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BACKGROUND

• Pain is frequently undetected and poorly managed 
in the elderly population who have dementia [3]

• Pain is common in the elderly (Australian research)

– up to 86% of NH residents had pain[4]

– greater than 40% were unable to report pain 
secondary to poor cognition [5]

BACKGROUND

• Cognitive impairment is the strongest predictor 
not to self report pain [2, 6]

• Cognitive impairment can mask pain and is also 
worsened by the presence of pain [7]

BACKGROUND

• Guidelines have been developed to help guide 
practitioners in the evaluation of pain in the elderly 
with cognitive impairment:

– American Geriatric Society [8] 

– Australian Pain Society [9] 

• A multidisciplinary approach between staff is 
suggested as well as history & physical examination 
by medical staff.

MAIN AIM OF THIS 
PILOT WORK

To describe any correlations among pain scores in 
people with dementia obtained with:

• a targeted physical examination (Physicians Pain 
Examination Tool: PPET)

• the Abbey Pain Scale [1]

• the PAINAD [2]



1/7/2009

2

SECONDARY AIMS 
– to determine if other ways of reporting pain in 
people who have dementia are useful

• Global impression of pain by physician examiner

• Self reporting of pain 

• Reports of pain by others (from staff or relatives as 
recorded in medical notes)

– To determine if details of medical diagnosis in 
notes match with findings on physical examination

METHODS

• Convenience sample

• Recruitment from 3 high care residential facilities 

• Exclusion criteria: Folstein’s MMSE [10] =/>18

METHODS

• PPET (Physicians Pain Examination Tool): 
– based on a routine physical examination 
– emphasis on common painful conditions in the elderly 
(based on literature findings) 

– input from an expert panel

• Concurrent administration of the Abbey [1] & PAINAD 
[2](research assistant) with the PPET (principal 
researcher); blinded

• MMSE [10] & GDS [11] (Global Deterioration Scale)

Scoring system of the PPET

• The maximum score on examination determines the 
pain on examination
– e.g.. on examination, if max score = 2; the PPET 
score =2

– Score:
• 0 = no pain
• 1 = mild pain
• 2 = moderate pain
• 3 = severe pain

PARTICIPANTS

• 22 residents

• 16 (72.7%) female

• Mean age 86.2yrs (range 65-99yrs)
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PARTICIPANTS

• Primary diagnosis in all = dementia

• MMSE [10] median = 2, range = 0-17 

• Global Deterioration Scale  [11] median = 6 
(severe cognitive decline), range = 4-7

RESULTS: Methods of assessing pain

No pain Mild pain Mod pain Severe pain

PPET score 7 (31.8%) 8 (36.4%) 6 (27.3%) 1 
(4.5%)

ABBEY 19 (86.4%) 3 (13.6%)

PAINAD 16 (72.7%) 6 (27.3%) 
scored 1-3

RESULTS: Methods of assessing pain

Reliability analysis - intraclass correlation co-efficient 
(ICC):

– Abbey & PAINAD: ICC 0.92 (95% CI: 0.81-0.96)

– PPET score & Abbey: ICC 0.44 (95% CI: 0.03-0.72)

– PPET score & PAINAD: ICC 0.49 (95% CI: 0.10-0.75)

RESULTS: Methods of assessing pain
weighted kappa score 0.67 (95% CI 0.38-0.96) 

percentage agreement= 68.2%

PPET score

0 1 2 3 total

Physicians global 
impression of 

pain

0 7 3 0 0 10

1 0 5 2 0 7

2 0 0 3 1 4

3 0 0 1 0 1

total 7 8 6 1 22

PPET examination

• Average time to complete: 8.7 mins

• Completeness of the examination

– Fully; 4 (18.2%)

– Half to majority; 15 (68.2%)

– Partially; 3 (13.6%)

c2

SELF REPORT MEDICAL 

NOTES

FREQENCY PERCENT (%)

