


















































































































































































support or not support the hypothesis that AV most strongly correlated with pain 

variables. 

Anecdotal experience has shown that one of the main clues of untreated or under-

treated pain in a LTC resident with dementia is vocal agitation. I was involved in a case 

of a LTC resident with severe dementia that always screamed during the meal times and 

particularly in the evening during personal care. After some investigation, it was 

discovered that the resident's teeth were very decayed and were causing great pain. After 

dental extraction, the vocal agitation subsided. Liu et al. (2000) describe a LTC resident 

with dementia that persisted with vocal agitation despite environmental and psychiatric 

intervention, until gout, a painful arthritic/inflammatory condition, was treated. Given 

these examples, it was surprising to discover that vocal agitation, as measured by the 

PAS, would demonstrate the strongest relationship with all the pain variables. 

PAS sub-factors and pain variables. 

The correlation between the five pain variables and the four sub-factors of the 

PAS, aberrant vocalization (AV) did not demonstrate the strongest relationship with most 

pain variables. Aside from the strongest relationship between aggregate analgesic score 

and AV, the PAS sub-factor of resistance to care (RC) demonstrated the strongest 

relationship to pain variables. In particular, a statistically significant correlation was 

found between facility nurse pain ratings, palliative nurse consultant pain ratings, DS-

DAT scores, and RC scores. Motor agitation, another of the PAS sub-scores is 

significantly correlated with palliative consultant pain ratings and DS-DAT scores. 
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Finally, the final PAS sub-score of aggression is significantly correlated with DS-DAT 

scores. 

Based upon some of the anecdotal evidence that generated the initial interest in 

this study and the descriptive example of vocal agitation in Liu et al. (2000), it was 

surprising that vocal agitation was not more strongly associated with the study pain 

variables. One possible explanation for this result is the inclusion of resident subjects 

with both moderate and severe levels of dementia. Stages six and seven on the Global 

Deterioration Scale (Reisburg, 1984) account for individuals with a dementia who 

demonstrate severe comprehension and communication impairment. However, a 

functional difference exists between individuals who are either a stage six or seven. 

Possibly, the stronger relationship between resistance to care and the pain variables was a 

reflection of the remaining functional abilities of the resident subjects with a moderate 

dementia (51.7% of resident subjects classified as moderate, 10.3% classified as 

moderate - severe, and 38% classified as severe). In comparison, the individual with 

vocal agitation described in Liu et al. (2000) and all the subjects in Feldt et al. (1998) 

were classified as having severe dementia. 

One of the most surprising but significant findings of this study was the discovery 

that the pain variables were (generally) most strongly correlated with the PAS (Rosen et 

al., 1994) sub-factor of resistance to care. In light of the previous discussion regarding the 

moderate dementia classification of many resident subjects in this study, resistance to 

care may become an agitation marker or characteristic of this stage of dementia. In 

addition, the demonstration of resistance to care in moderate dementia may signal 

possible untreated or under-treated pain. 
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A nurse or physician working with LTC residents should continue to respond to 

vocal agitation in a systematic and thorough manner (Banazak, 1996). Using the PAS 

(Rosen et al., 1994), future research may want to investigate the unique agitation features 

of each stage of dementia. 

Correlation among pain variables. 

The scores for the pain variables of pain diagnoses (arthritis, osteoporosis, history 

of hip fracture, localized pain, and history of cancer), aggregate analgesic medications, 

facility nurse pain ratings, palliative nurse consultant pain ratings, and pain behaviour 

ratings were correlated with each other. The palliative consultant pain ratings 

demonstrated the strongest relationship with other pain variables. In order of decreasing 

statistical strength with other pain variables, aggregate analgesic, DS-DAT, and facility 

nurse pain ratings demonstrated a decrease in the overall statistical significance with 

other pain variables. Finally, the variable of pain diagnoses demonstrated the lowest 

statistical correlation with the other four pain variables. 

One possibility to explain the poor correlation between pain diagnoses and other 

pain variables is that the pain diagnoses may have been influenced by measurement error 

(Norwood, 2000). The resident subject chart information was used to collect the pain 

diagnoses. This information was collected under the assumption that the physician and/or 

facility nurse had conducted a thorough and comprehensive assessment of each resident 

subject. Based on previous research, the possibility exists that resident subjects suffering 

with painful diagnoses were never fully assessed nor was the information recorded on 

their charts (Kaasalainen et al., 1998; Sengstaken & King, 1993). Liu et al. (2000) 

presented an anecdotal experience where a LTC resident with dementia displayed 
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persistent vocal agitation until a systematic assessment process identified gouty arthritis. 

