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Abstract

The assessment and management of pain in nursing homes have been shown to be
suboptimal, but no study has evaluated differences in clinical setting within these homes. The
prevalence and management of pain on different care wards (psychogeriatric, somatic, and
rehabilitation) was studied on 562 newly admitted Dutch nursing home residents. Pain was
measured according to the Nottingham Health Profile (perceived pain) and the Minimum
Data Set pain observation items (frequency and intensity). Pain frequency differed
significantly across the different ward types: on psychogeriatric wards (n = 247), it was
27.1%; on somatic wards (n = 181), 53.9%; and on rehabilitation wards (n = 129),
57.8%. Being admitted on a psychogeriatric ward was significantly related to less pain
compared to being admitted on a somatic ward, even when adjusted for possible confounders
such as age, gender, cognitive status, activities of daily living, pain-related disorders, and
depression (odds ratio [OR] 0.38 [95 % confidence interval (CI)= 0.23—0.62]). Patients
on psychogeriatric wards who had pain received less pain medication, adjusted for frequency
and intensity of pain (OR 0.37 [95 % CI= 0.23—0.59]), compared to patients on somatic
wards. We conclude that admission to a psychogeriatric care ward, independent of cognition, is
associated with lower pain prevalence, and also with lower levels of pain treatment. | Pain
Symptom Manage 2007;34:480—487. © 2007 U.S. Cancer Pain Relief Committee. Published
by Elsevier Inc. All rights reserved.
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Pain is highly prevalent in nursing homes
(45%—80%) and has a serious impact on
quality of life and functional impairment.1
There is an increase in pain-related pathology
with advancing age, and although this could
mean older people experience more pain,
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they appear to report less pain.”> There are
several factors that influence experience and
report of pain, such as mood state, perception
of control, expectations, and social or cultural
conditions.” The presence of dementia is even
more complicating in the assessment of pain,
because the neuropathology related to demen-
tia may also influence the pain threshold and
experience. There is accumulating evidence
that patients with Alzheimer’s disease (AD)
have an unchanged pain threshold but an in-
creased pain tolerance.* Another difficulty in
the assessment of pain in dementia patients
is that the validity of the assessment instru-
ments is difficult to establish.®~”

The issue of pain management in nursing
homes has received little attention in research.
Although there are specific problems in this
population, such as sensitivity to side effects
of drugs, the consensus is that good pain
management is very well possible, but often
inadequate in quantity and quality." Pain man-
agement in dementia patients is assumed to be
even worse because of communication and
detection difficulties, and the fear of inducing
side effects and polypharmacy.2 Earlier studies
suggest that Alzheimer patients generally re-
ceive less pain medication.® More insight into
factors that influence the assessment and
management of pain in dementia patients is,
therefore, necessary.2’7

The care setting might be responsible for
some differences in the assessment and
management of pain. One study found that
hip fracture patients received significantly
less medication during the first 24 hours in
the nursing home as compared with the last
24 hours of hospitalization.” It is not unlikely
that there are also differences between assess-
ment and management of pain on different
types of wards within nursing homes. In The
Netherlands, residents with dementia are
admitted on specialized psychogeriatric wards
and residents with other diseases are placed
on long-term care, palliative, or rehabilitation
wards. The specialized psychogeriatric wards
are comparable to the Special Care Units
(SCU) for AD in the USA. SCUs have special
attention for behavioral interventions while
minimizing the use of psychotropic medica-
tion and restraints.'’”"® This study compares
the assessment of pain and pain management
on three different types of nursing home

wards: rehabilitation, psychogeriatric, and
chronic somatic care.

Methods

Design and Sample

There are 325 nursing homes with 53,800
beds (26 per 1,000 elderly people) in The
Netherlands.'* All nursing homes have special-
ized nursing home physicians on their staff
(approximately one for every 100 patients).
Data collection was carried out by registered
physicians in a specialist-training program for
nursing home physicians. This vocational
training consists of two years of medical
practice in a teaching nursing home, with
a one-day theoretical course per week at
a University Institute for Nursing Home Medi-
cine.'”” The present study was part of the re-
search training that is one of the elements of
the core curriculum. In 65 nursing homes
throughout the country, the physicians in-
cluded and assessed newly admitted residents
within 10 days after admission. The only ex-
clusion criterion was being readmitted after
a temporary discharge (less than 90 days).
The physicians were encouraged to include
all admitted residents, but if this intervened
with other curriculum activities, other random
inclusion methods were allowed (e.g., the first
five new admissions, or the first of every five
new admissions).

