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Executive Summary and Recommendations

Persistent pain is recognised as a very common problem in residential care, affecting over 80% of residents, and there is now growing international concern over the inadequacy of current pain assessment and management practice in this setting.  The Australian Pain Society recently commissioned the development of best practice guidelines for pain management in residential care.  With the aid of funding from the Commonwealth Department of Health and Ageing, the present study sought to undertake the first preliminary field test and implementation of the draft APS guidelines relating to pain identification and assessment (sections 1 & 2).  The project sought to provide dedicated training in the guideline content, undertake limited field-testing of selected pain identification and assessment tools and collect qualitative and quantitative feedback from residential aged care staff.  

The project was undertaken at the Royal Freemasons’ Homes of Victoria Ltd, with the full co-operation and endorsement from the Board of Directors, senior management and aged care staff of this high-level and low-level care facility.  A team of five part-time (0.2 EFT) project officers and a part time project manager (0.2 EFT) were appointed to develop an educational program, undertake the practical training of staff and implement the draft guidelines into the working operational environment of residential aged care.  A comprehensive educational program was delivered, incorporating a description of the draft guidelines, an introduction to the selected self-report and observational pain assessment tools and provide dedicated 1:1 practice and training.  Upon achieving competency, a field test and implementation was undertaken with qualitative and quantitative feedback on the perceived strengths and weaknesses, reliability and validity of the pain assessment tools, clinical utility, excellence and relevance of the training as well as the implementation process and model of care for pain identification and assessment as outlined in the draft APS pain management guidelines.  The major outcomes from the field test and implementation include:

· The training of 20 residential aged care staff and a comprehensive pain assessment in 82 residents (aged 61-107 years), including those with dementia and impaired verbal communication skills.

· The trainees were unanimous in their praise of the practical training on the use of selected pain identification and assessment tools, although more simplified educational handout material on the guideline content was suggested.

· With the exception of the informant rated brief pain inventory, when tested within a residential care setting, the selected pain assessment tools were shown to be useful, reliable and valid,.

· The use of a verbal self-report pain assessment scale (RVBPI) was better than the numeric version of the same instrument and was better accepted by aged care staff.  The need for a comprehensive pain assessment (including impact of pain on mood, activity and quality of life) was strongly endorsed as clinically relevant and useful.

· Modification of certain items on the residents’ verbal brief pain inventory was suggested by aged care staff and the rather lengthy time required for a comprehensive assessment recommends a shorter “pain only” assessment tool for more regular monitoring of fluctuations in pain over short periods of time (eg. post treatment).

· The behavioural observation scales were considered as an important adjunct to verbal self-report and essential for those with dementia or verbal communication problems, with the ABBEY pain scale showing marginally better utility, reliability and validity as well as greater acceptance from aged care staff.

· The use of a movement-based protocol was seen as a more useful and better method for detecting chronic pain problems when using observational measures.

One of the major goals for undertaking the current project was to inform on key areas for amendments to the existing draft APS guidelines on pain management in residential care.  Based on all the findings from the preliminary field testing and implementation process several recommendations can be made.

· Dedicated 1:1 practical training proved an effective method of implementing best practice guidelines and ensuring competency in the use of associated pain identification and assessment tools.  Strategies for a broader implementation of the guidelines should include the development of a better educational package for aged care staff with simplified support hand-out material to reinforce the key messages. The role of actors in teaching the practical application of the assessment tools should be incorporated into the educational package perhaps via an interactive DVD.

· The model of care for pain identification and assessment as outlined in the draft guidelines was found to be feasible in the residential care setting with selected tools showing strong evidence of reliability, validity and relevance to clinical practice.

· There is a need for amendments to the content of the current draft APS guidelines in terms of: 




- The weight of recommendation for various pain assessment tools.




- A greater emphasis should be placed on a movement-based protocol.




- Provision and recommendation of univariate pain assessment tools 




that can be used on a frequent basis to monitor fluctuations in pain.

· Field testing of the remaining portion of the guidelines, particularly the model of care recommended for the management of acute and chronic pain, would seem warranted prior to issuing a revised version of the APS guidelines.

Background

There are now 2.5 million Australians over the age of 65 years.  More than 5 billion dollars was spent on aged care during the past year and this does not include costs associated with public hospital admissions for acute illness/trauma or the cost of emergency and remedial surgical interventions.  Pain is a major problem in the older population and recent reviews indicate that 35%-50% of community dwelling older adults and over 80% of those in residential care suffer from some persistent and bothersome pain complaint (Blyth et al. 2001, Gibson & Helme 1995, Helme & Gibson 2001).  Undetected or under-treated pain can have serious adverse effects on frail older adults including poorer cognitive performance, reduced quality of life, increased depression and functional disability as well as more frequent behavioural problems, such as aggression, wandering and disruptive vocalisation.  These adverse effects contribute to greater demands for daily nursing care and a corresponding increase in health costs.  In the adult population, the group at most risk of undetected pain and poor pain management are frail older persons with communication problems and particularly those with cognitive impairment.  The number of individuals living with cognitive disorders is expected to triple over the next 20 years and this group will constitute more than 90% of the residential care population (National Liberal Party Speech 2000).

There is mounting evidence to show that demented older adults receive fewer analgesic medications than cognitively intact adults, despite the presence of similar levels of medical disease (Morisson et al. 2000, Scherder & Bouma 2000).  Moreover, existing pain management techniques have rarely been tailored to meet the specific needs of older persons in long-term residential care and access to state-of-the-art pain clinics with an integrated multidisciplinary approach is often problematic for persons in residential care.  As a result, there is now growing international concern over the apparent inadequacy of current pain assessment and management techniques in the residential care sector and particularly in those with dementia and impaired communication skills.

In recognition of this growing problem, the Australian Pain Society (APS) invited an expert advisory group to develop best practice guidelines for the assessment and management of pain in residential care (http://www.apsoc.org.au/pdfs/Draft1APSRACPMG.pdf).  The guidelines covered various aspects of identification and assessment of pain, pharmacological therapies, psychological, physical therapies and complementary approaches to pain management as well as sections on system issues and continuous quality improvement.  The current project was commissioned in order to provide preliminary field testing of the draft pain management guidelines at a multi-level residential care facility, with initial efforts focussed on material related to the identification and assessment of pain.  Field-testing was to provide important new information of the utility, applicability and feasibility of the draft guidelines and associated pain assessment tools within the working operational environment of residential care facilities.  The project was designed to help identify enablers and barriers of pain assessment and to document the level of acceptance by residential care staff.  In addition, the project sought to help inform and refine a best practice model of care that will assist with the identification and assessment of pain, develop appropriate educational resources for the implementation of the pain assessment guidelines, undertake an appraisal of selected pain assessment tools and ultimately contribute to strategies for the wider distribution and implementation of the finalised APS pain management guidelines.  The specific aims of the present project were to:

· provide dedicated 1:1 training in the guideline content and use of recommended pain assessment tools; 

· undertake on-site field testing of the pain identification/assessment tools and model of pain assessment as outlined in sections 1 and 2 of the guidelines;

· collect information and data on qualitative and quantitative feedback from clinical staff regarding the perceived strengths and weaknesses, relevance to clinical practice, ease of use and difficulties associated with the use of the pain identification and assessment tools; 

· collect information relating to any apparent barriers and potential aids to any future implementation process.

Issues related to start-up and the initiation phase of the project

Implementation Sites:

The project was undertaken at the Royal Freemasons’ Homes of Victoria Ltd.  This multi-level residential care facility has several campuses and includes a total of 223 high-level beds and 450 low-level care beds.  Centennial House (75 beds) located in outer metropolitan Melbourne and Coppin community hostel (165 beds) located in inner city Prahran were selected as the main sites for preliminary field testing of the pain identification and assessment components of the APS guidelines.  The project received the full endorsement from the Royal Freemasons’ Board of Directors.  Prior to commencing the project, several initial meetings (5 x 2 hours) were held with the senior staff and management of the two test sites in order to explain the project aims, to help organise the logistic requirements, arrange project staffing requirements and funding issues as well as assign various project duties and responsibilities.  The director of medical services and senior nursing managers attended these meetings and provided a strong endorsement of the project objectives to other staff within the organisation. These individuals also helped to recruit involvement from nursing staff and personal care attendants within the selected facilities.  This model ensured a best possible environment for the trial by having an organisation wide commitment to the project objectives and uniform inclusion and agreement from all levels of staff.  As noted by the National Institute of Clinical Studies (NICS), without such uniform organisational support, implementation is likely to be much less successful.

Project Staffing:  

Project Manager:  

Associate Professor Stephen Gibson, BBSc (Hons), PhD, MAPsS was appointed as project manager (0.2 EFT x 12 weeks) to oversee the day to day operation of the project.  He was responsible for chairing the initial meetings with Freemason’s staff, provided the advanced training for the project officers in the use of the guidelines and pain assessment tools, ensured consistent training excellence for the nursing staff and personal care attendants involved in the project, coded questionnaire material, entered results into a statistical data base, collated findings from the project and undertook all of the reporting requirements to the expert advisory steering committee and the Commonwealth Department of Health and Ageing.  A/Prof Gibson has been involved in clinical pain management and research for almost 20 years.  He has undertaken more than 50 clinical research projects on pain and its management, most of which have been large collaborative studies and have focussed on pain assessment and management in older persons.  A/Prof Gibson is widely regarded as a leading world expert on pain in older persons and has contributed to more than 80 journal articles and book chapters in recent publications on pain.  He is a referee and/or editor of several scientific and medical journals devoted to the topics of pain or ageing and is the only non-American practitioner on the American Geriatrics Society expert panel for pain in older persons.

A team of five part-time project officers (0.2 EFT x 10 weeks) were appointed to undertake the 1:1 training in the draft pain identification and assessment guidelines, to supervise the implementation process within the day to day working environment of residential care and to undertake field testing by collecting information on the utility, applicability and feasibility of the selected pain assessment tools.  The project officer team comprised:

Project Officer 1

Cathie Jennings B.App Sc.(Physiotherapy)

An experienced physiotherapist employed for more than 15 years in Nursing Homes and Hostels in Residential Care setting. Co-ordinator of the Day Therapy Centre Bone Health and Fracture Prevention Clinic Royal Freemasons’ Homes of Victoria Limited.  Mrs Jennings has completed a 12 month pilot study (as a joint project officer) introducing hip protectors for residents at risk of falling and fracturing in the hostel and nursing homes of the Royal Freemasons’ Homes.  Mrs Jennings has also just completed a 6 month study to evaluate the effect of traditional and internet-based information provision strategies and free hip protectors on the implementation of hip fracture prevention initiatives in twelve high level residential aged care facilities.

Project Officer 2

Mindy Smeaton Div 2 RN. 