Unfortunately, the LTC resident described by Liu et al. persisted with vocal agitation, 

despite psychotropic medications and environmental interventions for months until 

receiving appropriate treatment. This discussion is not a condemnation of the staff and 

physicians working with the resident subjects; it is a reasonable assumption based upon 

research and anecdotal experience. 

Research Question #2: Correlation between Facility Nurses' Pain Ratings 

The facility nurses were chosen to collect data on the pain experienced by the 

resident subjects for several reasons. First, facility nurses in the LTC facilities are 

expected to have a good understanding of the medical status and medications of all the 

residents. Second, averaging the ratings of Nurse A and Nurse B would provide an 

'average' view of the pain experienced by the resident subject. Third, previous literature 

has demonstrated that nurses and physicians are poor at rating the pain experienced by 

LTC residents with dementia (Sengstaken & King, 1993). Comparing the pain ratings of 

facility nurses against the ratings of palliative consultant nurses would provide a unique 

perspective on pain assessment in the LTC environment. 

Hypothesis #3: There will be a weak and positive correlation between the resident 

subject pain ratings completed by the facility nurses 

The correlation between Nurse A and B at each facility varied widely. This 

variation may be due to the higher number of resident subjects at one facility (N=27). 

Furthermore, at that facility, three nurses rather than two were used possibly adding to the 

variation in the pain ratings. 
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Facility nurse pain ratings were collected at different times of the day under 

varying conditions. Two nurses at each facility (Taber had three nurses) rated the pain of 

the resident subjects at that facility. A total of seven facility nurses in three facilities were 

involved in the pain rating of the 58 resident subjects. The fact that pain ratings of 

subjects were conducted at different times, under different conditions, and by multiple of 

nurses would factor against the facility nursing pain ratings being strongly correlated. 

However, despite these potential confounding variables, the intent of using multiple 

nurses to rate the pain of residents on the two shifts (morning and evening) was to 

provide an average or 'general picture' of the resident subjects' pain over the course of a 

day. 

Research Question #3: Correlation between Palliative Nurse Consultant Pain Ratings 

The correlation between Palliative Consultant A, B, and C were all strongly 

significant. This is most likely due to the consistent training and strong team that has 

formed with the four nurse consultants. 

Hypothesis #4: There will be a strong and positive correlation between the resident 

subject pain ratings completed by the three palliative nurse consultants 

One possible factor may have contributed to the strong reliability of the pain 

ratings provided by the palliative nurse consultants. The Chinook Health Region 

palliative consultant team receives regular and consistent education on the assessment of 

pain and discomfort, medication approaches to treating pain, and critical thinking skills 

(M. Brewin, personal communication, March 10, 2003). The comprehensiveness and 

uniformity of training may have helped ensure the consistency of pain ratings. Even on 
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individuals the palliative consultants never physically assessed, the pain ratings would be 

relatively consistent. 

Furthermore, the strong reliability of the palliative consultant pain ratings lends support 

for the need for comprehensive education on pain assessment and treatment of elderly 

individuals. In particular, elderly individuals with a dementia have the greatest need for 

improved pain assessment and treatment due an inability to properly communicate their 

needs. Numerous studies have clearly demonstrated that most health professionals are 

poor at assessing and treating pain in the LTC environment. Marzinski (1991) and 

Sengstaken and King (1993) identified that physicians and nurses are very poor at 

identifying potential pain in LTC residents with a dementia. Myths include ideas such as 

"pain is a normal part of aging", "pain treatment in the elderly is less successful than 

treatment with younger patients", and "pain assessment of elderly individuals is too 

labour intensive" are common among health professionals (Gibson, 1998). Health 

professionals working in LTC must take steps to improve their understanding regarding 

the unique approach to assessing and treating pain in LTC residents with dementia. 

A further implication of palliative pain rating scores. 

While Palliative Consultants in the Chinook Health Region are busy handling the 

needs of clients in acute and community care, very little time is left to assist LTC nursing 

staff in assessing and treating the pain of residents. However, the very strong relationship 

identified between the Palliative Consultant pain ratings, the other pain variables, and 

agitation scores identifies a need for such expertise in dealing with agitation and 

discomfort in LTC residents with dementia. The role of Palliative or Pain Consultants in 

LTC may need to be expanded for general education and consultation in difficult cases. A 
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search for articles on 'Pain Consultants in LTC / Nursing Homes,' 'Palliative Consultants 

in LTC / Nursing Homes,' and 'Pain Consultants and the Elderly' turned up no articles 

for some searches and no relevant articles for other searches. Therefore a paucity of 

research exists into the use of pain consultants in LTC. 

