


DOLOPLUS-2 SCALE : INSTRUCTIONS FOR USE

DOLOPLUS-2 SCALE : LEXICON

1 o Scale use requires learning

As is the case with any new instrument, it is judicious fo test it before circulating it. Scale scoring time
decreases with experience [at most a few minutes). Where possible, it is of value to appoint a reference
person in a given care sfructure.

2 o Pluridisciplinary feam scoring

Irespective of the health-care, social-care or home siructure, scoring by several caregivers is preferable
[physician, nurse, nursing assistant, efc.). At home, the family and other person§ycan contribute using

a liaison notebook, telephone or even a bedside meefing. The scale sho luded in the 'care’
or 'liaison notebook' file.

3 © Do not score if the item is inappropriate
It is not necessary fo have a response for all the items on the s&a
on whom one does not yet have all the data, particularly at psy
coma, scoring will be mainly based on the somatic items

diticularly given an unknown patient
écial level. Similarly, in the event of

4 « Compile score kinefics
Re-assessment should be twice daily until the fhai @ ed, then at longer infervals, depending on the
situation. Compile score kinetics and show }mf%; the care chart (like temperature or blood pressure).

The scale will thus become an essential ar. he management of the symptom and in treatment

initiation.
5 ¢ Do not compare scores on di Qo:m:w

Pain is a subjective and perso n and emotion. It is therefore of no value to compare scores
between patients. Only the fi rse of the scores in a given patient is of interest.

6 © If in doubt, do sitgle fo conduct a fest freatment with an appropriate analgesic

It is now accepted that a greater than or equal to 5/30 is a sign of pain. However, for borderline
scores, the patient should be given the benefit of the doubt. If the patient's behavior changes following
analgesic administration, pain is indeed involved.

7 © The scale scores pain and not depression, dependence or cogpnitive functions

Numerous insfruments are available for each situation. It is of primary importance fo understand that the
scale is used fo detect changes in behavior related fo potential pain.

Thus, for items & and 7, we are not evaluating dependence or independence but pain.

8 © Do not use the DOLOPLUS 2 scale systematically

When the elderly patient is communicative and cooperative, it is logical fo use the selfFassessment instruments.
When pain is patent, it is more urgent fo relieve it than to assess it ... However, if there is the slightest
doubt, hetero-assessment will avoid underestimation.

Somatic complaints
The patients expresses pain by word, gesture, cries, fears or moans.

Protective body postures adopted at rest
Unusual body positions infended to avoid or relieve pain.

Protection of sore areas
The patient profects one or several areas of his/her body by a defensivesgtiiyd@ior gestures.

Expression

The facial expression appears fo express pain (grimaces, Qaé‘ﬁu_omm the gaze (fixed

gaze, empty gaze, owmmsr tears).

Investigation
Any invesfigation whatsoever (approach of a caregi jlization, care procedure, efc.).
>
Washing/dressing /
Pain assessment during washing and/or drgfs lone or with assistance.
Mobility 0
Evaluation of pain in movemenf; éo position, transfer, walking alone or with assistance.
Communication

Verbal or non-verbal.

Social life
Meals, events, activities, therapeutic workshops, visits, efc.

Problems of behaviour
Aggressiveness, agitation, confusion, indifference, lapsing, regression, asking for euthanasia, efc.