Mayfield Centre trained Allied Health Assistant. 8 years of experience of nursing in Residential Care setting. Assistant Co-ordinator of Day Therapy Centre at Royal Freemasons’ Homes of Victoria Limited. Ms Smeaton has  completed a 12 month pilot study as joint project officer introducing hip protectors for residents at risk of falling and fracturing in the hostel and nursing homes of the Royal Freemasons’ Homes. Ms Smeaton has just completed a 6 month study to evaluate the effect of traditional and internet-based information provision strategies and free hip protectors on the implementation of hip fracture prevention initiatives in twelve high level residential aged care facilities in metropolitan Melbourne Within the Day Therapy Centre Ms. Smeaton assists the Co-ordinator of Day Therapy and supports to the Co-ordinator of the Bone Health and Fracture Prevention Clinic.

Project Officer 3

Rosemary Edith Coull Div 1 RN Grad Dip Ed. Admin (Melb. Uni.)

A division 1 Registered Nurse 28 years with wide experience in Acute including Nurse Unit Manager roles in major teaching hospitals, Clinical Teaching Royal Melbourne Hospital. Manager Urodynamics Clinic, Urogynaecology Unit MMC. Project Management Southern Health and Western Health. Assisted in development Emergency Transition Unit Monash Medical Centre (MMC )and Rapid Assessment Medical Unit Western Health.  Manager Caulfield Pain Management and Research Centre 21/2 years, Aged Care Assistant Manager 190 bed Aging In Place RAC, and currently Deputy /Acting DON 165 bed Low Care RAC. Continuous involvement in operational, quality and educational activities at all levels. 

Project Officer 4

Mrs Jenny Rule, B.App.Sci (Occupational Therapy)

Has over 15 years experience working in both high and low care Residential Aged Care at the Royal Freemasons’ Homes of Victoria. As a project officer, she has recently assisted in the completion of a 6 month study to evaluate the effect of traditional and internet-based information provision strategies and free hip protectors on the implementation of hip fracture prevention initiatives in 12 high care residential aged care facilities in metropolitan Melbourne.

Project Officer 5

Gail Kelly RN Div 1 Multiple certificate courses in aspects related to aged care

Has over 30 years experience working as a clinical nurse, with more than 20 years in the residential care sector.  Currently acting Deputy Director of Nursing, Centennial House, Royal Freemasons Homes of Victoria.  Has worked as unit manager of specialist dementia units, care planning co-ordinator and documentation for RCS.  Special interest in wound care and dementia.  Has been involved in a number of organisation-wide quality improvement exercises and clinical guideline implementation for falls, wound management, and aggressive behaviours.  Was the pain champion at Centennial House in a former pain management initiative.  

Expert Steering Committee

The APS expert advisory group responsible for the development of the original draft pain management guidelines for residential care were appointed as the expert multidisciplinary steering committee.  This committee comprised:

Dr Roger Goucke MB ChB, FANZCA, FFPMANZCA, FAChPM  (Pain Medicine)

Associate Professor Stephen Gibson BBSc (Hons), PhD, MAPS  (Psychologist)

Dr Sam Scherer MB BS, DGM  (Geriatrician)

Dr Benny Katz, MB BS, FRACP, FFPMANZCA  (Geriatrician)

Dr Michael Farrell, B Ap Sci (Physio), Mgerontol, PhD  (Physiotherapist)

Mr Mark Bradbeer, BSc (Hons), MSc.  (Nurse).

The committee set-up reporting frameworks and an informal project governance structure between the Royal Freemasons Homes of Victoria (with direct representation to the Freemasons Board), the appointed project team and the steering committee.  The primary role of this committee was to help ensure the timely employment of the project manager and project officers and to meet on occasions in order to monitor progress and facilitate the completion of the project.

Issues Relating to the Selection of Pain Identification and Assessment Tools

Inadequate pain management has been identified as a major issue in the residential aged care sector (McClean et al. 2002).  Communication of pain symptoms is likely to be problematic in persons in residential care and particularly in those with dementia and this is thought to be the major reason for poorer pain management. Pain is a private and subjective experience which is really only known by the person who suffers.  Language is thought to provide the most effective medium with which to convey this internal subjective state and self-report has become the undisputed gold standard for pain measurement.  However, poor memory, errors of judgement and changes in language skills may all potentially compromise verbal self report in adults with dementia (Ashpole et al. 1997).  In recent times there have been several attempts to examine pain report in cognitively impaired older adults using interview or self report questionnaires (Ferrell et al. 1995, Parmelee et al. 1993).  Most studies have shown that pain report is valid and reliable in samples with mild cognitive impairment as evidenced by a very high level of concurrent agreement between different measures of pain with high retest reliability (Scherder & Bouma 2000, Ferrell et al. 1995, Krulewitch et al. 2000, Parmelee 1996, Weiner et al. 1998) and confirmation of pain report against physician rated painful comorbidity (Parmelee et al. 1993, Cohen-Mansfield et al. 2002).  Despite these encouraging findings it should be noted that many were not able to complete the pain assessment tools.  For instance, approximately 1/3 of nursing home residents are unable to rate pain intensity on a simple 0–10 scale (Hadjistavropoulos et al. 1997, Weiner et al. 1996).  Ferrell et al (1995) noted that 17% of residents could not use any of the selected pain questionnaires and less than 1/3 could complete all six scales.  It is presently unclear whether a numeric scale (eg. 0-10) or a verbal scale (eg. mild moderate severe) is the best option for pain assessment in residential care, although one recent study showed that 65% of demented residents could complete a verbal scale, but only 47% could complete a numeric pain scale (Ferrell et al 1995).  These findings also raise some important limitations with current pain assessment methods because the patient samples under study were at the high end of the functional spectrum and yet many were still unable to complete the task.  All patients retained full verbal communication skills and more severe cases of cognitive impairment were excluded from participation.  Another problem with the existing information on pain assessment is that few studies have used standardised, well-validated psychometric measures of pain and none have utilized a comprehensive pain assessment tool.  With persistent and bothersome pain states, it is considered essential to evaluate more than just the intensity of pain.  Instead of such univariate scales, a comprehensive assessment should include pain intensity, quality, site(s) of pain, aggravating and relieving factors as well as impact of pain on mood, function and quality of life (Helme & Gibson 1998).  Such information is necessary in order to guide the most appropriate selection of available treatment strategies and ultimately improve the chance of implementing a successful treatment plan.  The most widely used, simple comprehensive pain assessment tool is the Brief Pain Inventory (Cleeland et al. 1994) but this measure has yet to be examined within the residential aged care sector.

Another major issue within the residential aged care sector relates to how one might adequately assess pain in the large number of highly dependent and vulnerable older persons for whom verbal skills are lost or badly compromised.  Despite the inherent difficulties, there are a number of ways in which pain can be monitored quite apart from verbal self-report.  Such methods include informant pain ratings by carers or family members, observation for behavioural markers of pain and facial expressions of discomfort as well as certain physiologic markers.  Consistent with the notion that pain assessment should capitalise on the available communication repertoire of the person, the use of non-verbal behavioural markers of pain has been suggested as the most viable solution in the residential care environment.  A large body of literature has shown that proxy pain ratings may be of some value when dealing with non-verbal patients although staff tend to underestimate the presence of painful symptoms and there may be poor inter-rater reliability (Krulewitch et al. 2000).  To date, only two studies have examined the use of proxy ratings in patients with cognitive impairments (Krulewitch et al. 2000, Weiner et al. 1998).  Both studies showed a reasonable level of agreement (70%) between nursing staff and patient ratings in identifying the presence of pain, but estimates of pain intensity were quite poor when compared to patient self report (Krulewitch et al. 2000, Weiner et al. 1998).  The patients in these samples were attending a day hospital program and were in the mild range of cognitive impairment.  It is possible that staff in long term care settings or the life-time spouse of a person with dementia may be much better at quantifying pain given the close personal relationship, but this idea has yet to be formally tested.

Several behaviour rating systems have been advocated for the study of pain in demented older adults including, the checklist of non-verbal pain indicators (Feldt et al. 1998, Feldt et al. 2000), the PAINAD-revised (21,22) and more recently the ABBEY pain scale (Abbey et al. 2004).  These tools use informant rated questionnaires and focus on behavioural manifestations that are known to occur during acutely painful events (e.g: vocalisation, strained facial expression, rubbing and restlessness).  Preliminary evidence suggests that these measures may have some use for pain assessment (Hurley et al. 1992, Warden et al. 2002).  To date, the major focus of attention has been on behaviours associated with acute pain states, yet it is chronic pain that shows a marked age related increase in prevalence and effects over 80% of nursing home residents (Helme & Gibson 1998).  Therefore, it is essential that any non-verbal pain assessment be able to detect the presence of an ongoing chronic pain problem. The difference between acute and chronic pain must always be kept in mind when attempting to monitor the pain experience.  Pain that resolves soon after the pathological event has ceased may be regarded as acute.  Severe acute pain is associated with signs of autonomic activity (sweating, nausea, tachycardia etc) and obvious behavioural signs, such as facial grimace, protective responses (withdrawal, rubbing) as well as more complex actions designed to protect the injured part (eg. rest).  Chronic pain persists past the usual time of healing and is typically regarded as being of longer than 3 months duration.  Autonomic signs are absent, the pain may be difficult to localise and many of the acute behavioural reactions have long since disappeared.  While acute expressions of pain are absent in most chronic pain states when a person is at rest, movement induced exacerbation of the underlying pain condition will often result in clear and overt behavioural expressions similar to those seen in acute pain conditions (Hadjistavropolous et al 2002, Cadogan 2003).  Therefore when undertaking observational pain measures it would seem advisable to include a movement-based period within the assessment protocol.

Based on all of the considerations discussed above, the APS draft pain management guidelines recommended five main pain assessment tools:

· The Modified Residential Brief Pain Inventory (MRBPI).  This comprehensive, 14 item, pain assessment tool monitors aspects of pain intensity (pain at worst, least, on average, right now), pain location(s), relieving factors and treatments as well as percentage of pain relief obtained and the degree of perceived interference with quality of life (enjoyment), activity (general activity, walking) and psychosocial functioning (mood, relations with other people, sleep quality)  Each item is rated on a 11 point numeric scale (0-10) anchored with word descriptors at the right and left extreme (eg. no pain----------worst pain, no interference---------complete interference).  This questionnaire requires the resident to have adequate verbal communication skills.

· The Modified Residents Verbal Brief Pain Inventory (MVBPI).  An identical questionnaire format to that described above with the exception that ratings on each of the 14 items are made using a 6 point verbal descriptor scale for questions relating to pain (eg. no pain, mild, moderate, severe, extreme, worst imaginable) and a 5 point word descriptor scale for perceived interference (eg. no interference, mild, moderate, severe, complete interference). This questionnaire requires the resident to have adequate verbal communication skills.

· The Informant Opinion of a Residents Pain (Informant BPI).  This questionnaire includes 8 items from the MRBPI; pain at worst, pain right now interference with general activity, mood, walking ablility, relations with other people, sleep and enjoyment of life.  Ratings are made by proxy (carer or professional staff familiar with the resident) using a 4 point word descriptor scale (none, mild, moderate, severe).  This measure is intended for use in residents who have lost the ability to communicate verbally.