Research Question #4: Correlation between the Pain Ratings completed 

by the Facility Nurses and the Palliative Nurse Consultants 

The correlation between the averaged pain ratings of the facility nurses and 

palliative nurse consultants was statistically significant. Although the facility nurses 

knew the resident subjects well and the palliative consultants never did meet the resident 

subjects, the pain ratings were correlated in a statistically significant manner. 

Hypothesis #5: There will be a weak and positive correlation between the resident 

subject pain ratings completed by the facility nurses and the palliative nurse consultants 

One of the main identified gaps in research was the need to study the use of pain 

or palliative nurse consultants in pain assessment and treatment of LTC residents with 

dementia. The hypothesis that facility and palliative consultant nurses would demonstrate 

a weak correlation between the pain rating scores for each resident was proven false. 

Important to note, statistical agreement between the pain ratings of both nursing groups 

illustrates that palliative nurse consultants are likely to arrive at a similar pain rating as a 

nurse who has the benefit of knowing most aspects of the LTC resident's medical status. 

Such a result occurred without the palliative nurse consultant observing the resident. A 

summary of resident information was provided to the palliative nurse consultant. 

Palliative nurse consultant pain ratings were much more strongly correlated with the 
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other pain variables and also with the Pittsburgh Agitation Scale (PAS) (Rosen et al., 

1994) scores. This finding is a unique confirmation of research that identified how poorly 

health professionals (physicians and nurses) assess pain in their LTC residents with 

dementia (Marzinski, 1991; Sengstaken & King, 1993). 

Research Question #5: Common Pain Diagnoses of Resident Subjects 

The current study was composed of 58 subjects with an average age of 83.9 years. 

Furthermore, 63.8% of subjects were female. A comparison of the painful diagnoses 

identified in this study revealed that localized pain was the most common at 79.3%, 

arthritis was listed in 48.3% of subjects, osteoporosis was a factor in 43.1%, a history of 

hip fracture in 22.4%, and a history of cancer in 10.3% of the subjects. 

Hypothesis #6: Arthritis and osteoporosis will be the most common pain diagnoses for 

resident subjects 

In the study by Feldt et al. (1998), arthritis and a history of hip fracture were the 

two most common medical diagnoses. Arthritis was listed 44.7% of the time while a 

history of hip fracture was listed 42.1% of the time. Localized pain was identified in 

34.2% of subjects, osteoporosis in 18.4%, and cancer in 13.0%. The demographic 

characteristics of the 38 subjects indicated that 81.6% were female and the average age 

was 86.9 years. The residents in this study were classified with localized pain (79.3%) 

and arthritis (48.3%) as the two most common pain diagnoses. 

An explanation for the difference between the results in this study and those of 

Feldt et al. (1998) is to consider the historical issue of poor pain assessment practices in 

LTC (Marzinski, 1991). As discussed earlier in this chapter, when a resident subject was 
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admitted to LTC, a potentially poor or incomplete pain assessment would result in the 

pain diagnoses not reflecting the true pain status of the resident. 

A more tangible explanation for the difference between the pain diagnoses 

reported by Feldt et al. and this study is a clear difference in the severity of dementia 

between the two groups of subjects. As discussed earlier in this chapter, all the subjects in 

Feldt et al. were classified as having severe dementia. The resident subjects in this study 

were mostly classified as having moderate dementia. 

Overall Implications of Study 

Three general implications are an important result of this study: 

1) Pain assessment of LTC residents with dementia requires multiple measures of 

pain. However, some measures of pain used in this study are poor at detecting pain or 

must be applied in a different manner to improve the results. Specifically, analgesic 

medications should not be used as a measure of pain in a LTC resident with dementia. 

Finally, the pain ratings of the facility nurses do correlate with agitation scores. 

2) The relationship between palliative nurse consultant pain ratings and facility nurse 

pain ratings, other pain variables, and agitation scores identifies a strong need for 

education and training regarding pain and dementia in LTC. Although palliative nurse 

consultants do not have much exposure to current LTC residents, the training and 

education they did receive on general pain assessment and treatment approaches resulted 

in strong outcomes with this study. Further research into the use of pain consultants in 

LTC for pain consultation and education of staff on pain issues in LTC would thus be 

useful. 
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3) The strong relationship between agitation scores, as measured by the PAS, and the 

pain variables of palliative nurse consultant pain ratings and the pain behaviour rating 

(DS-DAT) add evidence to previous research that a relationship exists between agitation 

in dementia and pain. An implication of future education and research in LTC is that 

agitation in dementia will alert nurses and physicians to the strong possibility of untreated 

or under-treated pain. A unique finding of this study is the prominence of resistance to 

care as a main feature of agitation. The relationship between pain variables and resistance 

to care warrants further study. 

