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PAIN

Introduction
Between 50 and 86 percent of older
adults report some degree of pain that
may interfere with quality of life.1–3 Mus-
culoskeletal pain is the most frequent
pain complaint among older patients, but
other sources such as headache, cancer,
or postherpetic neuralgia are also com-
mon.4 Untreated pain can cause second-
ary symptoms of sleep disturbance,
weight loss, depression, and decreased
life satisfaction. Older individuals may
refrain from complaining of pain because
they may believe it is an expected con-
sequence of aging and disease, because
they fear the meaning of pain, or because
they just don’t want to bother anyone.5

Furthermore, several studies have
demonstrated that pain in older adults
may be poorly controlled because they
underreport pain.6,7 In older individu-
als with dementia, communication and
comprehension difficulties lead to even
poorer pain detection and control.
Although multiple pain assessment
instruments are currently available, most
clinicians are not familiar with their per-
formance in older individuals, particular-
ly in the presence of dementia. This
paper will review the reliability and
validity of self-assessment and observa-
tional pain scales in older populations
with and without dementia.

Self-Assessment Pain Scales:
Are they Reliable in Older
Individuals?
Pain is a subjective experience for which
there are no objective biological markers.
Self-report is considered the most accu-

rate and appropriate pain assessment
method as family members and care-
givers often underestimate a patient’s
pain.8–10 Patients should be asked to rate
their pain both to better understand its
severity as well as to give a baseline
assessment to determine changes in the
level of pain after treatment.

Different unidimensional pain self-
assessment scales are available. The hor-
izontal visual analog scale (HVAS)
consists of a 10 cm line anchored by two
extremes of pain: no pain and extreme
pain (Figure 1). Patients are asked to posi-
tion a sliding vertical marker to indicate
the level of pain they are currently expe-
riencing; pain severity is measured as the
distance in centimetres between the zero
position and the marked spot.11–13 The
vertical visual analog scale (VVAS) is
similar to the prior scale but is presented
vertically, and the line is replaced by a red
triangle with its summit facing down-
wards (no pain=0) and its base at the top
(maximum pain=10); the use of this scale
has been validated in children.14 The
faces pain scale (FPS) shown in Figure 2
consists of a line drawing of seven faces
that express increasing pain (no pain=0,
maximum pain=6).15 It has been adapt-
ed for older adult populations from sim-
ilar pain scales used in pediatric
settings.16 

The verbal rating scale (VRS) origi-
nated by Melzack is a simple, common-
ly used pain rating scale.17 To complete
it, subjects select one of six descriptors
that represent pain of progressive inten-
sity: none, mild, discomforting, distress-
ing, horrible, or excruciating. Another

Persistent pain is common in older
adults, and its consequences are
often severe. Self-assessment scales
have been validated in older popula-
tions and remain the gold standard
for the evaluation of pain intensity
in this age group. Most patients with
dementia demonstrate appropriate
use of self-assessment scales.
Observational scales correlate mod-
erately with self-assessment and
tend to underestimate pain intensity;
thus, their use should be reserved for
patients who have demonstrated
their inability to use self-assessment
tools reliably.
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scale is a modified 21-point Box Scale.
The scale has a row of 21 boxes labeled
from 0 to 100 in increments of five. The 0
anchor is labeled ”no pain,” while the 100
anchor is labeled “pain as bad as it could
be.” To complete the scale, respondents
indicate the box that best represents their
pain.18

Unfortunately, few studies have
explored the psychometric properties of
unidimensional pain scales in older
populations. Kamel demonstrated in a
study conducted in two long-term care
facilities that the systematic use of three
pain assessment scales (the visual ana-
log scale, faces scale, and pain descrip-
tive scale) increased the detection of
pain among residents (30% versus 15%,
p<0.001).19 Tiplady et al. determined the
psychometric properties and utility of
five pain rating scales (vertical visual
analog scale, 21-point numeric rating
scale, verbal descriptor scale, 11-point
verbal numeric rating scale, and faces
pain scale) in younger (25–55 years) and
older (65–94 years) volunteers during
experimentally induced thermal pain.20