· The Pain Assessment in Advanced Dementia (PAINAD).  This observational pain assessment tool quantifies the degree of overt pain-related behavioural indicators across 5 domains; breathing, negative vocalizations, facial expressions, body language, Consolability.  There are prescribed definitions for scoring each behavioural domain at one of three levels of intensity (i.e. vocalisation = none, occasional moan-negative speech = 1, repeated calling-out/loud repetitive groaning = 2).  This measure is intended for use in residents who have lost the ability to communicate verbally.

· The ABBEY Pain Scale (ABBEY).  The ABBEY was created for the measurement of pain in people with dementia who cannot verbalise.  Based on observation and knowledge of the residents usual function and medical history, residents are rated on a 4 point word descriptor scale (absent, mild, moderate, severe) across six domains of pain-related behaviour; vocalisation, facial expressions, change in body language, change in behaviour, physiological change and physical change.  Scores are combined to provide an overall assessment of pain intensity ranging from no pain to severe.  Pain is also rated as being acute, acute on chronic or chronic.

Each of the five measures described above were selected for field testing in the current project.  In an attempt to improve the ability of the observational pain assessment tools (PAINAD, ABBEY) to detect chronic pain states, the present test incorporated a standardised movement-based protocol designed to elicit behavioural signs of pain.  All residents capable of assisted movement were transferred from bed/chair to a standing position, followed by a short walk and return transfer back to bed/chair.  In those who couldn’t stand, assisted movement of arms/legs and repositioning into a more supine or upright position was undertaken.  Observation of any change in behaviours listed on the ABBEY and PAINAD were noted.  The use of a movement-based assessment protocol represents a potentially important innovation to current pain assessment practice and is designed to elicit behavioural expressions of hyperalgesia and allodynia (eg. tenderness in response to touch: an acute, but transient, exacerbation of an underlying chronic pain problem) which are cardinal signs in most chronic pain problems.  In this way, the assessment protocols sought to identify more reliable and unequivocal non-verbal indicators of an underlying chronic pain condition.

Education and Training Programs for Aged Care Staff

Education and training in the use and content of the draft APS pain management guidelines is an essential first step in successful implementation.  There are several different conceptual models appropriate for staff education (Shanley 2004), but on-the-job training with small group or dedicated 1:1 teaching support is thought to provide the most effective model for staff development (JAHCO 2000).  As a result, the current project sought to use a combination of a small number of group information sessions with hands on 1:1 training in the use of the draft guidelines and selected pain assessment tools.  The education and training program for residential aged care staff was to be undertaken on-site, in the working environment by the project officers.  However, at the time of recruitment to the project, most of the appointed project officers had limited prior experience with pain assessment methods and were largely unfamiliar with the APS draft pain management guidelines.  

Project Officer Training

A comprehensive education program was provided by the project manager in four education sessions each of 4-5 hours duration.  The method of delivering the educational material involved a small group dyadic information lecture on the guideline content and general principles of pain measurement, self-directed learning with review of the evidence based journal articles used as the source references for the guideline content, question and answer sessions on the guidelines and role-play explanation of selected pain assessment tools.  Dedicated practice sessions were also arranged to illustrate the use of the assessment tools using actors to portray various simulated case scenarios as well as practice on volunteer residents within the residential aged care facility.  The major objectives and content of the education program for each of the four sessions is provided below:

Session 1

The objectives were to provide:

· A description of the project aims and protocols including detailed information on the rationale and need for undertaking improved pain assessment practices.

· Advanced instruction in the general principles and available methods of pain identification and assessment.

· Present an introduction to the draft APS pain management guidelines.

· Set homework assignments with the provision of background reading material.

Content included:

· The study protocol as submitted to the Commonwealth Department of Health and Ageing including the full project schedule, project milestones and expected outcomes.

· The importance of participation of all senior staff and all aged care staff within the residential care facility.

· Identifying the likely barriers to adequate pain assessment and review of the pain identification and assessment protocols outlined in the guidelines and particularly the need for a comprehensive pain assessment.

· A detailed description of various methods of pain measurement, including resident self-report, self-report questionnaires, informant pain ratings, behavioural rating scales, facial expressions and physiologic measures of pain (see appendix a).

· Home work assignments to review the content of section 1 & 2 of the guidelines and assigned readings by Griffie on improving pain management in long term care settings and nursing staff education resource material (Griffie et al. 1998, Griffie et al. 2000).

All hand out material was provided in a loose-leaf folder to which extra content could be added in subsequent sessions.  This folder was to become the personal resource folder for each of the project officers when engaged in aged care staff training programs.

Session 2

The major objectives were to:

· Revisit and expand instruction in the draft APS pain management guidelines, sections 1 &2.

· Introduction to selected pain assessment measures and description of the principles of use.

· Education on how to determine which measure is best, including aspects of measurement reliability, validity, sensitivity and utility (see appendix a).

· Set homework reading assignments on the selected pain scales. 

· Review previous homework and allow question and answer session.

Content included:

· Advanced discussion of the guideline content including how to facilitate the pain assessment process, the difference between acute and chronic pain and implications for measurement, a discussion of the types of pain and common underlying causes, the impact of persistent pain on mood, function and quality of life.

· Explanation and definitions of inter-rater reliability, retest reliability and internal consistency as well as face and content validity, concurrent, predictive and discriminative validity and the importance of construct validity as it applies to the measurement of pain.

· Introduction to the Brief Pain Inventory, informant Brief Pain Inventory, PAINAD and ABBEY pain scale and provision of source reference articles for homework assignments

· Homework to also identify any gaps in measurement reliability and validity for the selected measures as provided in the source articles.

Session 3

The major objectives were to:

· Provide training in the delivery and scoring of the selected pain identification and assessment tools.

· To undertake a pain assessment using each of the five measures.

· Practice all elements of scoring and interpretation of designated behaviours in response to a standardised pain scenario as represented by older actors engaged to role-play various clinical vignettes.

· Expert feedback on the methods and adequacy of the pain assessment practice

· Group discussion and question & answer session on pain assessment protocols and scoring.

Content included:

· Discussion of the key scoring elements, including how to discriminate between the various components of pain behaviour in a live setting, how to keep a verbal resident “on track” with pain assessment, allowing sufficient time for a response from the resident, the need for a movement based assessment for chronic pain states.

· Homework assignments involved observation of residents in the routine care of the project officer for pain-related behaviours and recording a list of any other behaviours not listed on the PAINAD and ABBEY pain scale.

· Pain assessment of actors undertaking the following defined clinical vignettes (see also appendix a for further information). 

1. “Dorothy”

- sits erect, relaxed and looks unusually symmetrical. Perhaps rather prim.

- characterised by a vacant expression with perhaps the barest hint of a smile.

- when approached her eyes move slowly towards the person, make contact and then look down to her hands.

- acknowledges a greeting with her eyes and a single, very soft “yes” is spoken in response to the researcher’s greeting and  “may I ask you some questions?”

- in general introductory chit-chat, “Dorothy” appears to be listening but does not convey any hint of interaction with the researcher.

- As the researcher persists, there is evidence that “Dorothy” understands the structure and cadence of the conversation. She responds when questions are asked or when there is an obvious point at which she is expected to respond. 

- However, all her verbal responses are simply a re-iteration of the same general idea – “Yes” she might say softly and without expression, “they come in, walk around and leave again. They don’t do anything” It is unclear whether she is irritated or indifferent to the apparently ineffectual “they”.

- There is no evidence of pain while she is sitting and when asked if she is in pain she seems to convey the idea that she is not in pain while not specifically stating it.

- asked to stand and move to a table, she complies immediately but without haste. When straightening her back she is clearly gripped by the onset of a sharp pain focused perhaps in the lower back –  there is a brief stopping of movement, the eyes widen, the forehead contracts a little towards the centre, there is a single, sharp intake of breath. One hand reaches out as if seeking something to hold. This all occurs in a matter of a couple of seconds. When her back is straightened the episode is over.

- proceeding to the table her gait is slow and fragile-looking but without any evident pain. She sits at the table cautiously but without any signs of pain.

- she shakes her head in the negative when asked if she “has any pain at all today”.

- she is totally uncomprehending about the BPI Verbal Questionnaire. With the numeric BPI she takes the pencil as if she understands then just draws meandering circles around several numbers. It appears that she knows the researcher has asked her to do something and that she is trying to please but has no understanding.

- the trainees need to be very observant and sensitive to brief indications of pain which are only evident on standing up. The patient can convey nothing through speech although she can talk. It is as if the pain she does experience, along with other things such as being approached by the researchers, are beyond her capacity to interpret or react to.

2. “Frank”
- conveys a warm, friendly interest in the researcher as she approaches. He has a gentle smile and looks directly and somewhat intently at her. He is interested in what he is being asked to do and expresses a willingness to take part in research – he thinks research is good.

- it may be that he really just craves company and if the chance at interaction carries with it the condition that he takes part in research, he will go along with it although it becomes apparent that the interaction between Frank and the researcher sees them at cross-purposes. The researcher wants data – Frank wants company.

- Nonetheless he goes along with it and shows a preference for the verbal BPI rather than the numerical. Every question triggers comments that soon lead to his assertion that the questions only address physical pain. For Frank, physical pain is nothing compared to the “mental” pain accrued from a neglectful, indifferent and ultimately deserting father. He clearly wants to talk about this and it takes a lot of time because he also does not want to denigrate his father. He hints at the poor relationship rather than explicitly accuses his father. This takes lots of time and the researcher has to find a means of keeping on track without being rude or unsympathetic

- Essentially, in conversation he denies having pain other than minor twinges but his responses to the BPI indicate that he does experience pain and that he does show discrimination in answering the questions.

- When he stands and walks there are some indications that he is not without some level of pain. He walks slowly with signs that he is not totally relaxed as though he is guarding against, or anticipating the onset of pain. An observant informant will detect facial indications of pain – a slight frown and tightening of the muscles below the eyes, a brief tightening and “pouting”of the lips. It appears to be related to his legs, probably knees. It is also apparent that he favours his right arm as if his shoulder is the source of some discomfort and loss of flexibility.

- Frank clearly still suffers from the sense that his father thought he was unworthy of his love and attention. He is proud of his achievements – a career as an independent photographer, owner of the first Studebaker Hawk imported to Victoria.

3. “Arthur”
-Initially Arthur indicates that he is willing to answer questions about pain. He states that he suffers terrible pain and that he knows all about pain.

- He has no difficulty understanding the questions and format of the BPI and indeed answers the first 6-7 questions of the Verbal Inventory. However, he becomes agitated and he demands to know “Where’s Betty” (wife). He is adamant that Betty knows all these things and “you have to ask her because I can’t answer these things” He displays a combination of  apparently total dependency on Betty and a quite unreasonable anger that she is neglecting him.

