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EXPECTED STAFF (Cognitive) COMPETENCIES

1. Identify the incidence of pain in older adults.

2. Assess pain using client self-report and/ or validated pain instrument.

3. Discuss barriers to pain relief in the older adult.

4. Identify problems and strategies in assessing pain in cognitively impaired older adults.

5. Describe adverse consequences associated with pain in older adults.

6. Identify considerations and specific strategies in treating pain in older adults.

7. Plan care for assessing and managing pain in an older adult, combining traditional and alternative pain treatment strategies.

8. Explain the dimensions of palliative care.

9. Identify the dimensions of quality of life.

10. Describe assessment parameters important in palliative care.

11. Describe the nurse’s role in supporting a multidisciplinary team approach to palliative and end-of-life care and identify the rationale for the team approach to care management.

EXPECTED STAFF (Clinical) COMPETENCIES
	Behaviors
	How validated
	Novice
	Advanced Beginner
	Competent
	Proficient
	Expert

	1. Assess pain using client self-report and/or validated pain instrument, including a pain log and diary, the Try This Series Instruments, VAS, or FACES scale (Wong-Baker or revised version)
	· Direct observation of assessment interview and documentation of findings.
	
	
	
	
	

	2. Demonstrate culturally sensitive assessment of a patient in pain.
	· Review of assessment findings, and pharmacological and nonpharmacological plan of care
	
	
	
	
	

	3. Demonstrate safe use of medications, and alternative strategies for relieving the patient’s pain., where applicable
	· Direct observation of safe use of pharmacologic and non-pharmacological strategies.
	
	
	
	
	


Competency 1.  Identify the incidence of pain in older adults.

A. Pain is defined as an unpleasant sensory and / or emotional (suffering) experience.  McCaffery’s definition of pain is among the most relevant: “pain is whatever the experiencing person says it is, existing whenever he says it does.”

B. Acute pain results from injury, surgery, or disease-related tissue damage and is usually associated with autonomic activity, such as tachycardia and diaphoresis.  It is relatively brief and subsides when healing occurs.  In contrast, chronic pain endures past the normal duration of tissue damage usually more than 3 to 6 months, and autonomic activity is usually absent.  It can lead to functional loss, reduced quality of life, and mood and behavior changes, especially when the pain is not treated adequately.  

C. There is a threefold increase of persistent pain between the ages of 18 and 80.

D. The prevalence of pain of recent origin decreases with increased age while the prevalence of chronic pain increases with increased age.  The prevalence of pain in adults over age 60 years is double that of those below the age of 60.

E. Approximately 50% of community dwelling older adults are believed to be suffering from pain.  Among nursing home residents, the prevalence of pain is reported to be as much as 70% to 80%.
,

F. Pain is associated with many health problems and disturbed functioning. It is a common reason for seeking medical care.

G. Osteoarthritis is the most common disorder associated with pain in older adults.

H. Pain associated with degenerative musculoskeletal processes and the cardiovascular system increases with age.  Fractures of the spine, ribs, pelvis, and humerus increase with age.

I. Chronic pain is common in older adults and may have serious adverse consequences among older adults.  They are likely to suffer from arthritis, bone and joint disorders, back problems, and many other chronic conditions, including neuropathic pain, post-stroke central or neuropathic pain, post-herpetic neuralgia, and post-amputation (phantom limb) pain.

J. The frequency of undertreated pain in the older adult is unknown.  However, there is a correlation between under-medication for pain and advanced age even though there is frequently overmedication of the older adult for other purposes.

Competency 2.  Assess pain using client self-report and / or a validated pain instrument.

A. The first principle of assessing pain is to ask about the presence of pain on regular and frequent intervals.  Don’t trust that a patient isn’t having pain because he "looks comfortable." Always ask, and believe the patient’s assessment of his own pain.

B. Older patients themselves may present substantial barriers to accurate pain assessment.  They may be reluctant to talk about pain because they may fear the need for diagnostic tests or medications that have side effects.  For some patients, pain is a metaphor for serious disease or death.  For others, pain and suffering represent atonement for past actions.  Sensory and cognitive impairment, common among frail older people, make communication more difficult.  Fortunately, pain can be assessed accurately in most patients by the use of techniques adapted for the individual patient’s needs and handicaps.

