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PRESSURE ULCERS

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	PROBLEM RECOGNITION / ASSESSMENT 

	1. Inspect and document the resident’s skin condition upon admission.
	· Staff systematically assess the skin condition of all residents, in a manner that respects their dignity and minimizes unnecessary exposure. 

· Staff identify and document any existing pressure ulcers and other skin breakdown, in enough detail to permit additional assessment and management to occur. 

· Staff systematically inspect and document a resident’s skin condition from head to foot within 24 hours of admission, seeking the presence of pressure ulcers of any stage.

· Staff review transfer documents and medical records to identify interventions that have been provided to existing pressure ulcers noted on admission. 
	· The skin is one of the body’s organs, and both influences and is influenced by each person’s physical condition and functional and psychosocial status 

· While exposure of the individual is necessary for a thorough assessment, it should be done in a dignified manner and in the proper context of getting to know the individual

· Timely identification of the presence of skin damage and risk factors permits implementation of pertinent interventions

· Careful, thorough skin assessment is important to help identify pressure ulcers, especially Stage 1, to allow timely and appropriate interventions

· Information about many aspects of an individual and their current condition is pertinent to addressing risks and problems related to the skin.




PRESSURE ULCERS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	PROBLEM RECOGNITION / ASSESSMENT (cont.)

	2. Evaluate the resident’s skin condition periodically and identify changes.
	· Staff inspect the resident’s skin at least approximately weekly for the presence of pressure ulcers or other skin breakdown. 

· Staff inspect and document skin condition within 24 hours of arrival or return from another facility.

· Staff regularly inspect skin over bony prominences for residents at risk for skin breakdown.
	· Many risk factors persist indefinitely in frail and chronically ill individuals.

· Subsequent changes in a resident’s condition may increase his/her potential for skin breakdown.

	Risk Review
3. Identify (both initially and periodically) factors that can influence the risk of developing or healing a pressure ulcer.
	· Staff look for specific physical and functional factors associated with the risk of developing a pressure ulcer or known to influence the healing of pressure ulcers.
	· Factors associated with an increased risk of developing a pressure ulcer and those that influence healing of existing pressure ulcer

	4. Inspect a resident’s skin condition when he/she acquires a new risk factor for developing a pressure ulcer
	· Staff re-evaluate a resident’s skin when he/she develops a new risk factor known to be associated with an increased risk of skin breakdown. For example, a decline in level of consciousness or a weight loss of 5 pounds compared to the previous month would suggest a skin assessment at the next scheduled check, or in the interim.
	· New risk factors may become apparent at any time, especially within the first several days after admission or after a change in condition.

· Changes in a resident’s medical condition, function, and psychosocial status can increase the potential for skin breakdown.


PRESSURE ULCERS (cont.)
	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	PROBLEM RECOGNITION / ASSESSMENT (cont.)

	Complications

5. Identify complications related to an existing pressure ulcer.
	· Staff, in conjunction with the resident and family, seek and identify physical complications and functional and psychological consequences related to an existing pressure ulcer; for example, pain, cellulitis (soft tissue infection around the ulcer), osteomyelitis, or social isolation.
	· Pressure ulcers may have associated physical, functional, and psychological complications, which may be managed effectively once they are identified.

· Open pressure ulcers usually are colonized with bacteria, but may not be infected.

·  SEQ CHAPTER \h \r 1Osteomyelitis may be present without specific signs or symptoms, and may be a cause of constantly draining or non-healing wounds.



	Description of existing pressure ulcers
6. Describe the characteristics of existing ulcers.
	·  SEQ CHAPTER \h \r 1Staff describe and document a pressure ulcer’s key characteristics including size, location, depth and stage, the presence or absence of necrosis and slough, tunneling or sinus tract(s), and exudate, and note the condition of the wound bed including evidence of healing such as granulation (where visible), the presence of eschar, and the status of surrounding skin.


	· Documented assessment of these parameters over time helps identify the progress of pressure ulcer healing or deterioration.

· Appropriate pressure ulcer treatment is related to these various parameters.




PRESSURE ULCERS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	PROBLEM RECOGNITION / ASSESSMENT (cont.)