- Arthur settles down two or three times and goes back to the questionnaire briefly before again demanding in a sobbing voice that someone should call Betty so she can help with this. Then his attention shifts to a rant about the doctors and nurses being superficial and always walking through the ward asking how he is and saying hello but never stopping and the role play ends when he gets to an almost hysterical phase in his criticism of the staff.

-the data collection session comes to a premature end.

4. “Beatrice” (this proposed role play was used for some trainees only)

- late stage AD patient who lies in a semi-fetal position facing the wall.

- non-verbal and not responsive to verbal communication.

- as she lies on the bed there are periods of noisy breathing, loud moaning noises and crying out.

- She responds to being physically moved by staff with initial intense rigid resistance followed by sudden violent but untargeted striking and kicking actions. These are accompanied by quite despairing and relentless non-verbal shouts and cries that subside soon after the intervention is stopped.

-there is no recognition that she has been attended to by nursing staff and she is unresponsive to attempts by staff to  reassure her. 

Session 4

The major objectives were to:

· Continue with practice in the use of pain assessment tools.

· Undertake a pain assessment in a non-verbal and verbal resident within the residential care facility and note any problems.

· Review homework assignments

· Develop simplified protocols and training tools for use with aged care staff.

Content included:

· Further in detail exploration of the individual questions within the self-report measures (RVBPI, RNBPI) as well as each item in the PAINAD and ABBEY.

· On site demonstration of the pain assessment tools with residents and documentation of issues, such as sight and hearing impairment, need for modifications of some key questions on the self report measures, difficulties in observing and assisting residents during the movement based assessment protocols.

· Determination of the documentation to be provided to aged care staff, including a simplified powerpoint presentation (see appendix a), some example handout sheets and how to train in the use of the 5 pain assessment scales.

· Note potential sources of variability in behavioural indicators of pain obtained from homework assignments and discuss ways to help ensure inter-rater consistency.

Education Program for Aged Care Staff

All elements of the education and training program described above were presented to participating residential aged care staff using dedicated 1:1 training.  Residential aged staff were invited to participate in the project via a letter from the local nursing manager and through personal contact.  The educational program for the trainees comprised a reduced 10 hour version of the program described above, delivered over two days.

The major educational content included:

· Summary of the project aims and protocols.

· Introduction to the draft APS guidelines with sections 1 & 2 given as handout material.

· Introduction to the principles of pain assessment.

· Full description of the selected pain assessment tools and information on the need for a comprehensive pain assessment including the impact of pain on mood, function and quality of life.

· Instructions in the scoring of questionnaire items and methods of achieving standardised and consistent observational measurement.

· Practice and training on volunteer residents in the use of the RVBPI, RNBPI, informant BPI, PAINAD and ABBEY.

· Handout general information sheet on pain assessment in cognitively impaired residents and copies of the draft APS pain guidelines and pain assessment tools.

Each project officer undertook full responsibility for the dedicated 1:1 training of participating residential aged care staff members with training efforts limited to one trainee at a time.  Training was delivered within the operational working environment using a “hands on” approach, although a dyadic presentation of the introductory material was given in a quiet, comfortable room before moving onto the ward setting.  Trainees were required to observe at least two full pain assessments undertaken by the project officer incorporating both non-verbal residents and residents who retained adequate verbal communication skills.  An interactive and full discussion of the procedure and obtained ratings was then provided with ample opportunity for questions and answers.  The trainee was asked to undertake a full pain assessment with assistance from the project officer.  Further practice was given using different volunteer residents and continuous feedback and discussion was provided to the trainee until they felt confident in the use of the pain assessment tools.  Much of the discussion focussed around points of demarcation between various behavioural categories on the PAINAD and ABBEY pain scale.  Barriers to adequate assessment, particularly with verbal residents was also a focus of training, with the project officer helping to circumvent any problems and offering practical guidance, as required.  The project manager also provided “hand on” supervision of the entire training program and initial pain assessment efforts in the case of the first trainee for each of the five project officers.  In this way, safeguards were in place to ensure the consistency and adequacy of the training process.  Further information on the educational program, including qualitative feedback from the trainees on the components of the educational program is provided in the next section.

Implementation and Field Test of the Pain Identification and Assessment Tools.

The implementation and field test protocol was established in collaboration with senior management from the collaborating aged care facilities (Centennial lodge, Coppin House).  The implementation phase did not commence until the trainee felt confident in the use of the draft APS pain guidelines and assessment tools.  Prior to the completion of the education and training phase, the project manager or project officer undertook an informal evaluation of competency.  All trainees achieved adequate levels of competency, based on demonstrated ability to assess residents using a variety tools and in accordance with the draft APS pain management guidelines.  

Participants were selected from a list of available residents within each facility.  The intention was to involve a heterogeneous sample of residents, which is inclusive of the range of abilities and deficits usually seen in older persons living in residential care.  With the exception of those who were unconscious/totally non-responsive (as defined by the Glasgow Coma Scale), we did not exclude any resident with a medical diagnosis, dementia or cognitive impairment or taking medication that could potentially complicate pain assessment. This ensured the most representative sample of precisely those residents for whom better pain assessment methods are most needed.  Each resident was approached in person and invited to participate in the project.  After a full explanation of the study aims and protocol, they were required to sign a consent form demonstrating their agreement to participate.  In the case of those with cognitive impairment (as defined by the MMSE), informed consent was obtained from their legal representative (see appendix for plain language statement and consent form).  If the demented resident could communicate verbally, their agreement to participate was also required before being entered into the project.  It should be noted that the Victorian Civil and Administrative Tribunal (Guardianship Board) were asked whether their involvement was necessary in the consent process.  They replied that the pain identification and assessment tools were not considered as a medical procedure under the relevant parliamentary act and so VCAT consent was not required for participation.  These additional efforts regarding the consent process were undertaken to ensure the most ethical conduct when seeking to involve this highly dependent and vulnerable group in a discretionary pain assessment project.

After consent had been obtained, the basic protocol for the project involved the trainee and the project officer undertaking a full review of the medical record, drug chart and nursing notes for the enrolled residents in order to identify potentially painful pathology.  A comprehensive interview-observation session was arranged at a time suitable to the resident, during which all five pain assessment tools were completed.  In the case of the self-report numeric and verbal Brief Pain Inventory, the trainee conducted the interview under supervision from the project officer.  The self-report measures were attempted on every enrolled resident regardless of the apparent cognitive and communication abilities.  Were a resident failed to respond to questioning, 3 attempts were made prior to aborting the self-report assessment.  Sufficient time was allowed for a verbal response and the questions were repeated, if required.  An aged care staff member designated as the primary carer, was asked to complete the informant rated Brief Pain Inventory on behalf of the resident under guidance from the trainee and project officer.  Following the self-report assessment, the behavioural rating scales (PAINAD, ABBEY) were completed by the trainee and the project officer whilst observing the resident for a defined period. The assessments were made independently and without discussion.  The use of two raters for the PAINAD and ABBEY allowed for the determination of consistency (i.e. inter-rater reliability).  After a short rest, the trainee and project officer completed the behavioural rating scales during the movement-based assessment protocol described earlier (see page 16).  In a small sample of residents, a total retest of all measures was undertaken within 2 hours of the original assessment.  The purpose of this retest was to gain information on the stability of ratings over time (i.e. retest reliability of the measures).

Project Outcomes

Over the 15 week duration of the on-site project activity, a number of key outcomes were attained.  These can be broadly grouped into outcomes related to:

· Trainee education and competence, including qualitative feedback on the model of pain assessment as outlined in the draft APS guidelines.

· The identification of appropriate pain assessment tools as defined by quantitative and qualitative parameters on the utility, feasibility, reliability and validity of the measures.

Trainee outcomes

Over the course of the project, 20 residential aged care staff undertook the educational program and subsequently used the specified pain assessment tools to examine the pain status of some 82 residents in low-level and high-level care.  The professional designation of the trainees comprised 13 personal care attendants, 6 Division 2 nurses and one Division 1 nurse.  Of interest, over 60% of the personal care attendants were from culturally and linguistically diverse backgrounds (CALD), including Eastern Europe (30%), Middle East (23%) and Asia (7%).  The trainees had completed between 9 and 16 years of formal education, with 50% reaching junior secondary level of education, 45% attaining upper secondary and 5% completing university training.  

All trainees completed the education program and were judged to be competent in the administration and scoring of the pain assessment tools.  During the implementation and field-testing phase of the project, trainees were asked to complete a comprehensive pain assessment of residents under their usual care.  As can be seen in Figure 1 below, the trainees managed to complete pain assessments on between 2 and 6 residents.  The number of residents assessed provides a broad marker of trainee performance, although the number of assessments is also likely to reflect the complexity of the case information of the residents being assessed.
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Figure 1.  Number of Residents Assessed by each Trainee.

Qualitative feedback on the training program and model of pain assessment as outlined in the draft APS pain management guidelines was sought using a focus group methodology.  The focus groups were completed on a periodic basis (approximately every 3 weeks) and included two project officers as well as 3 – 6 trainees who had completed their involvement with the project in the intervening period.  One project officer acted as a facilitator and asked a series of trigger questions regarding the training, the guidelines and the pain assessment tools according to the protocol given below.  The other project officer acted as a scribe and ensured a full recording of the focus group conversation.  Thematic analysis of the recorded focus group conversation was undertaken by the project manager at the end of the study.

1. Training sessions (What were the good and bad points about the training sessions?)
Prompts: Did you feel comfortable when learning how to use the tools?, Did you have a chance to practice? What would you add or remove from the training program? 

2. The assessment scales (how useful/feasible were the pain assessment scales)
Prompts: Were the tools easy to administer?, Were they asking for relevant clinical  information?, Did the residents struggle with completing the measures?, What did you like most about the measures?, What did you like least? 

3.  Clinical practice (Is the information worth having) 
Prompts: Did the scales help with routine pain assessment?, Do you believe the results of the measures?, Did it make you more aware of pain in the residents under your care?, Did it change the way you think about pain? Does it make it easier to assess pain in non-verbal residents?

4. From the resident’s perspective (the residents experience with the measures) 
Prompts: Did anybody object to the assessment?, Did people like the chance to talk about their pain?, Did the PAINAD or ABBEY interrupt/upset the non-verbal resident? 

5. Future use. (would you consider using these measures)  
Prompts- Would you use these measures in the future as part of your day to day practice?, Are they too long or too hard to use? Do you have any suggestions for how the measures could be improved?

Qualitative feedback on the pain education and training sessions.

With regard to the training activities, many trainees commented on the clear interactive and practical process of the education package.  Most felt it adequately described the pain assessment method and gave sufficient information to understand the nature and reasons for routine pain assessment.

“[the training]….was excellent, relevant and very clear.”

“Although there was a lot of information, perhaps even too much, the do it training was wonderful.”

“The first bit was hard without practice, but it was great to have someone there to answer questions as you were actually doing it.”

“I really liked the one on one practice on the residents.”

Various components of the educational content were also thought to be useful, particularly regarding the use of body language and the movement-based protocol for pain assessment.