Limitations 

Representativeness of Sample 

The sample in this study was representative of the general demographic features of 

gender and age seen in the general LTC population. However, the use of rural facilities 

may limit the application of results to urban settings. More realistically, the study results 

may further the understanding about the unique features of rural LTC residents. 

Demographic Representation 

This study was comprised of 58 subjects who were classified as moderate to 

severe in their functional and cognitive abilities. All subjects demonstrated severe 

communication and comprehension abilities. The average age of subjects was 83.9 years 

and females comprised 63.8% of the resident subjects. The average length of stay in LTC 

was 29 months. 

Two studies were used as a comparison to this study. The study by Feldt et al. 

(1998) assessed the link between pain and aggression in LTC residents with severe 
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dementia. Feldt et al. assessed 38 subjects who were classified with "severe cognitive 

impairment" (p. 18). The average age was 86.9 years, 81.6% of subjects were female, and 

the median length of stay was 53 months. The study by Buffum et al. (2001) looked at 

discomfort and agitation. It had 33 subjects an average age of 78.5 years with a mean 

Global Deterioration Scale (Reisberg, 1984) score of 4.8/ 7 (mild - moderate dementia). 

Of concern, the Buffum et al. study was composed of 32 males and one female. Such a 

result is the converse of the usual demographics seen in LTC where approximately 70% 

of residents are female (Magaziner et al., 2001). 

Rural Facilities 

One of the unique features of this study was that the resident subjects all resided 

in three rural LTC facilities. In the comparable studies by Feldt et al. (1998) and Buffum 

et al. (2001), subjects were all from urban American LTC facilities. Rural facilities were 

chosen in this study due to a professional interest in rural health issues. Furthermore, 

smaller LTC facilities found in most rural communities may have some novel approaches 

to dementia care. While the occupational, ethnicity, and previous location information 

was not collected on the subjects in this study, it may be fair to assume that many of the 

resident subjects were farmers, ranchers, coal miners, or former residents of a small rural 

community. This may limit the generalizabilty of the findings to urban LTC settings. On 

the other hand, the findings do contribute to research on rural health issues. 

Subjectivity of Assessment Tools 

Most of the measures of cognitive/functional ability, pain assessment, and 

agitation relied upon the observation of the principal investigator, nursing staff, or 
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research assistant. Observational scales such as the Pittsburgh Agitation Scale (Rosen et 

al., 1994) and the Discomfort Scale - Dementia of the Alzheimer Type (Hurley et al., 

1992) are subject to the subjective interpretation of the observer. In order to mitigate any 

validity issues, the use of a limited number of trained observers was utilized. However, 

even this approach influences the reliability of the findings (Norwood, 2000). 

Recommendations for Future Research 

Although theoretical research is important for nursing practice in LTC, the real need for 

LTC residents with dementia is an improved quality of life. As outlined in the literature 

review, a decrease in the agitation and aggression of LTC residents' results in an 

increased quality of work life for LTC staff. Two main research issues that may affect the 

greatest improvement in LTC resident quality of life are as follows: 

1) Evaluating the effectiveness of using pain consultants in LTC for consulting 

residents and educating LTC staff. 

2) Further research on the behavioural clues that signal pain issues in dementia. 

Such research may further investigate the use of agitation and aggression 

measures developed for LTC residents to assess the severity of pain 

experienced by LTC residents with moderate to severe dementia. In particular, 

the presence of resistance to care may serve as a prominent clue of pain issues 

in dementia. 
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Appendix 1 

From: Karen Feldt [feldt002@umn.edu] 
Sent: Monday, February 24, 2003 9:00 AM 
To: Zieber, Colin 
Subject: Re: Request for permission to reproduce a figure. 
Dear Colin, 
Yes your are welcome to reproduce the Model of multifaceted pain assessment. 
Please be sure to cite the Journal of Gerontological Nursing as the source. 