	 
	· Staff identify factors that indicate pressure ulcer healing or deterioration.
	· Wound  SEQ CHAPTER \h \r 1debridement may enlarge a wound by removing nonviable tissue, but such a change in size does not indicate worsening. 

· Wound sizes may be influenced by position, edema, and additional factors.



	CAUSE IDENTIFICATION / DIAGNOSIS

	Categorization
7. Identify evidence to support a determination that an ulcer is not pressure-related.


	· Staff collect and assess information, in conjunction with the practitioner, that helps determine the likely category (arterial ulcer, venous ulcer, etc.) and causes of an ulcer 

· The staff or practitioner document the basis for conclusions that an ulcer is not pressure-related.

· As needed, a health care practitioner evaluates the evidence to help determine whether an ulcer was pressure-related or due to another cause.


	· Various conditions can cause skin breakdown. 

· Different kinds of ulcers have defining characteristics and related factors that help determine their origin.


PRESSURE ULCERS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	CAUSE IDENTIFICATION / DIAGNOSIS (cont.)

	8. Review for issues (including care process-related problems) that influence or contribute to the development or healing of pressure ulcers.
	· The staff and management look for problems or gaps in performance of specific tasks (assessment, repositioning, etc.) related to pressure ulcer care that could increase the risk of acquiring, or impede healing of a pressure ulcer. 
	· For example, individuals who cannot relieve pressure independently or who cannot address other relevant risk factors require others to provide essential elements of care. Therefore, some of those at risk for a pressure ulcer may require repositioning or other assistance based on individualized need and plan of care.



	MANAGEMENT / TREATMENT

	9. Consistently implement the interventions identified in physician orders and the care plan.
	· Staff individualize the approaches to prevent and treat pressure ulcers and manage pressure ulcer risk factors. 

· Relevant procedures and protocols are applied consistently and correctly.
	· Reasonable approaches to prevent and treat pressure ulcers have been identified. For example, excessive friction and shearing can cause skin damage, and a soft tissue infection of the tissue around a wound may impact healing.
· Both generic and individualized interventions are appropriate for individuals with pressure ulcers or pressure ulcer risks.



PRESSURE ULCERS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT / TREATMENT (cont.)

	10. Implement interventions that are consistent with a resident’s needs, risk factors, related medical conditions, goals, values and wishes.
	· Staff, with the practitioner’s input, identify realistic goals for ulcer management.

· There is a rationale for these interventions and treatment plan, including situations where healing is not the goal. 


	· Pressure ulcers should show progress towards healing within 2 to 4 weeks, but may be delayed by various factors, such as active medical conditions and complications, that influence the likelihood and rate of pressure ulcer healing. 

· Sometimes (for example, end-of-life situations), healing of a pressure ulcer is not feasible or is not the primary goal of care.

· Interventions should be consistent with currently accepted practices, or the staff and practitioner should be able to explain why they deviated from those approaches.




PRESSURE ULCERS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT / TREATMENT (cont.)

	11. Address factors identified as being related to the development, presence, or healing of a pressure ulcer.


	· The staff and practitioner address physical, functional, and psychosocial issues that affect, and are affected by, having a pressure ulcer, such as pain, decreased mobility, dependency for eating, continence, pressure reduction, fluid and electrolyte imbalance, and medication-related anorexia or lethargy.

· If ulcer healing is not anticipated, the staff and/or practitioner identify and document factors (for example, underlying medical conditions) that they identify as impeding their ability to heal a pressure ulcer.


	· Skin condition and integrity relates to overall medical, functional, and psychosocial status. 

· Various conditions and impairments can predispose to developing skin breakdown or inhibit wound healing.

· Some factors influencing the development or healing of pressure ulcer are correctable, while others may be only partially correctable or may worsen despite interventions.

	Pressure reduction
12. The staff use relevant pressure reduction methods in accordance with established principles.
	· Staff initiate pressure reduction measures consistent with relevant principles; for example, the number of available turning surfaces and the ability of the resident to maintain a position.


	· Pressure reduction is a key component of pressure ulcer prevention and healing.


PRESSURE ULCERS (cont.)
	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT / TREATMENT (cont.)