“Training in the body language signs of pain was excellent and will forever change the way I assess pain on the wards.”

“….there were some interesting things about behaviour that I did not know.”

“Looking during movement really opened my eyes to all the pain out there…I just never realised.”

“It wasn’t until you got them to move that you could see anything.”

Qualitative feedback on the content and usefulness of the draft APS pain management guidelines attracted both praise and criticism, especially in the way that the guideline content was taught and the lack of more simplified education material to help with learning and remind the trainee of the important take home messages.

“The guidelines provide a best practice standard against which I could judge my own current practice.”

“It was helpful to know what I should be doing and it really increased my awareness of pain.”

“There was just too much information to absorb in one lecture.”

“….the worst bit was the pages of information…that was hard to understand…...English is not my first language and I could just not get some of it.”

“The guidelines should have been given out before the training occurred…….I couldn’t work out what was the key message.”

Further indirect evidence on the adequacy of the training program can be derived from the quantitative data on the pain assessment tools provided in the next section.  For instance, inter-rater reliability provides an indirect measure of the consistency of the training instruction in the use of the pain assessment tools.

Outcomes Related to Pain Identification and Assessment Tools

More than 80 residents were given a comprehensive pain assessment over the course of the project.  The basic demographic characteristics of participants is provided in Table 1.

Table 1 Demographic characteristics on residents in the project

	
	Low level care

(n = 40)
	High level care

(n = 42)

	Age

Gender

MMSE score

-intact (24+)

-mild (20-23)

-moderate (10-19)

-severe (<10)

Ethnic Background

-Australian

-UK

-other CALD

# Medications

# Diagnoses


	85.9+7.4 (66-96)

70% female

26.6+4.7

32 (80%)

3 (7.5%)

5 (12.5%)

0 (0%)

24 (60%)

5 (12.5%)

11 (27.5%)

6.9+3.1 (1-14)

6.3+1.9 (0-12)
	85.7+9.2 (61-107)

72% female

13.9+8.2

7 (16.6%)

7 (16.6%)

10 (23.8%)

18 (42.8%)

33 (78.5%)

3 (7.1%)

4 (9.4%)

2.5+2.4 (0-9)

5.1+2.9 (0-11)


In accordance with the protocols outlined in the draft APS pain management guidelines, an attempt was made to administer all 5 selected pain identification and assessment tools (RVBPI, RNBPI, Informant BPI, PAINAD, ABBEY) to every resident in the study, regardless of cognitive and communication abilities.  As a result, the number of residents who were able to complete a pain assessment tool offers a broad index of the utility and feasibility of the various measures when used in a residential care setting.  Another important aspect of using a pain assessment tool relates to the time taken to administer the questionnaire or behavioural observation.  Information on the rate of completion and the time taken for each pain assessment tool is provided in Table II.

Table II.  Rate of Completion and Time Taken for Pain Assessment

	
	Percent to complete

assessment
	Time taken for those that could complete



	RVBPI

-High level care

-Low level care

RNBPI

-High level care

-Low level care

Informant BPI

ABBEY at rest

ABBEY during movement

PAINAD at rest

PAINAD during movement
	74.5%

60%

90%

62.5%

39%

85%

100%

100%

98%

100%

98%


	6.53+6.0 (1-28mins)

7.01+4.1 (2-15mins)

3.7+1.6 (1-7mins)

3.64+1.6 (2-11mins)

3.77+2.3 (2-14mins)

5.85+2.8 (2-15mins)

7.12+3.3 (3-13mins)


As can be seen in Table II, the majority of residents could still complete a self-report assessment, even though more than half the sample suffered from cognitive impairment and/or multiple comorbid medical disease states.  The verbal BPI (RVBPI) was completed by a greater percentage of residents than the numeric BPI (RNBPI), particularly for those in high-level care.  Indeed, there were no cases where the resident was able to complete the numeric version of the BPI, but not the verbal version of the questionnaire.  Behavioural observation and informant rated measures could be completed on 100% of residents, although one person became distressed during the movement-based protocol and so the assessment was terminated.  It is of interest that the self-report assessment took considerably longer than most of the informant rated measures and observational measures, thereby emphasising the need for additional time in order to allow the resident to complete the self-report scales.  The ABBEY pain scale provided the most rapidly completed assessment of the behavioural observation methods.

Another important requirement of any observational pain assessment tool is consistency of results both within the items of the scale and between different raters.  During the assessment protocol both the trainee and the project officer provided independent ratings on the PAINAD and the ABBEY pain scale whilst observing each resident over the same period of time.  The findings on the level of consistency between different raters of the same resident is provided in Tables III-VI.

Table III.  Inter-rater agreement for the PAINAD taken at rest.

	
	PAINAD at rest: Rater 1

	Rater 2
	0
	1
	2
	3
	4


	5
	6

	0
	32
	2
	2
	1
	
	
	

	1
	3
	12
	6
	
	
	
	

	2
	2
	8
	5
	
	
	
	

	3
	1
	1
	1
	2
	
	
	

	4
	
	
	
	
	1
	
	

	5
	
	
	1
	
	
	
	

	6
	
	
	
	
	
	1
	1


Kappa = 0.464**, P < .01, 90.2% agreement in rating + 1

Table IV.  Inter-rater agreement for the PAINAD taken during movement.

	
	
	PAINAD during movement: Rater 1

	Rater 2
	0
	1
	2
	3
	4
	5


	6
	7

	0
	10
	
	2
	
	
	
	
	

	1
	2
	6
	2
	1
	1
	
	
	

	2
	1
	3
	6
	3
	2
	2
	
	

	3
	
	2
	2
	5
	1
	1
	
	

	4
	
	
	1
	4
	5
	3
	
	

	5
	
	
	
	1
	2
	5
	1
	

	6
	
	
	
	
	
	1
	3
	

	7
	
	
	
	
	
	1
	2
	1


Kappa = 0.418**, p < .01, 84.1% agreement in rating + 1

Table V.  Inter-rater agreement for the ABBEY taken at rest.

	
	ABBEY at rest: Rater 1

	Rater 2
	No pain
	Mild
	Moderate


	Severe

	No pain
	47
	5
	
	

	Mild
	2
	26
	
	

	Moderate
	
	
	2
	

	Severe
	
	
	
	


Kappa = 0.760***, p < .001, 85% perfect agreement in ratings

Table VI.  Inter-rater agreement for the ABBEY taken during movement.

	
	ABBEY during movement: Rater 1

	Rater 2
	No pain
	Mild
	Moderate


	Severe

	No pain
	21
	3
	
	

	Mild
	4
	33
	3
	

	Moderate
	
	2
	11
	

	Severe
	
	
	
	4


Kappa = 0.826***, p < .001, 91.5% perfect agreement in ratings.

The extent of agreement between different raters can be evaluated by the absolute percentage agreement in scoring results or using the Kappa statistic that represents a correlation ranging between 0 and 1.  It is generally accepted that values between 0 - 0.4 represent low agreement, 0.4 - 0.6 fair agreement, 0.6 - 0.75 good and > 0.75 excellent agreement (Fleiss 1981).  As can be seen, the ABBEY performed better than the PAINAD in terms of obtained kappa values, although this statistic may be less appropriate for scales with multiple scoring categories (i.e. The PAINAD has 11 possible scoring categories versus 4 categories in the ABBEY).  In terms of the percentage level of agreement, both the PAINAD and the ABBEY pain scales can be considered as having excellent inter-rater consistency, with over 90% agreement at rest and approximately 85% agreement when residents were being observed during the movement-based protocol.

Internal consistency, or the degree to which individual items in the PAINAD and ABBEY reflect the total score on that scale shows adequate consistency when residents were tested at rest (Chronbachs alpha = 0.587 ABBEY, alpha = .604, PAINAD).  Item 5 on the ABBEY (physiological change) contributed in the least reliable fashion to the total score.  Internal consistency was improved when residents were tested during movement (alpha = 0.736 ABBEY, alpha = 0.676, PAINAD) and can be considered as very good to excellent under these conditions with all items contributing to the total score.  

In the case of the self-report pain assessment tools (RVBPI, RNBPI) it is not appropriate to determine inter-rater levels of agreement because the resident themselves provide the ratings.  However, by repeat testing the same resident at two separate points of time during which the pain status presumably remains unchanged, one can determine the retest reliability or the consistency in answers.  A sub-group of 25 residents with adequate verbal communication skills (aged 85.1+9.8, 68% female, MMSE = 16.71, range 0 - 30) were retested on the same self-report measures within 2 hours of the initial assessment.  Spearmans correlation’s were used to determine the reliability of response to each question on the RVBPI and RNBPI.  A correlation of 0.65 – 0.75 is considered as good and > 0.75 considered as indicating excellent retest reliability (Fleiss 1981, Nunalley 1978).  The retest correlation’s for each item on the RVBPI and RNBPI are presented in Table VII.

Table VII.  Retest Reliability of the RVBPI and RNBPI pain scales.

	(n = 25)
	RVBPI
	RNBPI

	Pain at worst

Pain at least

Pain on average

Pain right now

General activity

Mood

Walking ability

Relations with others

Sleep

Enjoyment with life


	.979

.810

.899

.954

.956

.954

.898

.967

.968

.934
	.834

.512

.729

.800

.583

.709

.909

.240

.892

.728


The resident’s verbal Brief residents verbal brief pain inventory demonstrated near perfect retest reliability on every single item.  In contrast, the numeric version was more inconsistent, with only three items considered as showing excellent retest reliability and the question on pain interference with personal relationships showing very poor response consistency upon re-questioning.  These findings raise some questions regarding the adequacy of resident understanding of the numeric rating scale because answers seemed to vary considerably upon retest without an apparent reason and in contradistinction to expectation.

Validity refers to the extent to which the pain assessment tool actually measures what it is purported to measure.  The determination of validity usually requires some independent benchmark or objective criteria against which the pain assessment tool can be compared.  However, given that pain is an essentially subjective experience that is really only known to the individual who suffers, it is difficult to find an objective benchmark gold standard to validate test results.  Under such conditions, a recommended method of establishing measurement validity is to compare several different measures of the same basic construct (i.e. Pain) and demonstrate a convergence or concurrency of findings between the different assessment tools.  There should be broad agreement between the different pain assessment tools with moderate to high strength correlation’s (0.6 – 0.8) suggesting excellent concurrent validity (Anastasi 1988).  A graphical representation of the convergence between the findings of selected pain assessment tools when administered to the same resident at the same point in time is shown in Figures 2 – 5.  As can be seen, there is a strong concordance between like measures of pain (eg. ABBEY at rest versus PAINAD at rest, ABBEY during movement versus PAINAD during movement, verbal BPI versus numeric BPI), indicating very good to excellent concurrent validity for these pain assessment tools when used within the residential aged care sector.
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Figure 2  Concurrent validity between the PAINAD and ABBEY taken at rest
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Figure 3  Concurrent validity between the PAINAD and ABBEY taken during movement.
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Figure 4  Concurrent validity between the resident BPI and informant BPI.
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Figure 5  Concurrent validity between the RVBPI and RNBPI.