Best wishes with your important research! 
Sincerely, 

Karen S. Feldt, PhD, RN, GNP 
Associate Professor 
University of Minnesota School of Nursing 
6-101 Weaver Densford Hall 
308 Harvard St. S.E. 
Minneapolis, MN 55455 
phone: 612-624-7653 fax: 612-626-2359 
email: feldt002@umn.edu 

At 03:42 PM 2/22/03 -0700, you wrote: 

Hello. I would like to request permission from you and/or Mary A. Warne to 
reproduce a figure from your article "Examining Pain in Aggressive Cognitively 
Impaired Older Adults". Journal of Gerontological Nursing, 1998, 24(11): 14-22. 
Specifically, I am interested in using the Model of multifaceted pain assessment 
developed by Warne in 1994 but is unpublished until included in the 1998 article. 

To give you some background, I am a Registered Psychiatric Nurse completing 
my M.Sc. with the University of Lethbridge's Health Sciences - Nursing 
Program. As well, I oversee three of the rural Community Care Offices in the 
local health region. My M.Sc. research project looked at pain and agitation in 
severely demented LTC residents. The tools I used were the Pitts. Agitation 
Scale, DS-DAT, chart reviews, and pain assessments by facility nurses and blind 
assessments by palliative consultant nurses. 

Thank you. 

Colin Zieber, R.P.N., B.Sc. 

97 

mailto:feldt002@umn.edu
mailto:feldt002@umn.edu


Appendix 2 

Nurse A: Consent Form 

Pain and Agitation Study 

Site (Please Circle): CNP Taber Cardston 

freely consent to participate in this research project coordinated by 
Colin Zieber as a partial fulfilment of his Masters of Science Program through the University 
of Lethbridge. The responses provided by me will be based upon my professional opinion 
as a Registered Nurse or Registered Psychiatric Nurse. 

I also recognize that I have the right to withdraw participation at anytime without any 
negative effect occurring from the Chinook Health Region or my supervisors. 

(Signature) (Date) 
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Appendix 3 

Nurse B: Consent Form 

Pain and Agitation Study-

Site (Please Circle): CNP Taber Cardston 

I freely consent to participate in this research project coordinated by 
Colin Zieber as a partial fulfilment of his Masters of Science Program through the University 
of Lethbridge. The responses provided by me will be based upon my professional opinion 
as a Registered Nurse or Registered Psychiatric Nurse. 

I also recognize that I have the right to withdraw participation at anytime without any 
negative effect occurring from the Chinook Health Region or my supervisors. 

(Signature) (Date) 
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Appendix 4 

University of Lethbridge / Chinook Health Region 

Palliative Nurse Consultant - Consent Form 

Pain and Agitation Study 

I freely consent to participate in this research project coordinated by 
Colin Zieber as a partial fulfilment of his Masters of Science Program through the University 
of Lethbridge. The responses provided by me will be based upon my professional opinion 
and experience as a Registered Nurse. 

I also recognize that I have the right to withdraw participation at anytime without any 
negative effect occurring from the Chinook Health Region or my supervisors. 

(Signature) (Date) 
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September 4, 2001 
Appendix 5 

Mr. Thane Olsen 
Ethics Review Committee 
Chinook Health Region 
c/o 960 - 19th Street South 
Lethbridge, Alberta 
T1J 1W5 

Dear Mr. Olsen: 

RE: RESEARCH STUDY: "The relationship between pain and agitation in long-term care residents with 
moderate to severe dementia." 

At your suggestion in your letter of July 9 t h , I am writing to seek the guidance and support of the CHR 
Regional Ethics Committee regarding approval the cornrnittee granted my research study ("The 
Relationship Between Pain and Agitation in Long-term Care Residents with Moderate to Severe Dementia) 
at its June 20 t h meeting. As you may recall, the committee granted approval of the study with the proviso 
that the study would only recruit residents who have a duly appointed guardian or an agent pursuant to a 
properly enacted Personal Directive. At that time, it was also suggested that if a problem arose with this 
proviso, that I was welcome to re-approach the Committee for some further discussion. 