	13. The staff turn and reposition the resident based on an individualized plan.
	· For a resident with a pressure ulcer or who is at risk for pressure ulcers, staff develop an individualized approach to turning and repositioning.

· If staff believe that limitations (e.g., a resident’s inability or unwillingness to cooperate) prevents them from consistently achieving or maintaining an effective change in position or pressure reduction, they attempt to address these limitations and document related efforts. 
	· A consistent effort to reduce pressure on vulnerable or affected areas is desirable, although the optimal frequency of turning and positioning has not been precisely identified. Repositioning decreases the time spent in one position, and pressure-reducing surfaces reduce pressure intensity.

· Current guidelines suggest repositioning at-risk individuals approximately every two hours while in bed and approximately hourly while seated.

	Management of ulcers

14. Consistently manage specific aspects of care of a resident with a pressure ulcer 
	· Staff provide specific aspects of pressure ulcer care in accordance with relevant protocols or procedures, which are based on generally accepted recommendations relevant to the long-term care population.


	· Some of the approaches to pressure ulcer care have a strong evidence basis; others are based on consensus or a combination of evidence and consensus.


PRESSURE ULCERS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT / TREATMENT (cont.)

	
	· Staff try to maintain stable body weight, or indicate why this is not feasible (for example, for someone who has major underlying medical illnesses) or desirable (for example, in someone who is overweight and on a planned weight loss program).
	· A consistent approach to wound care should help attain desirable outcomes. 

· Although various options exist for most aspects of wound care, some of them have been shown not to work or to actually be problematic.
· Other than basic caloric support to try to maintain stable weight and a multivitamin, additional nutritional interventions in the absence of specific identified deficits are of unproven benefit for individuals with pressure ulcers.

	MONITORING

	15. Monitor the progress of existing pressure ulcers, and adjust interventions based on relevant factors.
	· The staff reassess an existing pressure ulcer approximately weekly.
· Staff describe pressure ulcers consistent with the initial evaluation, and compare findings over time.
	· Consistent review and description helps identify whether a wound is healing and factors that may inhibit its progress.
· Complications may (but do not necessarily) require a change in management.


PRESSURE ULCERS (cont.)
	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MONITORING (cont.)

	
	· The staff and practitioner address relevant factors such as the extent of healing, pressure ulcer characteristics, any wound complications, medical stability and complications, and overall prognosis. 

· The staff and practitioner explain decisions to change, maintain, or stop various interventions, based on the facility’s procedures or protocols and on resident-specific factors.


	·  SEQ CHAPTER \h \r 1Several methods of wound measurement allow for assessing the progress of healing; for example, the PUSH tool and others.

· Resident goals and wishes, such as those that may be stated in advance care directives, are pertinent to treatment decisions. 

	Review of non-healing wounds
16. In residents with non-healing or progressively deteriorating wounds, assess for factors that might impede healing, and either adjust interventions accordingly or justify continuing current interventions.
	· The staff and physician consider medical, mechanical, procedural, and other factors that could affect healing, including inadequate turning and positioning, additional or different approaches to pressure reduction, and the presence of cellulitis or osteomyelitis.
	· Factors that are identified as inhibiting healing should be addressed unless there are valid clinical reasons for not doing so.

· Some factors that influence the healing of a pressure ulcer may be more treatable than others.




RESTRAINTS

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	PROBLEM RECOGNITION / ASSESSMENT 

	1. Seek and document a history of the symptom for which a restraint has been used, or for which use is contemplated.
	· If staff are using or proposing to use a restraint for what appears to be a medically necessary reason, they define in detail the issue or problem for which a restraint is being used or is proposed.

· For new admissions, the staff and practitioner  SEQ CHAPTER \h \r 1review transfer documents, physician orders and the medical record to determine the reasons for any restraint use.


	· A restraint is an intervention, not an illness; therefore, its use must be considered in relation to the condition or problem for which it is being used or proposed.

· It is important to clearly define the problem or risk for any intervention, especially one which itself carries significant risks.

· Because devices (bed rails, positioning devices for chairs, etc.) can be used for various purposes, it is important to distinguish their use to maximize or stabilize function or mobility versus their use to restrict function or mobility.