The study was approved by the ethical com-
mittee of the VU Medical Centre.

Patients

Five hundred sixty-two patients were
included and assessed (64.6% female). The
mean age at admission was 78.5 years (SD
10.5; range: 28—101), which is a representative
sample of all Dutch nursing home patients.'®
Age was categorized in four groups for the
logistic regression model: 7.5% was younger
than 65 years, 17.1% was between 65 and 74,
46.6% was between 75 and 84, and 28.8% was
older than 84 years.

Ward Type

All patients were defined as admitted on
a somatic ward, psychogeriatric ward, rehabili-
tation ward, or other. Two dummy variables
were constructed: one for psychogeriatric
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ward and one for rehabilitation ward, both
with the somatic ward as reference category.

Measurement Instruments

Most variables were derived from the Mini-
mum Data Set (MDS) 2.0 items for nursing
home care.'” These items have shown good
reliability in several countries."®*" Dutch
nursing home physicians are on the ward on
a daily basis; they received instructions and
filled out the MDS themselves; however, con-
sultation with others could take place.

Pain was assessed by two questionnaires as
discussed in the following sections.

The Nottingham Health Profile (Pain).”’ The
Nottingham Health Profile (NHP) for pain is
an eightitem (yes/no) questionnaire that
could be answered by 412 (of the 562)
patients. Reasons for not completing the
NHP were the following: cognitive deficits
(n=128), low consciousness (n=19), prob-
lems with hearing and reading (n=>5), severe
aphasia (n=21), other reasons (n=11), or
more than one of these (n=22).

The MDS. Pain was also measured using the
MDS Item J2a (pain frequency) and J2b
(pain intensity). This item is based on observa-
tions of caregivers. Pain frequency consists of
no pain, less than daily pain, and daily pain
in the last seven days. Pain intensity consists
of mild pain, moderate pain, and times when
pain is horrible or excruciating in the last
seven days.

Pain was dichotomized into never pain
versus daily or less than daily pain for logistic
regression analysis and Chi-square analysis.
The accuracy of the measurement of pain
with MDS items has been established in a large
nursing home sample against a Visual Analog
Scale (kappa 0.707).22 The correlation be-
tween the MDS pain frequency and the NHP
in this sample was 0.772 (Spearman’s rho).

Confounding Variables

Pain-Related Disorders. Patients who had one
of the following diagnoses were considered as
being at greater risk for having pain: arthro-
sis/osteoarthritis, hip fracture (with or without
surgery), total hip replacement, other fracture
(e.g., upper arm), total knee, other orthopedic

surgery, osteoporosis, contractures, and any
malignancy.”** The presence of one of these
diagnoses was used in multivariate regression
analysis as a confounding variable. The distri-
bution of these pain-related diagnoses for the
different ward types is shown in Table 1.

Pain  Medication. The wuse of opioid and
nonopioid pain medication was registered as
the actual use in the last week, and could range
between zero and seven days in the week. In
the logistic regression model, this was dichoto-
mized into “no use in the last week” versus
“used at least for one day in the last week.”

Level of Cognitive Functioning. Cognitive func-
tion was measured according to the MDS Cog-
nitive Performance Scale (CPS), which is based
on five MDS items. The CPS is a hierarchical
seven-category index, ranging from cognitively
intact to very severely impaired.25 It has shown
substantial agreement with the Mini-Mental
State Examination in the identification of cog-
nitive impairment in research.?®

Mood/Depressive  Symptoms. Mood was mea-
sured using the MDS Depression Rating Scale,
which is a seven-item scale. With a cut-point of
3, it differentiates well between residents with
few or many depressive symptoms. Compared
to the Diagnostic and Statistical Manual IV psy-
chiatric criteria for depression, it has a high

Table 1
Distribution of Pain-Related Disorders Diagnosis
on Different Wards

Somatic Psychogeriatric Rehabilitation

Ward Ward Ward
. (n=181) (n=247) (n=129)

