Prevalence of pain among nursing home residents
in rural New South Wales

CLINICAL EXPERIENCE and epidemio-
logical evidence indicate that chronic
pain of non-malignant origin is com-
mon among elderly people residing in
the community or in nursing homes.!?
Elderly Australians living in high-level-
care residential facilities are dependent
as a result of physical and/or cognitive
impairment. Physical impairment
caused by disease is often accompanied
by pain, as acknowledged in the 1998
Australian federal legislation establish-
ing outcome standards for pain manage-
ment of the elderly in residential aged-
care facilities.* The Federal Govern-
ment is now seeking to ensure, by an
accreditation process, that the standards
for pain management are met through-
out Australia.

Recent surveys in other countries
have estimated the prevalence of pain
within nursing home populations to be
anywhere between 27% and 83%.%°
One US study reported 15% persistent
severe pain among residents of aged-
care facilities,!® while an Australian
study by Madjar and Higgins found that
86% of residents in one nursing home
were in chronic pain.!' A broader popu-
lation survey of Australians in high-level
care is needed to achieve more accurate
estimates of pain prevalence.

The objectives of our study were to
measure the prevalence of pain among
nursing home residents in rural New
South Wales and to describe the proce-
dures that facilities use for pain man-
agement. Our data and survey methods
are intended for use by medical officers
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Objective: To measure the prevalence of pain among residents of rural and
regional nursing homes in northern New South Wales and to describe the
procedures used for pain management.

Design: Cross-sectional survey using interviews and audit of medical records.
Setting and participants: 917 nursing home residents in 15 nursing homes within
a northern NSW area health service in 1998-1999.

Main outcome measures: Number of residents experiencing pain at the time of
interview; sites of pain and magnitude of pain problem; diagnoses relevant to pain;
analgesic prescribing patterns; non-pharmacological treatments for pain; and the
extent of pain documentation in nursing records.

Results: The prevalence of pain present at interview was 27.8% (95% Cl, 21.8%—
33.8%). Women reported pain more often than men (31% v 21%; x3 = 5.38;

P =0.02), but pain was not significantly associated with age, length of stay, or
diagnoses of arthritis or dementia. Common sites for pain were the limbs, joints and
back; 22% of residents reporting pain had no record of analgesic medication, and
16% had had no form of pain treatment ordered. Agreement between the nursing
record and the residents’ pain symptoms was borderline poor/fair (x, 0.24).
Conclusions: The prevalence of pain is high among nursing home residents in
rural NSW who are able to communicate their pain. Descriptive data suggest that
pain management activities could be substantially improved.
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four private for-profit facilities) located
in a northern NSW area health service.
Of 932 residents, consent was received
from 917 to participate in the study.

managing nursing-home residents and
by facility managers developing quality
assurance programs for improving
standards of pain care in residential
settings in line with Commonwealth
standards and guidelines.

Setting and study population

Data collection

Consent to conduct the study was
obtained from residents, extramural
carers (for non-communicating resi-
dents — ie, those with severe dementia),
facility managers and residents’ medical
officers. The survey involved audit of
medical records and interviews with
nursing home residents.

Outcome variables compiled from
medical records were presence of a

A cross-sectional survey was under-
taken in 1998-1999 among residents of
15 nursing homes (11 charity-owned,
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nursing record of pain, analgesic and
co-analgesic medications prescribed,
non-pharmacological methods of pain
management, and diagnoses relevant to
pain (eg, arthritis, dementia). (Data for
the first three variables were based on
notes recorded over the seven days up to
and including the day of the survey,
while diagnostic information was taken
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from the full medical record back to the
time of admission to the facility.) Medi-
cal records were also used for general
demographic data.

Outcome variables derived from
interviews were present pain, site(s) of
pain, and pain problem magnitude.
Prior to interviews, senior nurses identi-
fied residents who were cognitively able
to respond to our questions. We then
sought the consent of these residents to
a brief interview, in which we asked
about the presence and site(s) of pain
and residents’ perception of the magni-
tude of their pain problem. We asked
each participant, “Do you have any
ache, pain or discomfort at the
moment?” (defined in our analysis as
“present pain”). We chose “present
pain” as the defining measure rather
than “past pain”, which is an unreliable
measure for assessing institutionalised
elderly people given the high prevalence
of dementia (16%-48% among people
admitted to northern NSW nursing
homes'?).