RESTRAINTS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	CAUSE IDENTIFICATION / DIAGNOSIS 

	2. Seek causes of situations or problems for which restraints are used or proposed.


	· The staff and practitioner identify likely cause(s) of falling, problematic behavior, or another problem or risk for which a restraint is being used or is proposed. 

· For example, follow a recognized protocol or guideline to identify and manage causes of problematic behavior (such as adverse consequences related to medications or fluid and electrolyte imbalance).

· If a restraint is initiated without knowing the cause of the underlying problem, the staff and practitioners pursue an appropriate assessment of the cause and alternative approaches to its management. 
	· All symptoms have underlying causes. Any symptom or condition for which a restraint might be considered may have self-limited or treatable underlying causes, such as adverse medication consequences or fluid and electrolyte imbalance. 

· Identifying and addressing risk factors and underlying causes can address a problem without a high-risk, nonspecific intervention such as a restraint.

	MANAGEMENT / TREATMENT 

	3. Address identified or probable causes of symptoms OR explain why they could not or should not be managed by other means.
	· The staff and practitioner consider and manage, to the extent possible, underlying causes of the symptoms and risks.
	· Often, risk factors and underlying causes (physical, environmental, psychosocial, etc.) of symptoms can be addressed, at least partially, resulting in a less severe or frequent symptom, reducing the 



RESTRAINTS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT/TREATMENT (cont.)

	
	· The staff and practitioner try other appropriate symptomatic and cause-specific interventions to address symptoms and risks, before initiating a restraint.

· The staff and/or practitioner identify and document the basis for deciding that a restraint is needed to manage a risk or situation, either instead of or in addition to other approaches. 

· If a restraint is used, the staff identify how a selected device is relevant to a specific medical symptom for that individual.


	frequency or severity of a problem, thereby making restraint use unnecessary; for example, change or stop a medication that causes dizziness, lethargy, or confusion to reduce falling or agitated behavior. 

· Nursing home regulations prohibit restraint use for discipline or convenience. 

· With frail and chronically ill individuals, appropriate treatment of symptoms may result in partial improvement that is adequate for function and improved quality of life, despite not being totally symptom free.

· The partial reduction of symptoms by other measures does not necessarily imply that those measures have failed, and that a restraint is needed. 




RESTRAINTS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT / TREATMENT (cont.)

	
	
	· Restraints should generally be used only as a temporary measure to treat medical symptoms, and only if the benefits outweigh the risks and there is not another safer or less restrictive alternative.

· Some devices may facilitate function or enhance safe movement and no other safer, less restrictive, or lower risk alternative exists; for example, a) a device that promotes mobility but limits unsafe movement that cannot otherwise be redirected or improved, or b)a positioning device that allows someone to sit without sliding onto the floor or slumping into an uncomfortable position.

	MONITORING

	4. Monitor for the impact of the restraint on the individual and on the problem or risk for which it was used.
	· For any restraint use, staff re-evaluate the status of the underlying problem or risk, until the problem or risk has resolved or it is concluded that it will not resolve readily.
	· A restraint is an intervention; therefore, care planning and monitoring should relate primarily to the problem or situation for which the device is being 




RESTRAINTS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MONITORING (cont.)

	
	· For prolonged restraint use, staff document periodically why the device is still indicated as an intervention, indicate any other approaches that have been tried, and evaluate why other interventions have not or cannot addressed the problem or risk.

· The staff and practitioner reconsider periodically whether the problem or risk for which a restraint is being used is significant enough to warrant continued use of a restraint.

· The staff and practitioner evaluate for progression of symptoms after a restraint is tapered or stopped, and consider other approaches if symptoms remain or return. 
	used; i.e., there should be a care plan for fall risk, problematic behavior, etc. that addresses the medical necessity for continued use of the restraint, not just a care plan focusing on the restraint itself.

· The problem or condition for which a device is used may resolve or decrease with time or treatment of the underlying cause. 

· Sometimes, the only way to know if an intervention is no longer needed is to reduce or stop it, at least temporarily. 

· The continuation or recurrence of symptoms is often unpredictable. If attempted restraint reduction is part of a plan that includes monitoring for progression of symptoms, the decision to try to reduce restraint use is reasonable even if symptoms continue or return.