These results are particularly encouraging given that the sample of residents used in the validation process included those with moderate to sever dementia and residents with high levels of comorbid medical illness.  The one exception to findings of excellent concurrent validity was the informant rated BPI which showed virtually no relationship with the residents own self-report.  This raises serious questions regarding the validity of informant based measures in estimating the intensity of current pain.

Table VIII shows the correlation’s between all pain assessment measures with each other.  With the exception of the informant rated opinion of resident’s pain, all measures showed highly significant correlation’s, reinforcing the view that a similar underlying construct is being monitored by all the pain assessment tools.  It is interest that the strength of correlation was marginally higher between the resident self report (RVBPI, RNBPI) and the behavioural observation measures (PAAINAD, ABBEY) when taken at rest.  This might be expected given that the RVBPI and RNBPI were also based on an assessment taken while the resident was seated comfortable at rest.  The ABBEY pain scale taken at rest showed a slightly better correlation with self-report measures than the PAINAD, although both scales were roughly equivalent with only moderate levels of concordance (0.45- 0.55) when compared to the gold standard of resident self-report.

Table VIII.  Concurrent validity between different measures of pain.

	
	RVBPI
	RNBPI
	ABBEY-rest
	ABBEY-movement


	PAINAD-rest
	PAINAD-movement

	Informant-BPI
	.018

(n = 78)
	.223

(n = 55)
	.254*

(n = 82)
	.192

(n = 82)
	.094

(n =82)
	.262*

(n =82)

	RVBPI


	-
	.894**

(n = 55)
	.497*

(n = 78)
	.256*

(n = 78)
	.458**

(n = 78)
	.299**

(n = 82)

	RNBPI
	
	-
	.554**

(n = 55)
	.519**

(n = 55)
	.514**

(n = 55)
	.399**

(n = 55)

	ABBEY-rest
	
	
	-
	.607**

(n = 82)
	.669**

(n = 82)
	.477**

(n = 82)

	ABBEY-move
	
	
	
	-
	.403**

(n = 82)
	.668**

(n = 82)

	PAINAD-rest
	
	
	
	
	-
	.446**

(n = 82)


Qualitative feedback on the pain assessment tools.

Several important themes emerged from the qualitative feedback gained during the focus group interviews of the trainees following the completion of their involvement in the project.  The value of a comprehensive assessment was recognised as useful for monitoring persistent pain states.  

“I really liked the items on mood and impact of pain because this seems more important to most residents than the level of pain itself.”

“If pain was moderate to strong most [residents] were just happy to accept, but hated the effect on life………however, when pain was severe, this was the most important issue.”

“Many wanted to tell their storey…some even cried when telling about the interference from pain and living with terrible suffering.”

“Sometimes resident misattribute quality of life measures to pain when really talking about their life in general, but this is important to know.”

While the use of a comprehensive pain assessment was considered as good, it did raise some issues with regard to the length of time required for assessment and what should be used to evaluate short-term changes in pain status.

“We wouldn’t have enough time to do this [RVBPI] assessment in everyday practice.”

“Difficult to use with some residents…..long winded, they lost interest, one [resident] just fell asleep.”

“The stuff on quality of life is good, but not all the time….we need a more simple pain assessment tool.  I could see this assessment being used sometimes, but not everyday.”

“…too many questions.  Need a short test as well to see if treatments are working….you just can’t do about 20 questions every time.”

Several modifications were suggested to the format and content of the self-report questionnaires (RVBPI, RNBPI) to make these instruments more relevant to the residential care population.  Representative quotes on the strengths and weaknesses of specific items and measurement problems are given below:

“Question 1 [RVBPI] is really poor and confusing.  Do you have any pain? would be better.”

“Question 1 is too difficult, it should be …Do you have any aches, pain or discomfort?”

“I felt the residents didn’t understand some of the questions with ..the past 24 hrs in them.”

“ The easiest to use was the resident BPI with verbal…except for questions regarding pain over 24 hours…I don’t think most comprehend what this means.”

“Residents had more trouble understanding what 1 – 10 means than moderate to severe.”

“The verbal scale was definitely a lot easier than numbers.”

“The questions regarding walking weren’t relevant for many people because they just can’t walk anyway.”

The use of big print laminated cards really helped with some residents because they could just point [to a word] it was a lot easier and quicker.”

“It would be helpful to have a comments section on the form as we need to evaluate their pain rather than just the words they use.”

The use of the two observational scales (PAINAD, ABBEY) also drew considerable comment from the focus group interviews.  A direct comparison between the PAINAD and the ABBEY yielded somewhat mixed results with some trainees preferring the ABBEY, but others being more comfortable with the PAINAD.  Observation was considered an important adjunct to conventional pain assessment, even in residents who retained adequate verbal communications skills.

“I think observation was better than talking because some residents said things that were untrue…like we haven’t given him any pain killer…Yet this is untrue…I know because I gave it to him.”

“Observation was useful and helped to document pain in demented [residents] but also in most others….. as it showed true pain even when the person was silent and did not want to talk to you.”

“Some did not welcome the opportunity to talk but just watching, particularly during performing actions gave clear signs of pain and discomfort.”

“I think the PAINAD was better, although it wasn’t until you got them to move that you could see anything.”

The physiological change [on the ABBEY] is no good in the elderly because they all have chronic pain.”

I would use the ABBEY in everyday practice, but not the others.”

“The PAINAD was too black and white…..I liked the ABBEY better, it has more degrees of variation.”

“The PAINAD was too coarse because even a slight frown makes you go from 0 to 2.  Also is 3 good or bad on the PAINAD, with the ABBEY you get mild, moderate and severe and I understand better what that means.”

“The hardest thing about observation was trying to gauge everything on the same level….you just couldn’t have done this properly without training and so I don’t know how useful it will be in other nursing homes.”

Barriers and facilitators of the training and implementation process together with some recommendations.

Throughout the course of the project, information was sought on potential and actual barriers and facilitators of the training and implementation process.  This included informal documentation of comments made by the project officers, managerial staff, senior nursing and medical staff at the Royal Freemason’s Homes of Victoria Ltd as well as problems observed by the project manager during the set-up phase and implementation of the APS draft residential pain management guidelines.  Qualitative feedback was also sought from participating residential aged care staff during the focus group interviews (see appendix page 65) and from residents during the pain assessment process.  A number of relevant barriers and enablers have already been identified in earlier sections of this report.

There are a number of organisational/system barriers that were identified including:

· Current aged care funding schemes are not linked to the quality of pain assessment and management practice and there is limited provision for professional services devoted specifically to pain. 

· Often a lack of available staffing resource to undertake a comprehensive pain assessment

· A lack of direct involvement from medical staff and other allied health specialists.  Limited access to a multidisciplinary team approach (which would be the preferred approach for residents with a complex persistent pain problem).

· The training and implementation model was resource intensive and dedicated 1:1 training may slow down a system wide implementation.

Possible solutions to these organisational/system barriers are discussed in detail in Chapter 7 “Systems Issues” and Chapter 8 “Quality” of the APS Residential Aged Care Pain Management Guidelines and include the recommendation that any increased Funding for Aged Care Facilities be to some extent dependent on meeting certain Quality Criteria – an effective Pain Management Program being one such criterion. A supportive Assessment and Accreditation process is recommended to enable Facilities to meet these criteria.  Resource allocation within a Facility should reflect the needs of the residents and is the responsibility of the facility management.  The development of Aged Care Panels from interested General Practitioners together with the Commonwealth Government’s initiatives including Enhanced Primary Care and Medicare Plus have the potential to develop multidisciplinary teams to deliver effective Pain Management in aged care facilities.  Training within the Facility will be time intensive and a core group of Trainers should be developed to train other trainers to facilitate 1 : 1 training of Registered nurses, Enrolled Nurses and carers so that they feel comfortable and competent using the verbal and observational tools. (Train the trainers program)

Issues relating to staff and resident attitudes towards pain were also identified as potential barriers.

· Many residents did not wish to talk about their pain and considered it a normal part of the ageing process.  Often there was a reluctance to talk or complain of pain for fear of being a bad patient.  “Some [residents] just wanted to get rid of us”.

· A limited understanding [among both staff and residents] that most pain is preventable and that symptomatic pain relief can usually be provided leads to apathy towards pain identification and assessment practices.

· Staff may not believe residents self reports of pain and question the accuracy of information provided, particularly when the resident is cognitively impaired.

To a certain extent the issues re-identified here are well known and reflect community attitudes and beliefs.  Changing these beliefs will only occur once Pain is recognised as a treatable condition, Aged Care Facilities that are able to develop programs for Pain Management should see a change in staff, residents and relatives.

Suggestions to better enable and facilitate the training and implementation process were also forthcoming for aged care staff.  Feedback can be divided into similar broad categories involving organisational-system factors, staff and residents and the model of pain assessment as well as general influences.

· Organisation wide support was seen as a positive influence (see page 8).

· An increasing recognition of pain as a major issue in residential aged care by government, health care professional and industry partners was seen as a strong positive incentive for practice change.

· Use of large print, laminated prompt cards was very helpful for many residents who retain verbal communication skills.  Selecting an appropriate time [from the residents perspective] for pain assessment can also improve capacity to complete questionnaire material (late afternoon is often more difficult for assessing cognitively impaired residents).

· Use of a movement based pain assessment protocol provides important information and facilitates the identification and assessment of chronic pain problems.

· The provision of dedicated time and appropriate training for undertaking a comprehensive pain assessment was seen as a definite enabler.

· The extensive training in the use of standardised pain assessment tools provides a benchmark and greater awareness of the need for comprehensive pain assessment which can then be passed onto other aged care colleagues using similar 1:1 models of teaching and joint practice in the use of selected tools.

· Tools and educational material should be made available in languages other than English, given the target audience.

· The need for ongoing support and reinforcement of training lessons with hand-out educational materials, posters and pain assessment fact sheets was suggested as a potential improvement to the implementation process.

· A pain advocate or pain champion was suggested as a potential enabler for continuing quality improvement and up-to-date training in pain assessment techniques.
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Revocation of Consent Form

Modified Resident’s Brief Pain Inventory
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Appendix 2

Powerpoint Presentation on the introduction to Pain Measurement

Simplified Powerpoint presentation on the introduction to the project for residential aged care staff

PLAIN LANGUAGE STATEMENT

NEW METHODS OF ASSESSING PAIN IN OLDER PEOPLE WITH MEMORY LOSS

You are invited to participate in this new study that will lead to better assessment and treatment of pain in older people with memory problems. Older people in residential care and particularly those with memory loss frequently suffer from painful conditions that are not adequately treated. This is usually because memory problems make it difficult for people to tell doctors, nurses and other carers of the extent of their pain.  In extreme cases memory loss can lead to the total loss of the ability to communicate verbally and when this occurs health carers have to use other methods of assessing the level of pain being experienced. Unfortunately, the methods available for assessing pain in people who cannot communicate verbally are inadequate. This new research project aims to improve current methods of pain assessment leading to a more accurate diagnosis and better treatment of painful conditions in people suffering from memory loss. 