Active
Diagnosis n % n % n %
Arthosis/ 23 127 32 13.0 20 15.5

osteoarthritis
Hip fractures 0o — 1 0.4 0 —

no surgery
Hip surgery 4 22 8 3.2 7 5.4
Total hip 0o — 1 0.4 6 4.7
Total knee 2 1.1 1 0.4 6 4.7
Other fracture 7 3.9 6 2.4 4 3.1
Other accident 3 1.7 4 1.6 1 0.8
Osteoporosis 9 50 10 4.0 7 5.4
Contractures 9 5.0 8 3.2 1 0.8
Other surgery/ 4 2.2 4 1.6 4 3.1

orthopedic

—
—
=
ot
RS
wo
—

Any malignancy 14 7.7
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sensitivity (91%) and a lower specificity
(69%).*

Activities of Daily Living.  Activities of Daily Liv-
ing (ADL) classification is based on six MDS
items on self-performance of ADL, each con-
sisting of five categories, ranging from inde-
pendent to totally dependent, and one item
concerning urinary incontinence. The seven-
category (hierarchical) ADL index ranges
from minor oversight to highly dependent.

Demographic Variables. Sex and age (in four
categories: <65, 65—74, 75—84, =85) were
recorded.

Analysis

Chi-square statistics and multivariate logistic
regression models were used to analyze dif-
ferences between the care wards. First, unad-
justed regression analysis was performed, and
then adjusted for pain-related diagnoses; fi-
nally, we performed additional adjustment for
demographics, ADL, mood, and cognition
(SPSS 10.1).

Results

There were 181 (32.0%) patients admitted on
a somatic ward, 247 (44.0%) on a psychogeriat-
ric ward, and 129 (23.0%) on a rehabilitation
ward. Five patients (1.1%) were admitted on an-
other type of ward, and were notincluded in the
analysis. This sample had more patients admit-
ted on psychogeriatric wards (44%) than the
national average in that year, which was 33.6%
(significance of the difference P<0.001).”'
There are no national data available on the
other types of wards described.

Prevalence of Pain on Different Wards

There were 412 patients (46.8) that reported
any pain with the NHP; measured with the
MDS, the prevalence of any pain was 50.3%.
Arms and legs, back, joint, and hip were the
most frequent locations of pain (Table 2):
more than 10% of the residents reported
pain in one of those places.

Perceived pain (measured with the NHP)
was significantly lower on psychogeriatric
wards: 27.1% versus 53.9% on somatic wards
and 57.8% on rehabilitation wards. The

Table 2
Location of Pain

Location of Pain n %

Back 69 12.3
Bone 30 5.3
Thorax 7 1.2
Head 28 5.0
Stomach/abdomen 25 4.4
Pelvis 13 2.3
Hip 58 10.3
Joint 64 11.4
Arms and legs 80 14.2
Surgical wound 23 4.1
Soft tissue 48 8.5
Phantom pain 5 0.9
Other place 42 7.5

differences in the individual items of the
NHP are shown in Table 3. All eight items
show marked lower frequencies on psychogeri-
atric wards than on the other types of wards.

Observed pain (MDS pain frequency) was
also lower on psychogeriatric wards: 33.6% ver-
sus 61.7% in the somatic wards and 65.9% on
rehabilitation wards (x?=49.387; P< 0.001).
These differences were more distinct for daily
pain, than for pain that was present less than
daily (Table 4).

The unadjusted odds ratio (OR) (logistic
regression analysis) for having pain on a psy-
chogeriatric ward was 0.32 (95% confidence
interval [CI] = 0.21—0.47) compared to having
pain on a somatic ward. The strength of the
relation did not change when the model was
adjusted for cognitive impairment: OR 0.35
(95% CI=0.22—0.56). The OR did not
change much, when in the final model we ad-
ditionally adjusted for having at least one diag-
nosis that can contribute to pain, age, gender,
ADL, and depressive symptoms (OR 0.38, see
Table 4).

