Management Service coun-
seled individual nurses and physicians re-
garding the importance of managing pain.

We evaluated if the documentation of assess-
ment of the intensity, quality, and location of

pain improved over the course of the project
as a result of the interventions.

Results

Over a six-year period from June 2000 to July
2006, 2,478 charts were reviewed on 87 differ-
ent days (range, 18—43 charts per review
day). The temporal distribution of chart audits
was uneven, between 1 and 11 review days per
quarter. During the first four years of data
collection, nurse staffing patterns were such
that the nurse auditors could leave their pa-
tient assignments to audit charts at least twice
a month. During the last two years, the staffing
patterns only allowed the nurse auditors to
complete chart audits an average of once
a month, resulting in fewer charts audited
per quarter.

Compliance with Assessment of Pain
Intensity, Location, and Quality

The average percentage of audited charts
that documented pain intensity scores every
four hours when the patient was awake, using
age-appropriate scales as per the PSOC, was
87.37% (2,165/2,478). During the first quar-
ter, only 77% of charts met the criteria. Com-
pliance improved over time to exceed 90%
during 11 of the last 12 quarters and to reach
or exceed 95% during five of these quarters
(Fig. 3). Compliance with documentation of
the location and quality of pain was 97%
(range, 92%—100%) and 91.3% (range,
82%—96%), respectively, over 14 quarters of
data collection (Fig. 4).

Incidence of Significant Pain (Score =5/10)

The proportion of inpatients with significant
pain (=5/10) on any day during the study
period was determined from the charts in
which all pain scores were documented as
per the PSOC (Fig. 5). The mean percentage
of patients with significant pain per quarter
was 21% (465 of 2,217 patients; range,
13%—40%). During the first two quarters, the
mean percentage was 32% (80/247), whereas
during the remaining 70 quarters 20% (385/
1970) of patients had significant pain on
audited days. This finding likely reflects efforts
made as a part of this initiative (e.g., present-
ing the findings to staff or developing
resources for medications).
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Fig. 3. Documentation

Documentation of Effective Treatment
of Significant Pain (Resulting
in Score =4/10)

The pain outcomes of patients (n=465)
found to have significant pain during the study
period were sorted into five groups: (1) pa-
tients who had an effective intervention (pain
score =4/10) within one hour; (2) patients
who had no intervention offered for pain;
(3) patients whose intervention was ineffective
(pain score =5/10) within one hour; (4)

o
S
J

©
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|
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|

~
o
|
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|

Location and Quality at Least Once a Shift (%)

Patients Who Had Documented Pain Intensity,

o
o
|
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FY03 FY04
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*N = number of charts audited
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of pain intensity (2001—2006).

4 1 4 1 2 3

FY06

4

patients who had an intervention offered but
the patient (or parent) refused; and (5) pa-
tients who received an intervention but reas-
sessment was not documented within one
hour (Fig. 6). Effective pain management was
defined as reduction of the pain score to =4
out of 10 by any intervention (pharmacologic
or nonpharmacologic) within one hour of
the intervention. If the patient was asleep
during reassessment, the patient’s pain was
assumed to be =4 out of 10.

O Intensity
B Location
O Quality

T T T T T T T 1
1 2 3 4 1 2 3 4
FY05 FY06
70 34 69 79 94 76 68 74

Fig. 4. Documentation of pain intensity, location, and quality (2003—2006).
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Fig. 5. Incidence of significant pain (=5/10) versus none-to-mild pain (0—4/10) (2001—2006).

Cumulatively, 66% (308/465) of patients
had effective treatment for severe pain (pain
score =4/10) within one hour (Fig. 7). Seven
percent (34/465) of patients received inter-
ventions that did not reduce pain (pain scores
remained =5/10) within one hour. This find-
ing was consistent throughout the 24 quarters
of the analysis. Some patients in this group had

severe neuropathic pain that was not relieved
until after effective medication regimens
(gabapentin, amitriptyline, methadone) were
identified and titrated. For other patients in
this group, chemotherapy required that opi-
oids and other neuropathic pain medications
be temporarily withheld to avoid unacceptable
side effects (e.g., altered consciousness due to

O Effective intervention ( < 4)

W No intervention offered

[0 Reassessment not documented
B Ineffective intervention ( > 5)

O Patient refused intervention

100 — — — M — — — —
SR E EPEERER LB
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1
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FYO01 FY02 FY03 FY04 FY05 FY06

Fig. 6. Treatment of significant pain per quarter (=5/10) (2001—2006).
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Effective intervention ( < 4)
66% (308)

Reassessment not

No intervention offered
3% (13)

documented
22% (101)

Ineffective intervention ( > 5)
7% (34)

Patient refused intervention
2% (9)

Fig. 7. Treatment of significant pain, cumulative data (2001—2006).

methotrexate toxicity in association with
opioids such as methadone).