In the pilot phase of our study we
used visual analogue scales (VAS) to
measure pain intensity. However, after
observing that many residents’ cogni-
tive, visual, hearing and/or manual
impairments cause difficulties in using
VAS,'? we decided instead to ask a
simple verbal question regarding pain
severity: “Is it a big problem, medium-
sized problem or a small problem?”.
Nearly all residents who could commu-
nicate the presence of pain were able to
classify their pain problem into one of
these three categories (comprising the
variable “pain problem magnitude™).

Statistical analysis

Data analyses included pain prevalence
estimates, as well as tests of association
between demographic characteristics
and the survey outcome variables, using
x? tests for categorical variables, r-tests
for normally distributed continuous var-
iables and the Wilcoxon rank-sum test
for non-normally distributed continu-
ous variables. Inter-rater reliabilities
measured using two observers were high
for all present pain questions (k, 0.72—
1.0). Test—retest reliabilities (carried out
by recording the initial responses to the
questions, distracting the subject with
another conversation topic, then asking
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in our survey

544 (59.3%)
Residents able to communicate

N

151 (27.8%)
Residents with present pain

1: Participation and presence of pain among nursing home residents

Residents of northern NSW nursing homes

917 (98.4%)
Consenting residents
(656 women, 261 men)

N

393 (72.2%)
Residents without present pain

932

O\

15 (1.6%)
Non-consenting residents

373 (40.7%)
Residents unable to communicate

the initial questions again) were also
high (k, 0.72-0.91).

Ethics approval

Our study was approved by the Medi-
cine and Health Sciences Research Eth-
ics Committee, a subcommittee of the
University of Newcastle Human
Research Ethics Committee.

Of the 917 consenting participants,
women (7 = 656; 71.5%) outnumbered
men (n=261; 28.5%) and were, on
average, significantly older (mean, 84.5
years [SD, 8.7] v mean, 81 years [SD
4.5]5t="7.33; P< 0.001). Five hundred
and forty-four participants (59.3%)
were able to answer questions about
pain, and 151 (27.8%; 95% CI, 21.8%—
33.8%, adjusted for clustering) of these
communicating residents were in cur-
rent pain (Box 1). Women were more
likely to report pain than men (31% v
21%; x5=5.38; P=0.02). For com-
municating residents, the mean length
of stay in a nursing home was 26.9
months (SD, 32.9; 95% CI, 24.2-29.7)
and the mean age was 83 years (SD,
9.3; 95% CI, 82.3-83.8).

Attributes of pain and its treatment
among the 151 residents experiencing
present pain are shown in Box 2. The
most common sites for pain (experi-
enced as “severe” or “moderate”) were
the limbs, joints and back. There was no
significant association between the pres-

ence of pain and residents’ age or length
of stay in a nursing home. Fifty-four per
cent of participants in present pain were
prescribed analgesics (ie, paracetamol)
alone, while 27% received some form of
physical treatment such as massage,
passive movement or heat. For 22% of
residents reporting pain there was no
record of receiving analgesic medica-
tion, and 16% of residents reporting
pain had received no treatment at all for
pain. Pain relievers other than paraceta-
mol that had been prescribed included
opioids (31.8% of participants in
present pain) and non-steroidal anti-
inflammatory drugs (NSAIDs) (12%),
and 54% of participants in present pain
had a record of antidepressant use.
Among communicating residents not in
present pain, 66.7% (262/393) were
currently being prescribed analgesics or
NSAIDs.

There was a tendency for patients
with arthritis to report pain more often
than those without arthritis (odds ratio
[OR], 1.49 [95% CI, 0.96-2.29];
P =0.06), and for patients with demen-
tia to report pain less often than those
without dementia (OR, 0.72 [95% CI,
0.48-1.07]; P =0.08), but these differ-
ences were not significant.

Agreement between the nursing
record of pain and residents’ reporting
of pain was borderline poor/fair (k,
0.24).'* For 32% (126/393) of residents
not reporting present pain, nursing
notes indicated the presence of pain,
while for 41% (62/151) of those in
current pain there was no record of pain
in the nursing notes (Box 3). Interest-
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ingly, records of the 373 non-communi-
cating residents for the week before the
survey show that nurses assessed 27%
as having pain present.