Pain Management/Medication Use

Three hundred fifty-one residents (62.5%)
received no pain medication at all, 196
(34.9%) used nonopioid pain medication,
and 36 (6.4%) received opioid medication;
21 residents (3.7%) received opioid and non-
opioid medication, and 190 (33.8%) opioid
or nonopioid medication.

There was a strong relation between the
presence of pain measured with the MDS
and the wuse of medication (Spearman
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Table 3

Distribution of Perceived Pain According to the Nottingham Health Profile (NHP)
for Different Types of Care Wards

Somatic Ward Psychogeriatric Rehabilitation
(n=152) Ward (n=129) Ward (n=128) All (n=412)
(84.0% of Total) (562.2% of Total) (100% of Total) (73.3% of Total)“
n % n % n % n %
At night 39 25.7 3 2.3 33 25.8 75 18.2
Unbearable pain 15 9.9 0 0 5 3.9 20 4.9
Change position 52 34.2 18 14.0 45 35.2 117 28.4
Walking 30 19.7 18 14.0 46 35.9 95 23.1
Standing 31 20.4 13 10.1 34 26.6 79 19.4
Walking stairs 26 17.1 4 3.1 17 13.3 47 114
Constant pain 26 17.1 2 1.6 9 7.0 16 3.9
Sitting 36 23.7 3 2.3 28 21.9 67 16.3
Mean NHP (SD) 1.53 (1.8) 0.47 (1.0) 1.70 (1.9) 1.25 (1.72)

“Including five from other types of wards.

rho = 0.475, P< 0.001; for pain measured with
the NHP, this was 0.389, P<0.001).

Somatic patients had a mean of 2.83 days
per week receiving nonopioid pain medica-
tion. The corresponding values were 1.13 for
psychogeriatric and 3.31 for rehabilitation pa-
tients (P<0.001). The use of opioid medica-
tion was expressed as the number of days per
week that this medication was used; the mean
was 0.11 for psychogeriatric patients, versus
0.71 for somatic patients (P < 0.001).

Sixty percent of residents with any pain re-
ceived pain medication, opioid or nonopioid.
For residents with high cognitive performance,
this was 60.9%; for residents with low cognitive
performance, it was 55.8%. On the somatic
wards, 67.7% of patients with pain received
any pain medication; on the rehabilitation
wards, this figure was 70.6%. On the psycho-
geriatric wards, only 39.8% of patients with
pain received any pain medication (Table 5).

In a multivariate logistic regression model,

significantly less pain medication compared
to residents on a somatic ward, even when we
adjusted for the presence and intensity of
pain (OR 0.41, 95% CI = 0.25—0.67, P< 0.001;
see Table 5).

Discussion

This study found that half of all newly admit-
ted Dutch nursing home residents have pain,
according to both an observational (MDS)
and a perceived (NHP) pain scale. This preva-
lence is in concordance with other studies in
nursing homes, although some studies have
found even higher prevalence rates.' Patients
on psychogeriatric wards had less pain than
patients on somatic or rehabilitation wards.
This relation was strong (OR 0.45 compared
to somatic ward) and did not come as a sur-
prise, because it is known that cognitive im-
pairment could be associated with less pain.”

patients on  psychogeriatric wards had However, the decrease in pain experience on
Table 4
Pain Frequency on Different Ward Types and OR for Having Pain”
Less Than
Pain No Pain (n [%]) Daily Pain (n [%]) Daily Pain (n [%]) Adj. OR’ 95% CI P
Somatic ward 69 (38.3) 34 (18.9%) 77 (42.8%) — — <0.001
(reference group)

Psychogeriatric ward 164 (66.4) 37 (15%) 46 (18,6) 0.38 0.23—0.62 <0.001
Rehabilitation ward 44 (34.1) 98 (21.7) 57 (44.2) 1.34 0.80—2.25 0.274
Total 277 (49.8) 99 (17.8) 180 (32.4)

OR = odds ratio.

“According to the Minimum Data Set on different care wards, adjusted for cognition, sex, age, activities of daily living (ADL), pain-related

diagnosis, and depression (logistic regression model).

