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Although pain is not a normal
consequence of aging, it is

very common in elderly persons
who require long-term care.
According to the American
Geriatrics Society, 45% to 80% of
residents in long-term-care facili-
ties suffer significant pain,1 most
frequently identified as muscu-
loskeletal and neuropathic pain.2

In the elderly, pain is associated
with several negative conse-
quences, such as a decline in
mobility, the risk of falling,
depression, insomnia, social isola-
tion and malnutrition.3

Even though pain is a very
common occurrence, it remains
under-detected, under-evaluated

and under-treated in long-term-care
facilities.3 A study4 has shown that
25% of residents in such establish-
ments who present with pain on a
daily basis receive neither anal-
gesics nor nonpharmacologic
management for this condition.
The problem is even greater with
long-term-care patients with cog-
nitive impairment. Since statistics
show that approximately 50% of
long-term care patients fall into
this category, the detection and
assessment of pain in this popula-
tion represent a major challenge.5-7

Only one study has been able to
determine the incidence of pain in
long-term-care patients with cog-
nitive impairment. In Ferrell’s
study8 of 217 subjects, the inci-
dence of pain was shown to be
62%.

While it has been demonstrated
that dementia has no impact on

the threshold of pain and toler-
ance to it, an increasing number of
studies indicate that cognitively
impaired residents receive a sig-
nificantly lower proportion of
analgesics than the non-impaired,
even though their clinical pictures
may be similar.7-9 Marzinski10

stated that the tragedy of dementia
is the possibility that residents
who are unable to express their
pain may be exposed to undue
suffering.

Pain Detection 
and Assessment
The relief of pain depends upon
its detection and subsequent rigor-
ous assessment. Routine screen-
ing for pain is one of the recom-
mendations made by the
American Geriatrics Society, the
American Medical Directors
Association and the Registered

The International Association for the Study of Pain defines pain as “an unpleasant sensory
and emotional experience associated with actual or potential tissue damage, or described in
terms of such damage.” Pain is chronic when it persists or recurs beyond a reasonable
healing period of three to six months. It is therefore a highly subjective personal experience,
for which there is no objective biological marker.
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Nurses’ Association of Ontario
best practice guidelines on pain
management. The concept of pain
as the fifth vital sign developed in
the United States during the
1990s, is an effective example of
the systematic detection of pain.
The detection and assessment of
pain is incorporated into the rou-
tine taking of vital signs and their
documentation. As pain is subjec-
tive and personal, patients are the
only ones who can correctly
assess their own level of pain. The
golden rule, suggested by
McCaffery,11 is that “Pain is
whatever the experiencing person
says it is, existing whenever the
experiencing person say it does.”

Several studies12-14 have com-
pared patients’ and nurses’ assess-
ment of pain, and have all reached
the same conclusion: nurses tend
to underestimate their patients’
pain. Choinière’s study14 in
severe burn patients has shown
that the more experienced the
nurse (more than 15 years), the

more he/she underestimates
patients’ pain.

Pain assessment poses a partic-
ular challenge in patients with
cognitive impairment. However,
studies have shown that it is pos-
sible for patients with mild-to-
moderate dementia and Mini-
Mental State Examination
(MMSE) scores of 15 or more to
use self-assessment pain intensity
tools.15 The scales most common-
ly used are: verbally administered
numerical rating scales from 0 to
10 with 0 representing no pain
and 10 representing the worst
pain—patient’s are asked “how
much pain are you feeling now?”
(this scale appeared easier for eld-
erly men than for women);3 the
visual analogue scale, like the col-
ored scale and the thermometer;
the verbal descriptor scale, the
best known of which is the McGill
Pain Scale; and the faces pain
scale, like that of Wong-Baker
(Figure 1). The use of the latter
scale in geriatrics is, however,
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open to criticism, as it was devel-
oped for pediatric use: some of the
faces with tears would mean less to
an older population. The face scale
developed by Céline Gélinas16

(Figure 2) for non-verbal adults in
intensive care units, appears prom-
ising even though it has not yet
been validated for use in cognitive-
ly impaired geriatric patients.