C. The most accurate evidence of pain and its intensity is based on the client’s description and self-report.  Older adults may be reluctant to report pain, either because they expect pain with aging and become used to it, or because they often describe their pain as discomfort, burning, or aching rather than use the term PAIN.  Culture and gender influence how older adults react to pain.  Various terms synonymous with pain should be used, for example, “burning”, “discomfort”, “aching”, “soreness”, “heaviness”, and “tightness” may be used to elicit description of a pain experience.

D. Characteristics of pain to assess include: intensity, quality, onset, duration, manner of expressing pain, aggravating factors, and factors or conditions that relieve or minimize the patient’s pain.  ..\..\References\pain_scales_eng.pdf  

E. Assessing pain for older adults and for those with dementia may be done with the use of the following tools from the Try This Series 

..\..\References\Assessing Pain in Older Adults.pdf
..\..\References\Assessing Pain in Persons with Dementia.pdf
F. Facial expressions and physical indicators don’t always change when a client has chronic, persistent pain.  Older adults unable to complete pain instruments may evidence pain by vocalizations and disruptive behaviors.

G. Pain instruments may assist in qualifying pain.  Other examples of pain scales used by many institutions are presented here:

G.1. Visual Analog Scale (VAS).  This tool requires the ability to discriminate differences in pain intensity and may be difficult for some older adults to complete.


Source: Acute Pain Management Guideline Panel, 1992.

G.2. Verbal Descriptor Scale.  This tool measures the pain intensity by asking the person to select a word that best describes their present pain.  This measure has been found to be a reliable and valid measure of pain intensity, is the easiest to complete and most preferred by older adults
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G.3. Wong-Baker FACES Pain Rating Scale.  This scale scored from 0 – 10, uses pictures to represent pain intensity by self-report.  It is easy to administer and requires no equipment except for the photocopied faces.
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Figure 1.  From Wong D.L., Hockenberry-Eaton M., Wilson D., Winkelstein M.L., Schwartz P.: Wong’s Essentials of Pediatric Nursing, ed. 6, St. Louis, 2001, p.1301.  Copyrighted by Mosby, Inc. Reprinted by permission.

G.4. The Faces Pain Scale – Revised
,
  The ‘no pain’ face has no smile, and the ‘very much pain’ face has no tears.  The faces are not specific to any particular ethnic or cultural group, and depict physical features similar to real human pain expressions, such as brow furrow and horizontal mouth stretch.  The FPS-R has been used increasingly throughout English speaking countries; however, it is important also to consider the utility and validity of the measure with persons of non-English speaking backgrounds. The availability of validated pain assessment measures in a variety of languages has the potential to improve clinical practice in non-English speaking populations and to facilitate culturally sensitive research in this field.
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Figure 2.   Examples of pain intensity scales for use with older patient.  1.  A Faces Pain Scale – Revised (FPS-R).  Reprinted from Pain 1990; 41(2); 139-150, with kind permission of Elsevier Science-NL, Sara Burgerhartstraat 25, 1055, KV Amsterdam, the Netherlands. 2. Examples of Numerical Scale.

G.5. Numerical Scale.  Numerical pain scales may include words or descriptions to better label your symptoms, from feeling no pain to experiencing excruciating pain. Some researchers believe that this type of combination scale may be most sensitive to gender and ethnic differences in describing pain.
Source: Acute Pain Management Guideline Panel, 1992.
Learning Activity.  

1. Choose a patient with a known painful condition and assess the patient’s pain using self-report and a validated pain assessment instrument listed above and the Try This Series.  Assessment may include assessment of mental / cognitive status and / or depression.  You may need to use other assessment tools to understand contributing factors / barriers to accurate assessment of pain.  These assessment tools may include: Katz ADL, IADL, Geriatric Depression Scale, and Confusion Assessment Method.

2. Additional challenge will be to select a patient with a language barrier.  Gather additional information on the patient’s spirituality and cultural preferences.

3. Write a nursing diagnosis based on the client’s history and on findings from the pain assessment.

Competency 3.  Discuss barriers to pain relief in the older adult.
A. Belief that compared to younger persons, older patients experience less pain.

B. There is a belief that older patients cannot tolerate opioids.

C. Failure to apply standardized assessment instruments.

D. Belief that the cognitively impaired older adult cannot be assessed for pain.

E. Misinterpretation of cognitively impaired person’s behavior as being unrelated to pain.

Competency 4.  Identify problems and strategies in assessing pain in cognitively impaired older adults.
A. Cognitive impairment is not associated with decreased experience of pain, but may be associated with decreased ability to report pain.  Cognitively impaired older adults may not be able to adequately identify or communicate their pain to caregivers.