]’Adjusted for cognition, sex, age, ADL, pain-related diagnosis, and depression.
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Table 5
Percentage of Patients on a Ward with or Without Pain That Receive Any Pain Medication
(Opioid and/or NonOpioid) and OR for Receiving Pain Medication on Different Care Wards
%Receiving Any Pain Medication
Patients without Pain Patients with Pain Adj. OR” 95% CI P
Somatic ward (reference group) 20.3 67.6 — <0.001
Psychogeriatric ward 10.4 39.8 0.41 0.25—0.67 <0.001
Rehabilitation ward 18.2 70.6 1.15 0.68—1.94 0.596

OR = odds ratio.

“Adjusted for Minimum Data Set intensity of pain (logistic regression model).

psychogeriatric wards was not explained by the
level of cognitive functioning or by differences
in demographics or mood status. These find-
ings suggest that other important factors may
influence the prevalence or detection rates of
pain.

There may be several explanatory mecha-
nisms responsible for the differences between
nursing home patients of different ward types
found in this study. In addition to possible
disease-related differences (e.g., dementia),
there are several environmental differences,
such as physical environment, activity patterns,
and care provision. Pain might indeed be less
prevalent on psychogeriatric care wards, be-
cause there may be more emphasis on the
role of a friendly move home-like environ-
ment. Possibly this leads to less stress which
may lead to a lower pain perception or a higher
pain threshold. Pain might be less prevalent
on psychogeriatric care wards if the majority
of the patients suffer from AD. Results of pre-
vious studies have shown that AD patients
indicate less pain than the elderly without
dementia.?® On the other hand, patients with
vascular dementia may report an increase in
pain experience that should alert the nursing
staff which pain is a clinical symptom that
needs attention and treatment.®’” Pain also
may present itself in different ways that might
lead to a lower “index of suspicion.”2 For ex-
ample, it is known that pain might be pre-
sented as behavioral disturbances.?” This other
presentation of pain or discomfort is effec-
tively being used in an intervention for the
improvement of the assessment and treatment
of pain in end-stage dementia.”

Patients in this study admitted on the psy-
chogeriatric wards received less pain medica-
tion, something that has been found in an
earlier study.8 This study also showed that

receiving less medication was not explained
by the presence or the intensity of pain. This
suggests that next to the detection of pain,
the reaction of physicians and nurses to pain
is influenced by the environment: on rehabili-
tation wards, pain is more prevalent, and there
are only a few residents in pain who do not re-
ceive pain medication. This is in accordance
with the findings of Cadogan et al., showing
that a high prevalence of pain according to
the MDS was associated with better pain assess-
ment and treatment care processes.31 Pain is
apparently not so prevalent on psychogeriatric
wards, and might, therefore, not be high on
the priority list of physicians and nurses, result-
ing in a smaller inclination to give pain medi-
cation. One of the strengths of specialized
psychogeriatric wards is that they are generally
not so inclined to use (psychotropic) medica-
tion, more likely to aspire to fewer medica-
tions, especially for behavioral problems.'
The fear of inducing side effects and polyphar-
macy in these frail patients is well known.” This
could have a negative impact on the quality of
pain management. Education and information
on pain recognition and management for
nurses and physicians, especially those who
work with dementia patients, could then be
appropriate.

This was a study on recently admitted nurs-
ing home patients, and both the assessment
and management differences we found could
represent the quality of the care setting before
admission (e.g., hospital or primary care) in-
stead of the quality of care in the nursing
home ward. In Dutch nursing home care, it
is expected of the nursing home physician to
perform a physical assessment and draft a pre-
liminary care plan together with the responsi-
ble nurse within two working days after
admission. Therefore, it seems logical that
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the assessment and management of pain re-
flect the situation in the nursing home wards.
Future research with patients who are admit-
ted for a longer period of time is the only
way to confirm our findings and hypothesis.

The MDS pain scale has shown adequate to
excellent reliability in research settings.22 In
some studies, questions have been raised about
the validity of the MDS pain scale in patients
with low cognitive functioning.w’33 We used
a validated measure for perceived pain
(NHP) in addition to the MDS pain scale. In
our study, the validity of the observational
MDS pain data, collected by trained physi-
cians, seems to be adequate regarding the
high correlation found between the scores on
the MDS pain scale and perceived pain mea-
sured by the NHP, at least for those patients
who were not severely cognitively impaired.