A study conducted in 20007

compared the McGill Pain Scale,
the Wong-Baker scale, a visual
analogue scale and a verbal numer-
ic rating scale in 37 dementia
patients with scores of 15 or less
on the MMSE. The study lasted for
one year. Results showed that 73%
of patients had been able to use the
McGill Pain Scale, vs. 61% for the
Wong-Baker Scale, 57% for the
visual analogue scale and 51% for
the verbal numeric rating scale.
Ferrell et al8 carried out a similar
study on 217 patients with an aver-
age MMSE score of 12.1 (standard
error 7.9), and 65% of those sub-
jects were able to use the McGill
Pain Scale. In recent studies,
patients with MMSE scores as low
as 6/30 were able to use the verbal
scale.15 This may be explained by
the fact that verbal scales using
words, like the McGill Pain Scale,
require a lower level of abstraction.

Based on clinical observation, the
difficulty that cognitively impaired
patients experience when using pain
self-assessment tools is not only
related to their cognitive limitations,
but also to the sometimes awkward
approach taken by caregivers. When
a self-assessment tool is used in

patients with cognitive impairment, it
is recommended that instructions be
given three times, with one minute
between repetitions.

When such patients are unable to
communicate or use the self-assess-
ment scales, the most acceptable
alternative is behavioral observation
using validated tools. Three recent
meta-analyses17-19 have identified

the Pain Assessment Checklist for
Seniors with Limited Ability to
Communicate (PACSLAC)20 as
the best tool currently available. A
French-language version (PAC-
SLAC-F),21 is also available. PAC-
SLAC is a multidimensional scale
developed for use in non-verbal,
cognitively-impaired seniors in
long-term care facilities. It contains
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Pain

Table 1

PQRST Method for Pain Assessment29

P = Provoke and Palliate

Identify elements that provoke and worsen pain

Ex.: What causes pain?

What makes it worse?

Identify elements that procure pain relief

Ex.: What makes your pain better?

Q = Quality

Obtain a pain description in the patient’s own words

Ex.: Can you describe your pain?

What does it feel like?

R = Region and Radiate

Determine the location of the pain

Ex.: Can you show me, with your hand, where your pain is located?

Where does the pain radiate?

Does it go anywhere else?

S = Severity and Other Signs and Symptoms

Determine the intensity of pain

Ex.: How severe is your pain on a scale from 0 to 10?

Identify other signs and symptoms

Ex.: Are there other unusual signs or sensations along with your pain 
(claudication, stiffness, spasms, etc.)?

T = Time

Identify the occurrence and duration of pain

Ex.: Since when have you been in pain?

When did the pain start?

Are you always or sporadically in pain?
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60 elements, divided into four cate-
gories: facial expressions, activi-
ty/body movement, social/personal-
ity/mood indicators and physiologi-
cal indicators. PACSLAC is easy to
use and takes about five minutes to
administer.

Among French pain behavior
observational tools is the DOLO-
PLUS-2.22 This tool requires pro-
longed observation and is criticized
for its small number of elements and
the low specificity of some of these
with respect to pain. The simplified
behavioral scale (échelle comporte-
mentale simplifiée [ECS])23 and eld-
erly behavioral scale (échelle com-
portementale de la personne âgée
[ECPA])24 are also available, but
have not been fully tested as yet.

The tools available in English
include the Assessment of
Discomfort in Dementia (ADD) and
the Discomfort Scale for Dementia
Alzheimer’s Type (DS-DAT), which
assess the level of discomfort in eld-
erly patients. They are not, however,
recommended for pain assessment
situations.25-26 The Checklist of
Nonverbal Pain Indicators (CNPI)27

was developed for elderly patients
requiring acute care following hip
fracture. It is therefore not suitable
for use in an long-term-care setting.
Finally, Pain Assessment in the
Communicatively Impaired Elderly
(PACI)28 seems a promising tool for
detecting pain in this popula-
tion, although more testing is
required.

To round out the assessment,
the American Medical Directors
Association recommends taking
the patient’s pain history and per-
forming a thorough physical exami-
nation. The PQRST Checklist29

(Table 1) can be used as a reference
when collecting information on the
patient’s history and documenting
the patient’s chart.

Barriers to Pain Relief
Apart from the difficulty in detect-
ing and assessing pain in cognitive-
ly-impaired elderly patients, other
factors can also hinder pain relief,
such as a lack of knowledge on the
part of professionals and persistent
myths concerning pain in the elder-
ly, some of which can be found in
Table 2.