RESTRAINTS (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MONITORING (cont.)

	5. The staff monitor for complications related to the use of a restraint and stop or adjust the use of the restraint accordingly.


	· Staff take measures to try to minimize restraint-related complications, monitor closely for their occurrence, and stop or adjust restraint use if they occur.

· The facility monitors the appropriate application and use of restraints, as part of their quality improvement activities. 
	· Restraints may cause complications, which cannot always be predicted and may occur with any treatment or intervention, even when used correctly and monitored carefully. 

· Ongoing monitoring for complications may help minimize the seriousness of any that occur.

· The use of restraints should be minimized, and should be consistent with good clinical practices and legal and regulatory requirements.




PAIN

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	PROBLEM RECOGNITION / ASSESSMENT

	1. Initiate an assessment for pain within 24 hours of admission or recognition of a condition change.
	· The staff (including nursing assistants and other direct care staff) systematically try to identify individuals who are having pain. 

· The facility provides specific guidance (for example, via protocols, guidelines, or policies and procedures) for staff and practitioners to recognize and assess pain, identify causes, and manage and monitor pain.

· Staff periodically ask residents if they are having pain (for example, by asking such things as “Does it hurt anywhere?” or “Do you have any aching or soreness?”) and by direct examination (for example, looking at, moving, and touching painful areas). 
	· Many individuals enter a nursing home or postacute care facility with pain or a condition that predisposes them to have pain. 

· Direct care staff and practitioners should be aware of the possibilities for pain and should look for related signs and symptoms. 

· Cognitively impaired individuals, or those with impaired communication, may not be able to communicate pain symptoms adequately, or may have atypical symptoms. 

· For various cultural and personal reasons, people may not report pain adequately or may deny having pain.

· It is recommended that staff ask about pain whenever they measure vital signs.

	2. Identify the significance of risk factors that could relate to pain or the risk for having pain.
	· The staff and practitioner review known diagnoses and conditions that could be causing, contributing, or predisposing to pain.
	· Many conditions are painful or predispose to pain; for example, arthritis, hip fracture, gastritis, or vertebral compression fracture.


PAIN (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	PROBLEM RECOGNITION / ASSESSMENT (cont.)

	3. Identify and document characteristics (onset, location, intensity, etc.) of the pain.
	· Staff use a consistent approach to describe and document pain in enough detail (onset, location, duration, intensity, etc.) to permit adequate evaluation of the situation. 

· Staff individualize approaches to assessing pain, based on relevant factors such as cognitive function and ability to verbalize symptoms. 
	· Consistent terminology, detailed symptom descriptions, and objective observations all help to identify the type and causes of pain, to differentiate pain from other conditions that cause nonspecific symptoms, and to evaluate the effectiveness of interventions.

· Standardized scales have been identified to document and compare pain across time. 

· There are alternative ways to identify pain in individuals who cannot verbalize pain symptoms. However, nonspecific signs and symptoms can also represent causes other than pain (fluid and electrolyte imbalance, medication side effects, etc.), which may be present in addition to or instead of pain. 

	4. Notify a practitioner of the presence of symptoms that may represent pain.
	· When pain is suspected or identified, staff involve a practitioner to help identify causes and appropriate interventions, unless the situation is readily resolvable with basic interventions.
	· A health care practitioner is trained to identify diverse causes of symptoms and to recognize and balance the risks and benefits of potential interventions.


PAIN (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	CAUSE IDENTIFICATION / DIAGNOSIS

	5. Seek to identify or clarify specific causes of pain.


	· Based on information gathered through various sources including interview, record review, and examination, the staff and practitioner identify causes of pain and/or perform an additional investigation for causes, as warranted

· For individuals with severe or persistent pain, or pain that is not responding readily to treatment, a practitioner takes a relevant medical history and examines the individual at some point. 


	· Pain often has specific, identifiable causes, although it is not always possible to find or correct an underlying cause.

· Addressing underlying causes may relieve the pain or reduce its frequency and intensity. 

· Most analgesics are non-specific, and may not address underlying causes. 

· Health care practitioners are specifically trained in how to identify causes of symptoms.