B. Recent changes in function and vocalizations should be evaluated as nonverbal pain behavior for older adults with cognitive or language impairments.

C. Objective pain assessment instruments may be used with cognitively impaired older adults.  Considerations in selecting and using assessment instruments include:

C.1. Use the most appropriate scale to accommodate for sensory losses, fatigue, slower processing, and timing in relation to activity.

C.2. Pain assessments are most accurate with present pain rather than recalled pain in older adults with cognitive impairment.

C.3. Evaluate the use of analgesics as an assessment tool for pain related behaviors in the older person with cognitive impairment.  Assess for changes in behaviors when analgesics are used.

C.4. Reports from caregivers are valuable in assessing pain.  Caregivers often have insufficient knowledge about pain management, and healthcare providers often share the belief that pain is part of the aging process, in order to avoid using opioids.

Competency 5.  Describe adverse consequences associated with pain in older adults.
A. Adverse consequences of chronic pain include greatly decreased quality of life, depression, decreased socialization, sleep disturbance, impaired ambulation, suicidal ideation, decreased appetite and food intake, and increased health care utilization and costs.

B. Older adults with pain should be assessed for depression.  Nonverbal cues such as changes in function and behavior often indicate pain in depressed older adults or those with dementia.  Pain may have adverse effects on mobility, sleep, nutrition, bowel and bladder, and cognition. Depressed older adults may be more reluctant to report pain because they lack the hope that anything can be done.  

C. Chronic pain is associated with worsened gait disturbances, slower rehabilitation, and adverse effects of multiple drug prescriptions.

D. Impact of uncontrolled pain may be evidenced in hopelessness and suffering.

E. The presence of coexisting physical, psychological, spiritual, and cultural factors may impact adversely on pain management.  These conditions include past experiences with pain and treatment successes and failures.

Competency 6.  Identify considerations and specific treatment strategies in treating pain in older adults.

A. Considerations and basic concepts of pain management

A.1. As people age, physiologic changes influence the pharmacodynamics, that is, the effect of drug on the body, and pharmacokinetics, the concentration of active drug in the body.  Further, gastric pH, decreased intestinal blood flow, decreased lean body mass, increased fat, decreased water content, and increased plasma protein, all reduce the absorption and distribution of medications.

A.2. Every older adult presenting to a healthcare agency should be assessed for evidence of chronic pain.  Remember that patients may be reluctant to report pain because of their fear that, if treated pharmacologically with opioids, they might become addicted to the medications.  Any persistent or recurrent pain should be recognized as a significant problem.

A.3. Treat the pain, reassess regularly and frequently, and continue to treat until the patient is comfortable or side effects prevent further treatment.  If this occurs, consult a pain expert- don’t leave a patient in pain without a treatment plan.  Conditions that require specific interventions should be identified and treated definitively if possible (i.e., underlying diseases, debilitating psychiatric conditions, substance abuse).

A.4. Persons with chronic pain and / or their caregivers should be instructed to maintain a pain log or diary.  It should include time, pain site(s), intensity, medications taken, relief obtained, side effect (if any), other pain-relief strategies, activity, and mood.

A.5. Persons with chronic pain should be reassessed regularly for improvement, deterioration, or complications related to treatment.

A.6. The patient is the authority on his own pain.  It is very important to know and recognize the patient’s physiological, psychological, and emotional responses to pain when developing a pain management plan. Without addressing these important issues, it is often difficult to develop an adequate pain treatment plan.  Changes in vital signs do not occur with all patients who are experiencing severe pain. Do not rely on vital signs to determine the severity of a patient’s pain.  The patient has the right to expect a rapid and effective response to a complaint of pain. 

A.7. Medications are best given orally for long-term management of pain. For short-term management, like postoperative pain, the IV route is preferred (especially with severe pain).

A.8. Most pain medications have side effects. Effective pain relief is often accompanied by at least some of these side effects. Be prepared to treat the side effects of opioids if they occur (e.g., nausea or itching).

A.9. A balanced approach to pain management combines nonpharmacologic and pharmacologic therapy, and frequently utilizes multiple analgesics which work by different mechanisms.