Conclusion
Relieving pain in elderly cogni-
tively impaired patients repre-
sents a considerable challenge.
Despite the progress made over
the past few years, further
research is required in this area
and innovative clinical projects
must continue to be developed.
The continuing education of
health professionals should also
be encouraged in order to
improve clinical practice in this
field and meet the ever-growing
needs of this population.
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Table 2

Myths About Pain in the Elderly30-33

• Complaining about pain is a sign of a weak character

• Pain is a normal consequence of aging

• Pain is a way to pay for one’s sins

• Pain means that death is near

• The use of morphine means that death is near

• Pain is a pathway to heaven

• Pain indicates a serious illness

• Elderly people have a lower tolerance of pain

• Pain is a way to attract attention and manipulate others

• Elderly people are likely to become dependent on their medication

• The use of narcotics is not recommended in the elderly

• Elderly people have a higher risk of respiratory depression

• Fear of administering the final dose
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tion remains extremely common,6

particularly in the elderly who gen-
erally have decreased intake of
vitamin D-rich foods, lower levels
of sunlight exposure and, even if
sunlight exposure does occur, suf-
fer from the age-related reduced
ability to metabolize vitamin D in

the skin.7 This hypovitaminosis D
often leads to secondary hyper-
parathyroidism and its subsequent
enhanced osteoclastic bone
resorption.8

How Can a Patient’s Risk of
Fracture Be Assessed?
Despite all we know about OP
and the risk factors of fracture,
we do not have a crystal ball that
tells us exactly who will fracture
and when. Like every other area
of medicine, we deal with risk
and risk reduction (not elimina-
tion). With more than 80% of low
trauma fractures occuring in peo-
ple who do not have a T-score
below -2.5 (the definition of
“osteoporosis” utilized in bone
mineral density [BMD] reports)9

it is very apparent that we need
more than just BMD to estimate
fracture risk. In addition, changes
in bone density in people taking
antiresorptive drugs explains
only 4% to 30% of the reduction

in risk of vertebral and non-verte-
bral fractures.10

At the same time, primary-care
physicians have become very famil-
iar with the use multifactorial risk
assessment tools such as those based
upon Framingham data to estimate a
patient’s risk of a cardiac event.

Such tools allow for a more realistic
estimate of what the individual
patient’s risk really is if they do not
undergo therapeutic interventions.
Although a number of such tools are
available for OP, including one that
is suggested for use when reporting
(dual-energy x-ray absorptiometry
(DXA) results,11 perhaps one of the
most robust tools has recently been
published by the World Health
Organization12 and is available
online at www.shef.ac.uk/FRAX.
This FRAXTM fracture assessment
tool is based upon international data
and, after entering some basic clini-
cal risk factors (Table 1) and the
femoral neck bone density (T-score
or Z-score) a 10-year risk of hip
fracture and major osteoporotic
fracture (clinical spine, forearm, hip,
or shoulder) is provided. Although
this tool may have some drawbacks
(such as the use of femoral neck
BMD rather than potentially lower
BMD sites, underestimation in
patients with particularly strong per-

sonal or family fracture histories,
and the absence of a specific
Canadian calculation tool), it is very
simple to use and relatively intuitive,
yet robust and well validated. 

The resulting 10-year fracture
risk assessment can then be used
to discuss with the patient or
family member the magnitude of
risk, with a value of approxi-
mately 15% risk of hip fracture
being considered by many to be
an appropriate treatment inter-
vention threshold. The use of
antiresorptive therapy would be
expected to reduce the risk of
fracture by 40% to 50% over the
first three years (the duration of
most randomized control trials).
Their effect over 10 years (com-
pared to placebo) is unknown
and unstudied but they are
thought to remain effective with
such long-term use. As a result it
is also important to note that
once a patient is taking an
antiresorptive agent their risk of
fracture is reduced (assuming
the medication is taken appro-
priately and appropriately
absorbed), although the exact
degree of reduction is unknown.
By utilizing this method of
assessment, one can avoid the
overtreatment of the low-risk
patient (10-year fracture risk <
10%) as well as the undertreat-
ment of those at highest risk
(10-year fracture risk > 20%)—
two problems that are unfortu-
nately all too common and prop-
agated by an over-reliance on
BMD values alone.
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One potentially preventable risk factor for
microarchitectual changes that affects all ages but is
particularly important in the frail or institutionalized
elderly patient is vitamin D insufficiency.