No intervention was offered to 3% (13/465)
of patients with significant pain. Of the 13 pa-
tients who did not have an intervention docu-
mented, 10 occurred during the first three
years and three during the last three years.
Most patients in this category had orders for
analgesics, and neither the chart documenta-
tion nor subsequent interviews with the nurses
revealed why an intervention was not offered.

Because the patient population included in-
fants and toddlers, it was difficult in some cases
to distinguish agitation from pain on the basis
of the FLACC score. In one well-described
instance, the nurse attempted to assess, during
the hour after intervention, whether the
FLACC score of 6/10 reflected pain or another
cause. The patient soon developed fever that
responded to an antipyretic, and a stronger
analgesic was not necessary.

Two percent (9/465) of patients with signif-
icant pain declined an intervention, such as
a nurse-administered medication or use of a pa-
tient-controlled analgesia pump. For these
patients, a pain score of 6 or 7 out of 10 was ac-
ceptable. This finding may demonstrate the
importance of individualizing the “pain goal.”

Documentation of the reassessment of pain
within one hour of intervention remained
consistent during the entire data collection

period, with an overall occurrence of 22%
(101/465; range, 0%—60%) (Fig. 7).

Discussion

Our report describes the development of
a Pain Standard of Care within St. Jude, the
process of assessment of compliance with the
PSOC, and the mechanisms developed to give
feedback to clinicians and leaders at our insti-
tution about improving pain assessment and
management, through an institutional QI
initiative. Such QI processes pertain to both
adult and pediatric populations according to
experts.“’24 The solution to inadequate pain
relief lies not so much in the development of
new techniques as in the better use of existing
ones. The importance of interdisciplinary
approaches cannot be overemphasized—no
single method, individual, or discipline is
effective alone. This six-year QI initiative
clearly showed the trend of improving the
documentation of pain assessment.

Consistency of data collection and analysis
was enhanced by having a single clinician,
the institution’s Pain CNS (LO), train chart
auditors and direct the chart audit process.
The nurse leaders’ support in minimizing the
turnover of chart auditors resulted in the use
of only 10 chart auditors (all staff nurses)
throughout the six years.
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Efforts must move beyond nurses’ assess-
ment and communication of pain to the physi-
cian to implementation and evaluation of
interventions that are timely, safe, evidence-
based, and multimodal. Sustained improve-
ment in patient care is difficult to achieve
unless rigorous documentation is mandated
and resistance or apathy is overcome. Experts
in QI initiatives also stress the importance of
redirecting energy from changing individual
practices to changing institutional practices
in adults and children.?®*?*%**%% Our QI initia-
tive used a system-wide approach to improve
pain assessment and management without
focusing on individual performance. The field
of pain management should move beyond reg-
ulatory compliance (stressing documentation)
toward a focus on patient outcomes—responsi-
ble, effective, cost-effective, and safe manage-
ment that reduces an individual’s pain to the
lowest feasible level.

Some questions remain unanswered. What is
the optimal threshold for pain treatment?
What number on the pain intensity scale
should we strive for to assure patient comfort?
When this initiative began in 2000, literature
was not available to guide our committee re-
garding specific grouping of pain scores.
Therefore, we decided to divide the data on
pain intensity scores into =4/10 and =5/10
and to define the latter as significant pain for
the purpose of this initiative. Data are still
insufficient on the degree of pain reduction
that is meaningful to patients, especially
children, and more research is needed.*? **
Data from studies on adults indicate that
a 30%—50% reduction in the intensity score
is considered meaningful by the patient.”*’
Some studies on adults have examined
a threshold pain intensity of 4 out of 10 to de-
scribe effective pain interventions,** while
others have found that for severe pain, a reduc-
tion of 1.8 points on a scale of 0—10 is the min-
imal clinically significant decrease in the
numerical rating scale score.*® In one study
of children 8—15 years of age that used
a 100-mm visual analog scale, a 10-mm de-
crease was the minimal clinically significant
difference after an intervention.*’