	MANAGEMENT / TREATMENT

	6. Identify pain management goals.
	· The staff, practitioner, resident, and family collaborate to identify goals (for example, relief of pain, reduction of pain to a tolerable level, reduce need for breakthrough pain medication, etc.) for pain management.


	· A goal is needed in order to identify whether interventions are relevant and effective.

· Goals may need to be adjusted over time, depending on causes, prognosis, effectiveness of initial interventions, and other factors.




PAIN (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT / TREATMENT (cont.)

	
	
	· Total pain relief is desirable but not always possible, or there may be trade-offs between pain control and undesirable side effects of treatment.



	7. Manage pain and its underlying causes.
	· The staff and practitioner review the causes and characteristics of an individual’s pain, and options (including nonpharmacologic measures) for managing pain. 

· A plan to manage a resident’s pain is implemented, based on the findings from the assessment and cause identification stages, including causes, characteristics, resident preferences, needs, risks, ability to cooperate with the plan, etc.

· A practitioner authorizes appropriate management of the pain and treatable causes in a timely manner.

 
	· Although some general (not person-specific) approaches may be pertinent for all individuals with pain, interventions should be relevant to factors specific to the individual.

· Some interventions (which may, but do not always need to, include medications) to try to improve comfort and relieve pain should be initiated soon after identifying the presence of pain.

· Various nonpharmacologic options are available and may be very effective, depending on the cause and location of pain and other factors.




PAIN (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MANAGEMENT / TREATMENT (cont.)

	
	· The staff and practitioner utilize recognized options for pain management, as identified in pertinent protocols and guidelines, or have a clinically valid reason for other approaches.

· The pain management plan is implemented consistently
	· Analgesics (pain medications) can be very effective in appropriate circumstances. But they are not always needed, are only sometimes helpful, and can cause significant complications.

· Various protocols have identified more and less desirable approaches to pain management, including the proper selection and dosage of analgesics. 

· Physicians are trained to select optimal treatments based on analysis of multiple factors.



	MONITORING

	8. Reassess periodically the status of an individual’s pain.
	· The staff and practitioner reassess individuals with pain and who are at risk for pain, to identify the degree of comfort, the status of underlying causes, and the effectiveness of interventions.


	· Since pain is often chronic, ongoing evaluation is needed to ensure that it is controlled.


PAIN (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MONITORING (cont.)

	
	· The staff periodically reassess individuals who are receiving analgesics long-term, for symptoms of pain, effects and side effects of medications, and continuing indications for analgesics and for current doses. 
	· Since many nursing home residents and patients have predisposing conditions, it is important to assess for new, recurrent, or worsening pain. 

· Because pain can subside, and causes of pain sometimes resolve or become less intense, analgesics and other interventions can sometimes be tapered, stopped, or changed to lower risk approaches.

	9. If pain does not respond adequately to selected interventions, reevaluate the approaches.
	· If pain relief goals are not being attained or maintained, the staff and practitioner review the situation, including current interventions, and consider pertinent additional or alternative approaches, or they provide a clinically valid reason for maintaining the current regimen.


	· When efforts at pain relief are not fully successful, current approaches may still be relevant, may need adjustment, may not be working, or may be associated with intolerable complications or side effects. 


PAIN (cont.)

	CARE PROCESS STEP
	EXPECTATIONS
	RATIONALE

	MONITORING (cont.)

	10. Monitor for significant effects, side effects, and complications of pain medications.
	· When analgesics are used, medications and doses are adjusted to try to meet pain management goals, while minimizing risks and side effects such as lethargy, confusion, anorexia, and increased falling.


	· Pain medications are associated with complications, which can be significant. For instance, opioid analgesics can be associated with severely impaired bowel motility, urinary retention, and nausea or vomiting, all leading to additional pain.

· It is essential to distinguish symptoms due to complications of existing treatments from those due to existing or new medical conditions.

· In order to identify complications of medications that mimic other causes, it is important to be aware of their potential occurrence and to make subsequent adjustments to try to balance effectiveness with minimal complications. 

· Even if there is a valid clinical reason to continue a medication that may be causing a complication, the patient should still be monitored closely for possible worsening of the complication.
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