Commonwealth Department of Health
and Aged Care standards for pain man-
agement require documented evidence
of identification, assessment and review
of pain sufferers and appropriate pro-
grams for managing their symptoms.?
Benchmark standards addressing these
care requirements would allow a more
objective evaluation of pain manage-
ment in nursing home facilities by key
stakeholders, including accreditation
agencies, facility managers, health staff,
general practitioners, visiting specialists,
and the residents and their families.

Our survey results suggest that organ-
isational efforts to comply with legis-
lated standards for pain management
are not fully meeting the requirements.
Nearly 28% of nursing home residents
who were able to communicate were
experiencing pain of varying intensity,
and nursing records show that a similar
proportion of non-communicating resi-
dents were thought to be in pain.

Established pharmacological princi-
ples were not applied in using simple
analgesics for chronic musculoskeletal
pain — paracetamol was more often
given “as needed” rather than “regu-
larly” for those with present pain. Simi-
larly, few residents in pain were given
physical treatments, such as heat or
massage, suggesting underuse of “pain
management programs, including a
range of interventions” requested in the
Commonwealth care standards.? In
brief, our data indicate that medical
practitioners attending patients in aged-
care facilities could significantly
improve the detection of pain simply by
regularly asking whether it is present.
Our study highlights the need to review
medication and physical treatments for
pain in rural facilities and probably in
metropolitan settings as well.

A limitation of our study is that pain
estimates are generalisable only to those
able to communicate (ie, about 60% of
residents). We believe that the way we
defined pain (in terms of “ache”, “pain”
or “discomfort”) was culturally mean-
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2: Characteristics and pain treatment of communicating nursing home
residents presently experiencing pain (number [%] of residents)

(n=151)

Main sites of pain Limbs 40 (24%)
Joints 33 (20%)
Back 30 (18%)
Abdomen 20 (12%)
Head 18 (11%)
Pain problem magnitude* Severe 61 (41%)
Moderate 51 (34%)
Mild 37 (25%)
Management of present pain Analgesic medication alone 81 (564%)

Physical treatment alone (eg, massage, 12 (8%)

passive movement, heat)

Both medication and physical treatment 29 (19%)
No analgesic medication 33 (22%)
No pain management 24 (16%)
Prescribing of paracetamol PRN paracetamol 70 (46%)
for residents in present pain Regular dosage paracetamol 34 (23%)
No paracetamol 47 (31%)

*n=149, x°=6.34, P=0.04.

3: Agreement between nursing records and residents’ pain symptoms*

Number of residents
reporting pain (%) (n=151)

Number of residents not
reporting pain (%) (n=393)

Pain reported in nursing records

Pain not reported in nursing
records

89 (58.9%)
62 (41.1%)

126 (32.1%)
267 (67.9%)

*k, 0.24.

ingful to the participants. Pain estimates
reported elsewhere have been based on
various methods, including self-report,
chart reviews, staff or family member
perceptions, and analgesic use.>”!! Our
27.8% pain prevalence estimate is con-
sidered a minimal value — more com-
plex probes with wider time frames, and
those combining sources, tend to report
higher pain prevalence. We also believe
the concept of “present pain” has face
validity and reliability as a construct
that is highly vexing to measure.%!?

As our survey was not aimed at diag-
nosing the causes of pain, we did not
attempt to describe types of pain nor
explore the relationships between pain
and depression or the degree of demen-
tia. Clearly, the non-communicating
residents (those with severe dementia)
were not assessed for present pain.
Importantly, among communicating
residents, research indicates that cogni-
tively impaired people are able to report
pain experience, and that their self-
reports of pain are as reliable as those of
people not cognitively impaired.®

There are at least two possible reasons
why there is poor agreement between
pain as reported in residents’ progress
notes and residents’ expressed symp-
toms. Firstly, not all residents in pain
are clearly identified during nursing
routines, and some are missing out on
even simple management techniques
that could provide relief. Secondly, disa-
greement could arise from comparing
pain notes made over the seven days
prior to the survey with residents’ symp-
toms expressed at the time of interview.
However, since most pain experienced
in residential-care facilities is chronic in
nature, the absence of any record of
pain for a resident expressing pain at
interview would appear to be a serious
omission. Other researchers>®!> have
observed that both medical and nursing
staff often do not recognise and docu-
ment pain in patients under their care,
especially people with cognitive impair-
ment.!>16

We believe that our survey points the
way towards defining an outcome
standard (benchmark) for assessing
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pain care in Australian nursing home
residents. The act of recording pain
data, in itself, has the potential to reveal
unreported pain and to initiate treat-
ment strategies. The cost implications
are not clear, but managers of facilities
may need to allocate additional
resources to effectively measure their
performance against such newly emerg-
ing benchmarks.

