
PAIN MANAGEMENT  
CHART REVIEW 

Pr
od

uc
ed

 u
nd

er
 C

on
tra

ct
 #

50
0-

02
-K

S0
1 

ef
fe

ct
iv

e 
8/

01
/0

2-
7/

31
/0

5 
aw

ar
de

d 
un

de
r T

itl
e 

X
I o

f t
he

So
ci

al
 S

ec
ur

ity
 A

ct
 b

y 
th

e 
C

en
te

rs
 f

or
 M

ed
ic

ar
e 

&
 M

ed
ic

ai
d 

Se
rv

ic
es

 (
C

M
S)

, 
D

ep
ar

tm
en

t 
of

H
ea

lth
 &

 H
um

an
 S

er
vi

ce
s. 

C
on

te
nt

s 
do

 n
ot

 n
ec

es
sa

ril
y 

re
fle

ct
 t

he
 v

ie
w

s 
or

 p
os

iti
on

s 
of

 C
M

S.
Pu

bl
ic

at
io

n
#7

SO
W

-K
S-

N
H

Q
I-

03
-2

2
Ju

n-
07

Medical Record #__________   Date of Review__________ 
1. Diagnoses related to pain___________________________________________________________________ 
2. List all regular scheduled and PRN meds used for pain control 
medication           dose/route         frequency                date ordered or dosage changed             if PRNs # of doses in last 30 days 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
3. Follow up documentation of PRNs complete  yes_____ no_____ 
4. Were PRNs effective      yes_____ no_____  

if no, was plan of care changed   yes_____ no_____ 
5. Any increases in # of PRNs used   yes_____ no_____ 

if yes, was plan of care changed   yes_____ no_____ 
6. Any consistent (almost daily) uses/trends for PRN use noted yes_____ no_____ 

if yes, was plan of care changed   yes_____ no_____ 
7. Any contraindicated meds ordered   yes_____ no_____ 
 if yes, was plan of care changed   yes_____ no_____ 
 physician response________________________________________________________________________ 
8.  Comprehensive pain assessment current  yes_____ no_____ 
9. Does comprehensive pain assessment match pain section of MDS yes_____ no_____ 
 if no, explain____________________________________________________________________________ 
10. Does the care plan address: 

goal as defined by the resident    yes_____ no_____ 
non-pharmacological approaches   yes_____ no_____ 
if chronic pain, routine meds used   yes_____ no_____ 
to keep resident mobile    yes_____ no_____ 
positioning needs     yes_____ no_____ 
evaluating response to pain meds   yes_____ no_____ 
reassessment of pain     yes_____ no_____ 
education to resident/family of 
pain management/tx plan    yes_____ no_____  
education to resident/family of 
potential side effects of meds    yes_____ no_____ 

11. List all corrective actions taken to address areas of concern identified through this audit__________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________ 
Signature and Date Completed _____________________________________________________________________________________ 


	Medical Record #__________   Date of Review__________