All five pain scales were effective in dis-
criminating different levels of pain sen-
sation in older adults; the verbal
descriptor scale was the most sensitive
and reliable. The faces pain scale was
less strongly related to other pain scales,
perhaps because this pain scale may
relate to a broader concept of pain and
suffering beyond simple pain intensity.
Increasing age has been associated with

a higher frequency of incorrect respons-
es to the VAS.18 However, Herr, in a
sample of community-dwelling older
adults, found that the error rate in the
use of several different measures of pain
intensity was comparable to that report-
ed in the general population by
Jensen.18,21 In hospitalized older popu-
lations, the validity of four pain scales
(five-point verbal rating scale, a seven-
point faces pain scale, a horizontal 21-
point [0–100] box scale, and two vertical
21-point [0–20] box scales) has been
demonstrated.21 

Patients with Cognitive 
Impairment: Should One 
Routinely Use Observational
Scales?
Pain may be particularly difficult to
identify in cognitively impaired indi-
viduals as it can manifest itself atypical-
ly as agitation, increased confusion, and
decreased mobility.3 In many clinical
settings, pain is not assessed in dement-
ed patients due to reliability concerns.
In particular, self-assessment is rarely
attempted. Furthermore, when pain is
evaluated in severely demented
patients, observational scales are rou-
tinely used by the nursing staff.22,26

Most of these instruments assess vocal-
izations, facial expressions, and body
language.

However, it should be noted that
several studies have demonstrated that
patients with dementia can accurately
complete self-assessment pain scales
and that their reports of pain should be
taken seriously. The feasibility and reli-
ability of four pain self-assessment
scales (verbal rating, horizontal visual
analog, vertical visual analog, and faces
pain scales) was evaluated in older hos-
pitalized patients with mild (n=64),
moderate (n=81), and severe (n=15)
dementia and their performance was
compared to that of an observational
rating scale. Over 90% of patients with
mild-to-moderate dementia and more
than one-third of those with severe
dementia could complete at least one of
four pain self assessment scales. Test-
retest reliability was high for all four
self-assessment scales, and the correla-
tion between these scales was very
strong (Spearman rs=0.81–0.95;
p<0.001).27 In contrast, correlation with
an observational scale, Doloplus-2®,23,24

which assesses somatic complaints
(such as facial expression, protective
body posture, or sleep pattern), func-

Verbal rating scale

1. no pain

2. mild

3. moderate

4. severe

5. very severe

6. extreme

Source: Melzack R, 1975.17

Table 1: Unidimensional Pain Self-
Assessment Scales 

Persistent pain is very frequent in older adults and may have important consequences 
on health, behaviour, and quality of life.

Older individuals frequently underreport their pain.

Self-assessment tools are the gold standard for pain measurement and have been 
validated in older adults.

Self-assessment scales can be used reliably in most subjects with dementia.

Observational pain scales usually underestimate pain; however, they do correlate 
moderately with self-assessment. Such scales should not be applied routinely, and their use
should be restricted to situations where appropriate self-assessment cannot be performed.

Table 2: Some Principles of Pain Assessment for Older Patients

Figure 1: Horizontal Visual Analog Scale

No pain Extreme pain

Source: Scott J, et al., 1976; Jenson MP, et al., 1986; Tiplady B, et al., 1998.11-13
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tional impairment, and psychosocial
reactions, was only moderate and tend-
ed to underestimate pain intensity.

Conclusion
Pain assessment can be performed in a
reliable fashion in older individuals.
Validated clinical tools are available.
Assistive listening devices or visual
scales can be used to facilitate pain
assessment in patients with hearing
loss. Patients with poor vision should
be encouraged to express their pain
using either a numerical or verbal
scale. Self-assessment scales can be
used reliably in most patients with
mild and moderate cognitive impair-
ment. Observational scales should not
be applied routinely in this population
but reserved for those few patients
who have demonstrated their inability
to use self-assessment scales appropri-
ately. Using the same scale over time is
the best approach to tracking changes
reliably. It is important to take the time
to find the most appropriate scale for
each patient and ensure that it is
understood.
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Figure 2: Faces Pain Scale

Source: Tiplady B, et al., 1998.13