YES Participant 

report

1 25

Staff report 2 50

Unknown report 1 25

TOTAL 4 100

NO No report 5 38.5

Staff report 5 38.5

Unknown report 3 23.1

TOTAL 13 100

NO ANSWER No report 1 20

Staff report 2 40

Relative report 1 20

Unknown report 1 20

TOTAL 5 100
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c2 was this to true completion?
ctoye, 5/11/2008
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PPET vs. self report
PPET score Self report: 

yes
Self report: 
no

Unable to self 
report

0 (no  pain) 0 5 2

1 (mild pain) 2 4 2

2 (mod pain) 2 3 1

3 (severe pain) 0 1 0

Total : 4 Total : 13 Total : 5

Medical history

• Mean number of medical problems = 7.82 (range 3-13)

• Mean number of active medical problems = 5.73 (range 2-9)

• Most common medical diagnosis

– Dementia n=22 (100%)

– Visual impairment n=18 (81.8%)

– Musculoskeletal n=12 (54.5%)

– Genitourinary n=12 (54.5%)

– Gastrointestinal  n=10 (45.5%)

Known medical conditions vs. pathology 
on examination

Present in 
medical 

notes

Active in 
medical 

notes

Detected on 
physical 

examination

Pain on 
examination

M-S 17 12 22 * 12 

PVD 4 3 15 * 2 

Neuro 6 1 2 2 

Skin 9 7 16 * 4 

GIT 11 10 6 6 

c4

Treatment: Pharmacological 

• In 5 participants it was mentioned that there was non 
compliance with taking medication

• All participants were charted at least one analgesic

• Regular analgesics charted in 15 (68.2%)

• PRN analgesic charted in 14 (63.6%)

• Other medications commonly prescribed but not analgesics per 
se:
– Laxatives n=13
– PPI n=5
– Prednisolone, allopurinol, recent completion antibiotic course

Treatment: Non Pharmacological

PPET categorised score

Therapy Number 0 1 2 3

Complementary 

therapy

11 2 4 4 1

Active physical 

therapy

14 5 5 4 0

Passive physical 

therapy

4 0 2 2 0

SUMMARY

• Pain assessment:

– Observational  pain tools underestimate the 
number of people with pain and the intensity of 
pain compared to a physicians examination

– Good statistical correlation between Abbey [1] & 
PAINAD [2] and only moderate correlation 
between the PPET and the observational pain tools
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c4 Hi Paula

could we condense these two slides to include only the most relevant conditions do you think please?

ctoye, 5/11/2008
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SUMMARY

• Pain assessment
– PPET had good agreement with the ‘Physicians 
Global impression of pain’

– However, the physician’s impression tends to 
underestimate pain compared to PPET: supported 
by other studies in people who have dementia

– Self reporting of pain still achievable in people 
who have dementia: self reporting of pain is 
supported by pain detected by the PPET despite 
the degree of dementia

SUMMARY OF PPET

• ADVANTAGES

• Routine examination

• Determines aetiology

• Subtle changes: 
resistance to movement / 
guarding determined

• Incorporates other 
assessment of pain: self 
report, others reporting, 
physicians impression

• DISADVANTAGES

• Not been previously 
used

• Scoring system

• Poor compliance in 
completing the full 
examination

• Self report too limiting: 
only asked about ‘pain’ 
not ‘sore’, ‘discomfort’ 
etc

LIMITATIONS OF THE STUDY

• Only a pilot study - small numbers

• More work required assessing physical 
examination

• Compliance an issue in those with dementia:  
realistically repeated examination over time 
would be more useful

• Ethnicity not reported and may be a factor in 
pain expression

RECOMMENDATIONS

• Education is important for all involved in the care of 
elderly people with dementia 

• Better initial documentation and assessment on arrival 
using a proforma similar to the PPET by a health 
professional

• Multidisciplinary input encouraged plus documentation 
of findings

• Repeated formal examination regularly : ?3 monthly 
intervals

• Observational pain tools do have a role- not to be 
used in isolation
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