QI data reflect trends within a setting and
do not describe the individual patient’s
experience. The Pain Committee discussed
strategies to improve the pain assessment

documentation and effective management of
significant pain. We followed two of the six
quality indicators later recommended by
APS?: documentation of intensity of pain using
numeric rating scales and documentation of
pain intensity at frequent intervals. Certainly,
attempting to eliminate all pain is unrealistic
and may lead to unacceptable side effects for
some patients. Instead, we recommend that cli-
nicians offer strategies that are evidence based
yet individualized for a patient, and always
monitor the patient for unacceptable side ef-
fects. Optimal pain management includes the
prompt treatment of pain, but the factors in-
volved in patients’ suffering suggest that we
must look beyond the pain intensity score as
the sole basis for treatment.” For example,
the type of pain (acute vs. chronic) can influ-
ence the choice of interventions as well as
the expected response. Neuropathic pain
does not usually respond to anticonvulsants
within an hour. An excessive focus on pain in-
tensity ratings may also lead to overly aggres-
sive use of opioid analgesics, resulting in
undesirable side effects (i.e., respiratory
depression). Reduction of pain scores may
not always require administering more opi-
oids, but may instead be accomplished
through more detailed assessment, use of non-
opioid analgesics or techniques, and nonphar-
macologic interventions. Analgesics may not
reduce pain severity if the dose is not titrated
or if patients decline treatment.'” Our QI ini-
tiative, like others, showed that we can lower
the proportion of patients with moderate to
severe pain but not entirely eliminate it, even
with the pain management armamentarium
currently available.?!'*15:17:2%:27

Limitations of This Initiative

This QI project was implemented to meet
institutional requirements for the assessment
and the prompt and effective treatment of
pain. However, we recognize that effective
pain management involves more than reduc-
tion of a score to less than 5 out of 10. Experts
warn that the proportion of patients whose
pain is less than 5 out of 10 is not useful as
a sole indicator of the quality of pain manage-
ment for either adults or children within an
institution.”>**** Improving the quality of
life and the functional status of patients
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involves individual judgment and patient treat-
ment plans.?**

Another limitation of our process is that it
did not include actual observations of nurse
assessments or interventions but instead used
chart audits. We accepted pain scores that
were documented anywhere in the medical
record (e.g., in the narrative notes or the vital
signs section) by nurses or other clinicians.
Other investigators’ chart reviews have
required documentation in the vital signs
section, wherein pain scores are most visible.?

Because we audited the global pain intensity
scores without reference to the admitting diag-
nosis, other context, or chronic vs. acute vs.
procedural nature of the pain, we could not
relate the cause of pain to the outcome of
treatment. Further, our results clearly are spe-
cific to pediatric inpatients being treated for
cancer and related conditions at a specialized
research institution. This initiative did not
focus on high-risk populations such as non-
English speaking patients22 or children at the
end of life.”

The nature of quality improvement is such
that it is very hard to separate the outcomes
from the effects of environmental factors.
Over the last six years improvements in the
management of pain have occurred at St.
Jude, such as recognizing the role of metha-
done in treating neuropathic pain. However,
during this time, the institution’s nurse to
patient ratios, the mission of the hospital,
and the pain tools have remained the same.

We recognize that this initiative is only the
first step in improving pain management at
St. Jude. Our future plan is to monitor the out-
come of reassessing pain within one hour by
using the recently instituted electronic medica-
tion record, which can include built-in
electronic reminders for nurses. Our Pain
Committee and institutional leadership re-
main committed to this QI initiative and its
expansion to other departments (e.g., ambula-
tory clinics, postanesthesia care unit).

Summary

Comprehensive pain management guide-
lines and standards have been established.
The leadership of health care organizations
needs to provide the support and resources

needed to ensure that these guidelines and
standards are incorporated into the institu-
tional culture.?”"” We have presented a simple
quality improvement approach to patient care
that can be implemented institution-wide and
modified to fit the unique aspects of other in-
stitutions. Our experience and that of other
studies, which included both adults and chil-
dren,'"** continue to show that no single strat-
egy is likely to offer optimal pain management.
Quality pain management requires an interdis-
ciplinary approach combining the talents and
dedication of every member of the health
care team.
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