To do this, the project staff will use standard questionnaires to first gather information about your pain from you, your doctor, nurses, family or friends. The information will be based on their observations of the effects that pain has on your mood, your facial expressions and on the way you move when going about your normal daily activities. The project team will also ask you questions that will provide information on the extent of your memory loss and the extent to which pain effects your daily activities.  The information will be gathered during one visit and will take approximately 1/2 hour of your time during that day.

The information we collect from this visit will allow us to find out how consistent the different types of measures are in assessing your 

pain and how to maximise the effectiveness of the information in assessing your pain.

It is important that you understand that your participation in this project must be voluntary. This is the case with all human research. If you suffer from memory problems, in addition to asking for your consent to participate, we will also seek acknowledgement from your family carer or your doctor.  As further protection of your rights, approval from the Victorian Civil and Administrative Tribunal may also be required in some cases. 

You are under no obligation to participate. If you choose to participate then later change your mind you are free to withdraw at any stage. Your decision to take part or not to take part, or to withdraw, will not have any affect on your routine medical treatment or your relationship with the Royal Freemasons Homes of Victoria.

If you have any questions or concerns, or would like more information now or at any stage do not hesitate to ask the project team or your doctor. People you can talk to include Associate Professor Stephen Gibson who can be contacted on 8387 2329 or Ms Rosemary Coull on 9011 7370. You may also like to discuss your participation in this project with a relative, friend or your doctor.

Remember, participation in this project is entirely voluntary and you are free to withdraw at any time.

Consent Form
Version 1
Site 1

Full Project Title: New methods of pain assessment in older persons with memory loss

I have read, or have had read to me in my first language, and I understand the Participant Information statement. 
I freely agree to participate in this project according to the conditions in the Participant Information. 

I will be given a copy of the Participant Information and Consent Form to keep.

The researcher has agreed not to reveal my identity and personal details if information about this project is published or presented in any public form.  

Participant’s Name (printed) ……………………………………………………

Signature







Date

Name of Witness to Participant’s Signature (printed) ……………………………………………

Signature







Date

Researcher’s Name (printed) ……………………………………………………

Signature







Date

Note: All parties signing the Consent Form must date their own signature.

Third Party Acknowledgement Form

Site 1

Full Project Title: New methods of pain assessment in older persons with memory loss

I have read, or have had read to me in my first language, and I understand the Participant Information statement.
I acknowledge that the researchers would like to enrol___________________________ in the research project named above, according to the conditions in the Participant Information. 

I will be given a copy of Participant Information and Third Party Acknowledgement Form to keep.

The researcher has agreed not to reveal__________________________'s identity and personal details if information about this project is published or presented in any public form.  

Participant’s Name (printed) ……………………………………………………

Name of Person providing Third Party Acknowledgement (printed) ………………………………

Relationship to participant: ……………………………………………………

Signature







Date

Witness to Signature (printed) ……………………………………………………  

Signature







Date

Researcher’s Name (printed) ……………………………………………………

Signature







Date

Note: All parties signing the Consent Form must date their own signature.

Revocation of Consent Form

Full Project Title: New methods of pain assessment in older persons with memory loss.

I hereby wish to WITHDRAW my consent to participate in the research proposal described above and understand that such withdrawal WILL NOT jeopardise any treatment or my relationship with The National Ageing Research Institute.

Participant’s Name (printed) …………………………………………………….

Signature






Date

The Modified Residential Brief Pain Inventory
Date____________________                          Time___________________

Name_______________________________________________________

                                     Last                            First                                 Middle Initial

Throughout our lives, most of us have had minor aches and pains from time to time.  Have you had pain, other than these everyday kinds of pain, today? 

YES
       NO

· Please rate your pain by circling the one number that best describes your pain

at its worst in the past 24 hours:

0
1
2
3
4
5
6
7
8
9
10

       No Pain





                  Worst Pain Possible

· Please rate your pain by circling the one number that best describes your pain
at its least in the past 24 hours:
0
1
2
3
4
5
6
7
8
9
10

            No Pain






      Worst Pain Possible

· Please rate your pain by circling the one number that best describes your pain 
      on average:
0
1
2
3
4
5
6
7
8
9
10

             No Pain






      Worst Pain Possible

· Please rate your pain by circling the one number that best describes your pain

      right now:

0
1
2
3
4
5
6
7
8
9
10

  
 No Pain






      Worst Pain Possible

· What treatments or medications are you receiving for your pain?

___________________________________________________________________

___________________________________________________________________

· In the past 24 hours, how much relief have pain treatments or medications provided? 

0%
10
20
30
40
50
60
70
80
90
100%
 No relief



    



      Complete relief

· On the diagram, shade the area where you feel pain. Put an X on the area that hurts the most.

  BODY MAP TO BE INSERTED HERE

· Circle the one number that describes how, during the past 24 hours, pain has interfered with your:

General activity

0
1
2
3
4
5
6
7
8
9
10

Does not interfere







Completely interferes

Mood

0
1
2
3
4
5
6
7
8
9
10

Does not interfere






Completely interferes

Walking ability

0
1
2
3
4
5
6
7
8
9
10
Does not interfere







Completely interferes

Relations with other people

0
1
2
3
4
5
6
7
8
9
10

Does not interfere







Completely interferes

Sleep

0
1
2
3
4
5
6
7
8
9
10

Does not interfere







Completely interferes

Enjoyment of life

0
1
2
3
4
5
6
7
8
9
10
Does not interfere






Completely interferes
RESIDENT’S VERBAL BRIEF PAIN INVENTORY
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1.  Throughout our lives, most of us have had minor aches and pains from time to time.  Have you had pain, other than these everyday kinds of pain, today?











 Yes

No

2. Please rate your pain by circling the word that best describes your pain at its worst in the past 24 hours.

No
        Mild
      Moderate
            Severe

 Extreme
 Most Intense Pain









 Imaginable

3. Please rate your pain by circling the word that best describes your pain at its least in the past 24 hours.

No               Mild
       Moderate
            Severe

 Extreme
 Most Intense Pain









 Imaginable

4. Please rate your pain by circling the word that best describes your pain on average.

No
        Mild
        Moderate
  Severe
 Extreme
 Most Intense Pain









 Imaginable

5. Please rate your pain by circling the word that best describes your pain right now.

No
        Mild
        Moderate
  Severe
 Extreme
 Most Intense Pain









 Imaginable

6. What treatments or medications are you receiving for your pain?

__________________________________________________________________________

__________________________________________________________________________

7. In the past 24 hours, how much relief have pain treatments or medications provided? 

No relief
         Some relief

Considerable relief
            Complete relief

8. On the diagram, shade the area where you feel pain. Put an X on the area that hurts the most.

BODY MAP TO BE INSERTED

9. Circle the word that describes how, during the past 24 hours, pain has interfered with your:

General activity
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Author

  Number

Method

Prev. (%)

Roy (1986) 

Roy (1986) 

132

132

VAS 

VAS 

“current”

“current”

 

 

83

83

Ferrell (1990)  

Ferrell (1990)  

92

92

VAS 

VAS 

“1 week”

“1 week”

 

 

71

71

Parmelee (1993)

Parmelee (1993)

758

758

verbal/NRS 

verbal/NRS 

“several weeks”

“several weeks”

80

80

McClean

McClean

 (2002)

 (2002)

544

544

verbal 

verbal 

“pain right now”

“pain right now”

65

Weiner

Weiner

 (1998) 

 (1998) 

158

158

verbal/NRS 

verbal/NRS 

“everyday/last 30 days”

“everyday/last 30 days”

 

 

58

58

Wagner (1997) 

Wagner (1997) 

461

461

staff  

staff  

“everyday/last 30 days”

“everyday/last 30 days”

39

39

(notes 44% with pain had inadequate management)

(notes 44% with pain had inadequate management)

Teno (2001) 

Teno (2001) 

2.2 

2.2 

million

million

MDS/staff  

MDS/staff  

“moderate

“moderate

+

+

”

”

15

15

(notes 41.2% with pain had inadequate management)

(notes 41.2% with pain had inadequate management)


Mood

[image: image8.wmf]Suffering from Pain

Suffering from Pain

Pain Free

About 78% of residents will have had pain during the last week, almost 1/4 

will have strong-severe pain and 42% will have inadequate pain management

          

Walking ability
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Relations with other people
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	Date

Time
	Name

DoB


Informant Opinion of Resident’s Pain

(in lieu of non-verbal residents or to document the views of other concerned people)
In your opinion, how severe was the resident’s pain at its worst in the last 24 hours.
0. No Pain
  1. Weak/Mild
   2. Moderate/Strong

 3. Severe 

In your opinion, how much pain does the resident have right now.
0. No Pain
  1. Weak/Mild
   2. Moderate/Strong

 3. Severe 

In your opinion, during the past 24 hours to what extent has pain interfered with the resident’s :-

General Activity

0. No interference
  1. Weak/Mild
   2. Moderate

 3. Complete          

Mood

0. No interference
  1. Weak/Mild
   2. Moderate

 3. Complete

Walking ability

0. No interference
  1. Weak/Mild
   2. Moderate

 3. Complete

Relations with other people

0. No interference
  1. Weak/Mild
   2. Moderate

 3. Complete

Sleep

0. No interference
  1. Weak/Mild
   2. Moderate

 3. Complete

Enjoyment of life

0. No interference
  1. Weak/Mild
   2. Moderate

 3. Complete

Pain Assessment IN Advanced Dementia (PAINAD)

Warden, Hurley, Volicer , JAMDA 2003; 4(1):9-15

Developed by the Geriatric Research Education Clinical Center (GRECC), VAMC, Bedford, MA

	COMPONENTS AND SCORING OF THE PAIN ASSESSMENT

IN ADVANCED DEMENTIA (PAINAD) SCALE



	
	0
	1
	2
	Score

	Breathing independent

of vocalisation
	Normal
	Occasional laboured breathing.

Short period of hyperventilation.
	Noisy laboured breathing. 

Long period of hyperventilation.

Cheyne-Stokes  respiration.
	

	Negative vocalisation
	None
	Occasional moan or groan. Low level speech with a negative or disapproving quality.
	Repeated troubled calling out. Loud moaning or groaning. Crying.
	

	Facial expression
	Smiling or inexpressive
	Sad. 

Frightened. 

Frown.
	Facial grimacing.
	

	Body language
	Relaxed
	Tense.

Distressed pacing. Fidgeting.
	Rigid. Fists clenched.

Knees pulled up.

Pulling or pushing away.

Striking out. 
	

	Consolability
	No need to console
	Distracted or reassured by voice or touch.
	Unable to console, distract or reassure.
	