B. Specific Treatment Strategies for Pain Management

B.1. Pharmacologic Treatment.  Expert consensus opinion supports a three-step approach to treating pain by oral medication (the WHO Ladder): non-opioid agents, followed by low-potency opioids and, if necessary, high potency opioids.  Pharmacologic treatment is most effective when combined with nonpharmacologic strategies for managing pain.

B.1.1. The least invasive route of administering medications should be attempted first.  Dosing requires careful titration, frequent assessment, and adjustments to optimize pain relief while monitoring and managing side effects.

B.1.2. For short-term, self-limiting pain, a fast-onset, short-acting analgesic medications are the drugs of choice.

B.1.3. For mild-to-moderate musculoskeletal pain, Acetaminophen is the medication of choice.

B.1.4. For episodic or chronic pain, opioid analgesic medications are the drugs of choice.  If opioids are prescribed for an older adult, the patient should be encouraged to drink extra fluid, exercise, and take a combination of a stool softener and a non–bulk-forming laxative because constipation is a common and often serious complication of opioid use in this population.
B.1.5. Chronic use of nonsteroidal anti-inflammatory drugs (NSAIDS) should be monitored cautiously in older adults.  NSAIDS should not be used on patients with abnormal renal function, peptic ulcer disease, or bleeding diathesis.

B.1.6. Side effects of medication usage may be minimized with appropriate medications to prevent constipation, gastric distress, sedation, and nausea.

B.1.7. Managing pain has never been more complicated. There's a wide variety of different analgesics available on the market; dosage forms that range from lollipops to patches; an assortment of delivery vehicles from implantable devices to patient controlled analgesia (PCA); and varying routes of administration. Now more than ever, it's imperative for healthcare organizations to revisit this issue to ensure a safe, effective, and realistic approach to managing pain.

B.2. Nonpharmacologic Strategies.  These may be effective alone but are often combined with pharmacologic treatment.  Most frequently used are:

B.2.1. Education programs - Patients who receive pain education are more likely to take their pain medications and show significant decreases in pain intensity, anxiety, and fear of addiction.
B.2.2. Cognitive programs aimed at modifying the global experience of pain and distress through imagery, relaxation, biofeedback, and hypnosis.  The major goal is to enhance the older person’s personal control, or self-efficacy.

B.2.3. Behavioral programs discourage abnormal, unpredictable, or self-defeating behavior, and provide positive reinforcement for successes in achieving goals.

B.2.4. Exercise programs

B.2.5. Acupuncture

B.2.6. Transcutaneous nerve stimulations (TCNA)

B.2.7. Distractions or change focus away from pain

B.2.8. Physical methods (heat, cold, massage) most useful in older adults with some cognitive impairment.

B.2.9. Chiropractic

B.2.10. Heat, Cold, Massage, Relaxation

B.2.11. Alternative / Complementary therapies

B.2.12. Homeopathic

B.2.13. Naturopathic

B.2.14. Spiritual healing

Competency 7.  Plan care for assessing and managing pain in an older adult, combining traditional and alternative pain treatment strategies.

A. Determine appropriate pain management based on the individual nursing diagnosis: alteration in comfort.

B. Determine the tolerable level of pain, activity, and sedation, and set very specific patient-centered goals for pain management.

C. Develop a plan to implement pharmacological and non-pharmacological treatment strategies.

D. Plan for an ongoing evaluation of pain that continuously uses client self-reports, validated pain instruments, and caregiver reports (as appropriate).

E. In residential care facilities, teach nursing assistants how to assess and identify pain using a culturally appropriate scale.

Competency 8.  Explain the dimensions of palliative care.

A. The goal of palliative care is to prevent and relieve suffering and to support the best possible quality of life for patients and their families, regardless of the stage of the disease or the need for other therapies.  Palliative care is both a philosophy of care and an organized, highly structured system for delivering care.  Palliative care expands traditional disease-model medical treatments to include the goals of enhancing quality of life for patient and family, optimizing function, and helping with decision-making and providing opportunities for personal growth.  As such, it can be delivered concurrently with life-prolonging care or as the main focus of care.