This study focused on newly admitted pa-
tients, and the findings might be different
for patients who become long-term residents.
This was a cross-sectional study, and, therefore,
no claims on the causality of relations can be
made. It is possible that other factors on which
we have no data are responsible for the differ-
ent pain prevalence and management ratios
on psychogeriatric wards. Psychological or psy-
chosocial factors, such as personality, beliefs,
stress, coping mechanisms, and social support,
are not represented in this study.m’35

We recommend that the assessment and
treatment of pain in dementia patients should
receive more attention, both in research and
in clinical practice. There are several reliable
and valid instruments that are available for
the assessment of pain in this group, and
even simple treatment (such as 3 g of acet-
aminophen a day) may have a wide range of
beneficial effects.***”

References

1. Ferrell BA. Pain evaluation and management in
the nursing home. Ann Intern Med 1995;9:
681—687.

2. Frampton M. Experience assessment and
management of pain in people with dementia.
Age Ageing 2003;32:248—251.

3. Turk DC, Okfuji A. Assessment of patients’ re-

porting of pain: an integrated perspective. Lancet
1999;353:1784—1788.

4. Benedetti F, Vighetti S, Ricco C, et al. Pain
threshold and tolerance in Alzheimer’s disease.
Pain 1999;80:377—382.

5. Huffman JC, Kunik ME. Assessment and under-
standing of pain in patients with dementia. Geron-

tologist 2000;40:574—581.

6. Manfredi PL, Breuer B, Meier DE, et al. Pain
assessment in elderly patients with severe dementia.
J Pain Symptom Manage 2003;25:48—52.

7. Ferrell BA, Ferrell BR, Rivera L. Pain in cogni-

tively impaired nursing home patients. | Pain Symp-
tom Manage 1995;10:591—598.

8. Scherder EJ, Bouma A. Is decreased use of anal-
gesics in Alzheimer disease due to a change in the
affective component of pain? Alzheimer Dis Assoc
Disord 1997;11(3):171—-174.

9. Feldt KS, Gunderson J. Treatment of pain for
older hip fracture patients across settings. Orthop
Nurs 2002;21(5):63—64. 66—71.

10. Gerdner LA, Beck CK. Statewide survey to com-
pare services provided for residents with dementia
in special care units and non-special-care units.
Am ] Alzheimers Dis Other Demen 2001;16(5):
289—295.

11. Kane RA, Jordan N, Grant LA. Goals for Alz-
heimer’s care in nursing homes: what kind of differ-
ences do special care units expect to make? ] Health
Hum Serv Adm 1998;20(3):311—332.

12. Warren S, Janzen W, Andiel-Hett C, et al. Inno-
vative dementia care: functional status over time of
persons with Alzheimer disease in a residential
care centre compared to special care units. Dement
Geriatr Cogn Disord 2001;12(5):340—347.

13. Lane P, Kuntupis M, MacDonald S, et al. A pain
assessment tool for people with advanced Alzheim-
er’'s and other progressive dementias. Home
Healthc Nurse 2003;21(1):32—37.

14. Ribbe MW, Ljunggren G, Steel K, et al. Nursing
homes in 10 nations: a comparison between coun-
tries and settings. Age Ageing 1997;26(S2):3—12.

15. Hoek JF, Ribbe MW, Hertogh CMPM, et al. The
specialist training program for nursing home physi-
cians: a new professional challenge. ] Am Med Dir
Assoc 2001;6:326—330.

16. Arcares. Nursing homes in numbers 1998: infor-
mation from LZV and SIVIS. [in Dutch]. Utrecht:
Arcares, 1999.

17. Morris JN, Hawes C, Fries BE. Designing the na-
tional Resident Assessment Instrument for nursing
homes. Gerontologist 1990;30:293—307.

18. Hawes C, Morris N, Phillips CD, et al. Reliabil-
ity estimates for the Minimum Data Set for nursing
home resident assessment and care screening

(MDS). Gerontologist 1995;35(2):172—178.

19. Morris JN, Nonemaker S, Murphy K, et al.
A commitment to change: revision of HCFA’s RAI.
J Am Geriatr Soc 1997;45(8):1011—1016.