	                                                                                                                     TOTAL
	


Pain Assessment IN Advanced Dementia

PAINAD

Warden, Hurley, Volicer , JAMDA 2003; 4(1):9-15

Developed by the Geriatric Research Education Clinical Centre(GRECC), VAMC, Bedford, MA

1

Item definitions

Breathing

1. Normal breathing. DESCRIPTION: Normal breathing is characterized by effortless,

quiet, rhythmic (smooth) respirations.

2. Occasional labored breathing. DESCRIPTION: Occasional labored breathing is

characterized by episodic bursts of harsh, difficult or wearing respirations.

3. Short period of hyperventilation. DESCRIPTION: Short period of hyperventilation is

characterized by intervals of rapid, deep breaths lasting a short period of time.

4. Noisy labored breathing. DESCRIPTION: Noisy labored breathing is characterized by

negative sounding respirations on inspiration or expiration. They may be loud, gurgling,

wheezing. They appear strenuous or wearing.

5. Long period of hyperventilation. DESCRIPTION: Long period of hyperventilation is

characterized by an excessive rate and depth of respirations lasting a considerable time.

6. Cheyne-Stokes respirations. DESCRIPTION: Cheyne- Stokes respirations are

characterized by rhythmic waxing and waning of breathing from very deep to shallow

respirations with periods of apnea (cessation of breathing).

Negative Vocalization

1. None. DESCRIPTION: None is characterized by speech or vocalization that has a

neutral or pleasant quality.

2. Occasional moan or groan. DESCRIPTION: Occasional moaning is characterized by

mournful or murmuring sounds, wails or laments. Groaning is characterized by louder

than usual inarticulate involuntary sounds, often abruptly beginning and ending.

3. Low level speech with a negative or disapproving quality. DESCRIPTION: Low level

speech with a negative or disapproving quality is characterized by muttering, mumbling,

whining, grumbling, or swearing in a low volume with a complaining, sarcastic or caustic

tone.

4. Repeated troubled calling out. DESCRIPTION: Repeated troubled calling out is

characterized by phrases or words being used over and over in a tone that suggests

anxiety, uneasiness, or distress.
 Abbey Pain Scale

For measurement of pain in people with dementia who cannot verbalise

How to use scale :  While observing the resident, score questions 1 to 6. 

Name of resident : ………………………………………………………………………………….

Name and designation of person completing the scale : ……………………………………

Date : …………………………………….  Time : ………………………………………………….

Latest pain relief given was at………………hrs.
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Q2.     Facial expression  
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Behavioural Change 

            eg increased confusion, refusing to eat, alteration in usual patterns
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Evaluation of Pain Assessment Tools

Trainee Interview Protocol

Purpose: 
Focus group interviews are being used in this study to gather information about the pain assessment tools as seen through the eyes of the trainees.  The idea is to gain some information on the perceived strengths and weaknesses of the training and measures.

Participants: 
Focus group interviews will be conducted with each trainee at the end of the final assessment session with that trainee.

Time:
It is expected that the interview will last for approx 10 minutes.

Audio-taping:
With the permission of the participants, the discussion will be taped and the tapes referred to for direct quotes.

Analysis:
The transcripts will be subject to content analysis – that is, they will be examined for their responses to the discussion points listed below.  

Reporting:
A summary of the responses to the discussion points listed below will be included in a report prepared by NARI for the Department of Human Services. Individual responses will be de-identified and any reference to people by name will be deleted. Some anonymous direct quotes may be used to illustrate the points made by the staff participating in the focus groups.

Discussion points:
Staff will be asked to comment on the following aspects of the training and pain assessment process:

6. Training sessions (What were the good and bad points about the training sessions?)
Prompts: Did you feel comfortable when learning how to use the tools?, Did you have a chance to practice? What would you add or remove from the training program? 

7. The assessment scales (how useful/feasible were the pain assessment scales)
Prompts: Were the tools easy to administer?, Were they asking for relevant clinical  information?, Did the residents struggle with completing the measures?, What did you like most about the measures?, What did you like least? 

8.  Clinical practice (Is the information worth having) 
Prompts: Did the scales help with routine pain assessment?, Do you believe the results of the measures?, Did it make you more aware of pain in the residents under your care?, Did it change the way you think about pain? Does it make it easier to assess pain in non-verbal residents?

9. From the resident’s perspective (the residents experience with the measures) 
Prompts: Did anybody object to the assessment?, Did people like the chance to talk about their pain?, Did the PAINAD or ABBEY interrupt/upset the non-verbal resident? 

10. Future use. (would you consider using these measures)  
Prompts- Would you use these measures in the future as part of your day to day practice? Are they too long or too hard to use? Do you have any suggestions for how the measures could be improved?

Appendix 2
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Train for Pain

…..it’s a fine fine line

Between pleasure and pain……
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WHAT WE CAN DO
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Observe
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Ask the right

questions
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Believe

•

Respond
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Non-verbal measures of pain in older persons with cognitive impairment

Non-Verbal indicators of likely pain:





Vocal expressions: (vocalise, moaning, noisy breathing, crying)

Facial expressions:(grimace, clench teeth, frightened/tense face)

Body language:(guarding/bracing, stiff body, rocking/withdraw)

General behaviour: (increased confusion, aggression, wander)

Physiologic signs:(tissue damage, vital signs change, previous Hx) 

Eg. Kovach et al. 1999, Simons et al. 1995, 

Warden et al. 2003, Weiner et al. 1999
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PET scans of pain unpleasantness

Rainville et al. 1997
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Time for Coffee!
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BARRIERS to IDENTIFICATION

		Communication and cognitive problems



		Social differences



		Attitudes



		Workloads
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All the other things…..

		Education level

		Cultural beliefs

		Language differences

		Age related beliefs

		Expected

		Fear

		Being good



		Incorrect beliefs

		Nothing helps

		Not believed

		Bother

		Addiction to pills

		Reduce independence





Prepared by Rosemary Coull






_1163917252.ppt


WHAT WE CAN DO

		Listen

		Observe

		Ask the right questions

		Believe

		Respond
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Cog and Com’s 

		Dementia



		Sensory Loss



		Dysphasia



		Dysarthria
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Train for Pain

…..it’s a fine fine line 

Between pleasure and pain……
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Physiological Measures

Advantages:

		Objective and can help to determine pain pathophysiology

		Can delineate peripheral vs CNS contributions to the pain experience

		Independent of cultural and educational factors





Disadvantages:

		Subjective experience does not always mirror physiologic activity

		Interpretation of some measures can be difficult

		Most methods are invasive
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A picture says more than a thousand words;



“-and that is just exactly the problem”



							Ingvar 1998

PET studies of pain
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Pain intensity PET scans

Coghill et al. 1999





INTENSITY
REGRESSION DIFFERENCE FROM REST
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Methodological considerations:  PET/fMRI studies of pain
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Behavioural Measures

Advantages:

		Objective and may be particularly useful in non-verbal populations

		Quantitative and sensitive to change

		Clinical relevance





Disadvantages:

		May not separate components of pain experience (eg. affect vs intensity)

		Inter- & Intra- observer reliability can be poor

		Full extent of influences other than  pain on behavioural indices has yet to be studied
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Physiological Measures

Primary Afferent Fibre Nociceptive Activity:

		Neurogenic flare response

		Compound action potentials

		Microneurography





Spinal Cord Nociceptive Processing:

		Short latency evoked potentials

		RIII Flexion withdrawal reflexes



Cortical Nociceptive Processing:

		Long Latency evoked potentials

		Electroencephalography

		PET/fMRI





Other Measures:

		Autonomic responses

		Biochemical sampling
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Eye brow lowers



Nose wrinkles



Eye lids tighten/close



Lips tighten/parted



Cheek area raised

Facial expressions of pain

Le Reche et al. 1984,1988
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Faces Pain Rating Scale
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Handgrip Force

Numeric Estimation

Excruciating

Very Intense

Severe

Intense

Strong

Moderate

Mild

Weak

Very Weak

Just Noticeable

Faint

Magnitude matching of pain word descriptors

Keefe et al. 1984
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Behavioural Measures

		Somatic Interventions



(eg. Medication use, number of treatments, visit to Dr)



		Function/Performance Measures



(eg. uptime, sleep, food intake, recreational activity, sexual activity, household duties, defined exercise routine)



		Pain Complaints



(eg. moaning, limping, rubbing, facial expressions)
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Self Report Measures

Advantages:

		Subjective appraisal

		Quantitative

		Easy to use



Disadvantages:

		Most measures are dependent on language skills

		Not objective and response bias often uncontrolled

		Scaling problems
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Common self report measures of pain





Simple Descriptive Pain Intensity Scale®
. . it
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No Mild Moderate  Severe Very Worst
pain pain pain pain severe  possible
pain pain
0 - 10 Numeric Pain Intensity Scale*
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No Moderate Worst
pain pain possible
pain
Visual Analog Scale (VAS)™"
No Pain as bad
pain as it could

possibly be
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SHORT-FORM McGILL PAIN QUESTIONNAIRE

Ronald Melzack

  		NONE	MILD	MOD	SEVERE

Throbbing								

Shooting

Stabbing

Sharp

Cramping

Gnawing

Hot-burning

Aching

Heavy

Tender

Splitting

Tiring-Exhausting

Sickening

Fearful

Punishing-Cruel



none    discomforting    annoying     distressing     excruciating



8

1
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Self Report Measures

		Verbal Descriptor Scales 



(eg. word descriptor, McGill pain questionnaire)



		Visual Analogue Scales



(eg. intensity, unpleasantness, pain “right now”)



		Numerical and Graphic Rating Scales



(eg. rate pain from “0 - 10”, faces pain scale)
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Definition of Pain:



“An unpleasant sensory and emotional 

experience associated with actual or potential

 tissue damage or described in such terms.”



			Bogduk & Merskey

			IASP Press, 1994
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Measures of Pain

		Self Report Scaling





		Behavioural Measurement





		Physiological Measures
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Pain in the Nursing Home

Consider pain as the 5th vital sign

Assessment !

Assessment !

Assessment !
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Pain prevalence in the Nursing Home

 Author	  Number	Method	Prev. (%)

                               

Roy (1986) 	132	VAS “current” 	83

		

Ferrell (1990)  	92	VAS “1 week” 	71

		

Parmelee (1993)	758	verbal/NRS “several weeks”	80



McClean (2002)	544	verbal “pain right now”	65



Weiner (1998) 	158	verbal/NRS “everyday/last 30 days” 	58	



Wagner (1997) 	461	staff  “everyday/last 30 days”	39

			(notes 44% with pain had inadequate management)

Teno (2001) 	2.2 million	MDS/staff  “moderate+”	15

			(notes 41.2% with pain had inadequate management)		
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Suffering from Pain

Pain Free

About 78% of residents will have had pain during the last week, almost 1/4 

will have strong-severe pain and 42% will have inadequate pain management
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Approaches to pain assessment and measurement 





National Ageing Research Institute

Parkville, Victoria
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