B. The domains of palliative care are:

B.1. Structure and Processes of Care
B.2. Physical Aspects of Care
B.3. Psychological and Psychiatric Aspects of Care
B.4. Social Aspects of Care
B.5. Spiritual, Religious and Existential Aspects of Care
B.6. Cultural Aspects of Care
B.7. Care of the Imminently Dying Patient
B.8. Ethical and Legal Aspects of Care
C. Palliative care: 

C.1. Provides relief from pain and other distressing symptoms;

C.2. Affirms life and regards dying as a part of the life cycle;

C.3. Intends neither to hasten nor postpone death; 

C.4. Offers a support system to help patients live as actively as possible until death;

C.5. Offers a support system to help the family cope during the patient’s illness and in their own bereavement, including the needs of children;

C.6. Uses a team approach to address the needs of patients and their families, including bereavement counseling, if indicated;

C.7. Will enhance the quality of life, and may also positively influence the course of a patient’s illness.”
D. The World Health Organization defines palliative care as the active total care of patients whose disease is not responsive to curative treatment.  Control of pain, other symptoms, and psychological, social, and spiritual problems is paramount.  Many aspects of palliative care are also applicable earlier in the course of an illness in conjunction with curative treatment.

D.1. Enhance maximum comfort and function of the total patient.  The goal of care is to provide physical, spiritual, and emotional support to promote well being at the end of life.

D.2. Palliative care focuses on active communication between caregivers, families, and patients to promote comfort and the reassurance that they will not be abandoned.

D.3. Care for the patient and family requires the holistic intervention of a multidisciplinary team.

D.4. Palliation is an integral part of the care continuum.  Planning for care requires open communication between the multidisciplinary team members, the patient and the family.  Care can begin with an emphasis on curative treatment, with only a small portion of palliative enhancement.  Eventually when goals of care shift from curative to comfort, palliative care becomes the primary focus.

Competency 9.  Identify the dimensions of quality of life.

A. Ira Byock and Melanie Merriman, authors of the Missoula-VITAS Quality of Life Index, identified five dimensions of quality of life:

A.1. Physical dimension:  physical distress; the experience of physical discomfort associated with progressive illness

A.2. Function dimension:  the ability to perform functions and activities of daily living, related to one’s expectations and adaptations to declining functionality.

A.3. Interpersonal dimension: the degree of investment in personal relationship; the perceived quality of one’s relations with family, friends, and others.

A.4. Well-being dimension:  how one feels within one’s self; a sense of wellness, contentment or lack of contentment; a personal sense of well-being.

A.5. Transcendent dimension:  one’s felt degree of connection with an enduring construct: may involve, but does not have to involve, one’s sense of meaning of life, suffering, death, afterlife, etc.

B. As a person’s physical and functional dimensions decline, increased attention to the interpersonal, well-being, and transcendent dimensions can enhance their quality of life.

C. Terminal illness, as well as presenting the potential for physical distress and suffering, presents a final opportunity to complete tasks of life development.  Quality of life is enhanced as tasks are completed.
Competency 10.  Describe assessment parameters important in palliative care.

A. Data collection assesses all dimensions of a person and family and how changes in those dimensions influence the quality of life. Subjective and objective data collected from a palliative / comfort care perspective are based on what patients and families perceive as important to them at this time.  Their identified goals become the focus and driving force for the care plan.

B. Assessment identifies specific issues and their etiology, including:

B.1. Physical, psychosocial and spiritual problems

B.2. Accomplishment of developmental tasks of life: completion and closure to the extent that the patient/ family chooses to participate

B.3. Family dynamics / relationship issues / opportunities

B.4. Grief / loss / bereavement issues

B.5. Functional status / environmental status

Competency 11.  Describe the nurse’s role in supporting a multidisciplinary team approach to palliative and end-of-life care and identify the rationale for the team approach to care management.

A. The nurse identifies patient and family needs.

B. The nurse identifies and recruits members of the health care team that can make a contribution to palliative care of patient and family including: Physician, Symptom Management Specialist, Social Worker, Psychologist or counselor, Pastoral Care, Physical Therapist, Occupational Therapist, Pharmacist, Volunteers, Family and Significant Others.

C. Many older adults have chronic coexisting problems and multiple pain needs.

D. An interdisciplinary pain program can coordinate care by providing extensive and comprehensive management.

E. Problems such as cognitive impairment, limited mobility, psychiatric disturbances, and social isolation can be appropriately managed by using a team approach.

F. Team conferences provide the opportunity for the care providers to create an individualized treatment plan with and for the patient.

G. The nurse identifies patient appropriateness for Hospice services and their availability.

H. The patient and family should be encouraged to participate in goals of care, processes of care, and evaluation of the care program.
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