Vol. 34 No. 15 November 2007

Pain on Different Nursing Home Care Wards 487

20. Sgadari A, Morris JN, Fries BE, et al. Efforts to
establish the reliability of the RAI. Age Ageing
1997;26(S2):27—30.

21. Hunt SM, McKenna SP, McEwen ], et al. A quan-
titative approach to perceived health status: a valida-
tion study. ] Epidemiol Community Health 1980;34:
281—286.

22. Fries BE, Simon SE, Morris JN, et al. Pain in U.
S. nursing homes: validating a pain scale for the
minimum data set. Gerontologist 2001;41(2):
173—179.

23. Finne-Soveri H, Ljunggren G, Schroll M, et al.
Pain and its association with disability in institu-
tional long-term care in four Nordic countries.
Can J Aging 2000;19:38—49.

24. Proctor WR, Hirdes JP. Pain and cognitive status
among nursing home residents in Canada. Pain Res

Manag 2001;6:119—125.

25. Morris JN, Fries BE, Mehr DR, et al. MDS Cog-
nitive Performance Scale. ] Gerontol 1994;49:
ml174—m182.

26. Hartmaier SL, Sloane PD, Guess HA, et al. Val-
idation of the Minimum Data Set Cognitive Perfor-
mance scale: agreement with the mini-mental state
examination. | Gerontol 1995;50:m128—m133.

27. Burrows AB, Morris JN, Simon SE, et al. Devel-
opment of a Minimum Data Set-based depression
rating scale for use in nursing homes. Age Ageing
2000;29:165—172.

28. Marzinski LR. The tragedy of dementia: clini-
cally assessing pain in the confused, nonverbal
elderly. ] Gerontol Nurs 1991;17:25—28.

29. Geda YE, Rummans TR. Pain: cause of agitation
in elderly individuals with dementia. Am ] Psychiatry
1999;156(10):1662—1663.

30. Kovach CR, Weissman DE, Griffie ], Matson S,
Muchka S. Assessment and treatment of discomfort
for people with late-stage dementia. ] Pain Symptom
Manage 1999;18:412—419.

31. Cadogan MP, Schnelle JF, Yamamoto-Mitani N,
Cabrera G, Simmons SF. A minimum data set prev-
alence of pain quality indicator: is it accurate and

does it reflect differences in care processes? J Ger-
ontol A Biol Sci Med Sci 2004;59(3):281—285.

32. Fisher SE, Burgio LD, Thorn BE, et al. Pain as-
sessment and management in cognitively impaired
nursing home residents: association of certified
nursing assistant pain report, Minimum Data Set
pain report, and analgesic medication use. ] Am
Geriatr Soc 2002;50(1):152—156.

33. Cohen-Mansfield J. The adequacy of the mini-
mum data set assessment of pain in cognitively im-
paired nursing home residents. J Pain Symptom

Manage 2004;27(4):343—351.

34. Zaza C, Baine N. Cancer pain and psychosocial
factors: a critical review of the literature. J Pain
Symptom Manage 2002;24(5):526—542.

35. Lewandowski W. Psychological factors in
chronic pain: a worthwhile undertaking for nurs-
ing? Arch Psychiatr Nurs 2004;18(3):97—105.

36. Zwakhalen SM, Hamers JP, Berger MP. The psy-
chometric quality and clinical usefulness of three
pain assessment tools for elderly people with
dementia. Pain 2006;126(1—3):210—220.

37. Chibnall JT, Tait RC, Harman B, Luebbert RA.
Effect of acetaminophen on behavior, well-being,
and psychotropic medication use in nursing home
residents with moderate-to-severe dementia. ] Am
Geriatr Soc 2005;53(11):1921—1929.



	Pain in the Nursing Home: Assessment and Treatment on Different Types of Care Wards
	Introduction
	Methods
	Design and Sample
	Patients
	Ward Type
	Measurement Instruments
	The Nottingham Health Profile (Pain)21
	The MDS

	Confounding Variables
	Pain-Related Disorders
	Pain Medication
	Level of Cognitive Functioning
	Mood/Depressive Symptoms
	Activities of Daily Living
	Demographic Variables

	Analysis

	Results
	Prevalence of Pain on Different Wards
	Pain Management/Medication Use

	Discussion
	References