COMPETING INTERESTS

None declared.

ACKNOWLEDGEMENTS

The study received invaluable research assistance from
Heather Russell, Audrey McClean and Sonia Freeman.
We are grateful for biostatistical support provided by
Michael Coory, Patrick Fitzgerald, John Maindonald,
David Sibbritt and Kate D’Este. We also wish to thank the
residents, staff and managers of the 15 northern NSW
nursing homes involved.

1. Melding PS. Is there such a thing as geriatric pain?
Pain 1991; 46: 119-121.

2. Ferrell BA, Ferrell BR. Principles of pain management
in older people. Compr Ther 1991; 17(8): 53-58.

3. American Geriatrics Society Panel on Chronic Pain
in Older Persons. The management of chronic pain
in older persons. AGS clinical practice guidelines. J
Am Geriatr Soc 1998; 46: 635-651.

4. Standards and guidelines for residential aged care
services manual. Issue No. 98/1. Canberra: Com-
monwealth Department of Health and Aged Care,
revised January 2001.

5. Fox PL, Raina P, Jadad AR. Prevalence and treat-
ment of pain in older adults in nursing homes and
other long-term care institutions: a systematic
review. CMAJ 1999; 160: 329-333.

6. Kamel HK, Phlavan M, Malekgoudarzi B, et al.
Utilizing pain assessment scales increases the fre-
quency of diagnosing pain among elderly nursing
home residents. J Pain Symptom Manage 2001; 21:
450-455.

7. Ferrell BA, Ferrell BR, Rivera L. Pain in cognitively
impaired nursing home patients. J Pain Symptom
Manage 1995; 10: 591-598.

8. Roy R, Thomas M. A survey of chronic pain in an
elderly population. Can Fam Physician 1986; 32:
513-516.

9.

10.

11.

12.

13.

14.

15.

16.

Sengstaken EA, King SA. The problems of pain and
its detection among geriatric nursing home resi-
dents. J Am Geriatr Soc 1993; 41: 541-544.

Teno JM, Weitzen S, Wetle T, Mor V. Persistent pain
in nursing home residents. JAMA 2001; 285: 2081.
Madijar |, Higgins IJ. Unrecognised pain in nursing
home residents. Veterans' Health 1997 Autumn; 60:
13-15.

Living arrangements of ACAT clients. ACAP NSW
Evaluation Unit Report, 1 July to 31 December 1997.
NSW minimum data set, Report 16. Sydney: Aged
Care Assessment Program, 14 July 1998: Table 23b.
Weiner D, Peterson B, Keefe F. Chronic pain-associ-
ated behaviors in the nursing home: resident versus
caregiver perceptions. Pain 1999; 80: 577-588.
Altman DG. Practical statistics for medical research.
London: Chapman and Hall, 1991.

Camp LD. A comparison of nurses’ recorded
assessments of pain with perceptions of pain as
described by cancer patients. Cancer Nurs 1988;
11: 237-243.

Kovach CR, Weissman DE, Griffie J, et al. Assess-
ment and treatment of discomfort for people with
late-stage dementia. J Pain Symptom Manage 1999;
18: 412-419.

(Received 19 Sep 2001, accepted 9 Mar 2002) a

*MJA
Direct

There is no better way to guarantee that your
advertisement reaches the most suitable
candidates than to send it directly to them...

MIJA Direct Medical Profile
Matching and Mailing Service

» Costs include our MJA Direct stationery, set-up fees, printing
and postage for a single-page A4 letter.

« A direct-mail service from Australia’s largest medical recruitment Classifieds providing
employers with alternative methods of advertising healthcare positions

* Designed to reach selected audiences by computer matching job requirements with
doctor discipline, career profile and demographic data
Every doctor that meets your criteria will receive your message through the mail

* Choose the medical discipline(s) you are seeking and supply us with details
of your vacancy. We search for doctors who match your requirements and
send personalised letters to each potential candidate on your behalf.

* At every step of the way, we stay in touch with you to inform you
of the selection results and the progress of each position.

For full details on how simple and cost-effective this service can be
contact Stephanie Elliott on 02 9562-6666 or mjadirect@ampco.com.au

20

MJA Vol 177 1 July 2002