Over July and August, I was able to make a number of inquires regarding the three sites where I intend to 
conduct my research (Crowsnest Pass, Taber and Cardston (Grandview), and it appears that less than 10% 
of the 149 residents have legal guardians. The true numbers of enacted Personal Directives are unknown 
but are believed to be quite small. This information was gathered through the Minimum Data Set (MDS) 
assessments completed on all Continuing Care Residents within Chinook Health Region (CHR) facilities. 
Therefore, it appears that given the proviso suggested by the CHR Regional Ethics Committee on June 
20 t h, I am currendy unable to proceed with this valuable research project. I am writing to request that the 
cornrnittee review and re-consider the research team's original request that the research be allowed to 
proceed without the requirement for informed consent (from the dementia victim's family member and/or 
third party decision-maker). The research team believes we have three legitimate rationale for this request: 

1) First and foremost, our request is in keeping with the ethical guidelines suggested by the Tri-
Council Guidelines for Human Subject Research — the ethical guidelines set out as the ethical 
standards for all research involving human subjects in Canada (and research funded by Canada's 
three largest national research funding agencies). In particular, our request is in keeping with a 
number of specific Tri-Council policies that address the issues of informed consent, the use of 
secondary (pre-existing) data, and the conduct of research involving persons with incompetent 
individuals (such as those with a severe dementia). Specifically, sections 2.1.c, 3.3, 3.4, and 5.3 of 
the Tri-Council recommendations (please see attachments) for ethical review committees would 
support our request to waive the requirement to obtain informed consent from guardians of 
severely demented persons in this proposed study because: 

a) the research involves no risk to the subjects, yet stands to make significant benefits to 
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- 2 -
the subjects and improving the care they receive, 

September 10, 2001 

b) the waiver is unlikely to adversely affect the rights and welfare of the subjects, 

c) the research could not practicably be carried out without the waiver alteration, 

d) family members will be provided with pertinent information after the study, 

e) the study involves no therapeutic intervention, nor is anything being done to the 
subjects or asked of them, 

f) the study only involves the collection of pre-existing data, and confidential observations 
from nursing staff (secondary use of data). 

2) Our request is also in keeping with the Health Information Act of Alberta, which states that 
pre-existing health information - such as that used in this proposed study — can be used for the 
purposes of research without the individuals' consent, as long as the research has been approved by a 
research ethics committee (please refer to page 4 of the enclosed Health Information Act 
Summary Document). 

3) Finally, it is important to reiterate that this research project - with the proposed waiving of the 
requirement to obtain informed consent - has been give considerable review and approval by my 
entire research committee consisting of experienced researchers (Dr. Brad Hagen, Dr. Roland 
Ikuta, Dr. Chris Armstrong-Esther, and Dr. Mark Sandilands), and has also been given careful 
review and ethical approval by another Human Research Subjects Ethical Review Committee, at 
the University of Lethbridge. This committee, like all human subjects ethical review committees, 
granted its approval on the basis of the Tri-Council recommendations. 

I would be grateful of the committee if, in light of this new information, could please carefully review the 
requirement for informed consent from a legal guardian and/or agent with a personal directive for the 
purposes of this research proposal, so that this valuable research project may proceed. 

I would also like to thank you and the committee for the support you have shown me and this important 
research project to date, and appreciate the opportunity to further discuss this project with the committee. 

Sincerely, 

Colin G. Zieber 

cc: Dr. B. Hagen 
Dr.. R. Ikuta 
Dr.. C. Armstrong - Esther 
Dr. M. Sandilands 
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Appendix 6 

TO: Colin Zieber, Psychogeriatric Consultant, Community Outreach Team 
Brad Hagen, Associate Professor, School of Health Sciences, U of L 

FROM: Paul Hasselback, M.D., M.Sc, F.R.C.P.C. jf 
Chair, Research Committee 

DATE: June 6, 2001 

RE: The Relationship between Pain and Agitation in Long Term Care Residents 
with Moderate to Severe Dementia - Study 

The CHR Research Committee reviewed the above named study at their meeting on June 5, 
2001. Thank you for attending and providing input into the discussions. 

The Committee approved the study, subject to clarification of the recruitment process and 
acceptance of both the CHR and U of L Ethics Committee 

To ensure that we maintain up-to-date records of research ongoing within the organization, we 
would appreciate receiving an update in approximately four months after the initiation of the 
project. At that time you will receive communication from us requesting such an update. 

On behalf of the research committee, I wish you well in the implementation of the study. 

cc: Trudy Harbridge/ Donna Stelmachovich/ Dr. Roland Ikuta 
Marg Breweri/ Dr. Rob Wedel 
U of L research office 
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Appendix 7 

Memo 
To: Colin Zieber, Health Sciences 
From: Margaret McKeen, Administrative Assistant, Research Services 
Date: June 15, 2001 
Subject: Human Subject Research Approval 

Your Master's human subject research protocol entitled, "The relationship between pain and agitation in 
long-term care residents with moderate to severe dementia" has been approved on behalf of the Human 
Subject Research Committee. 

Margarer-fVlcKeen 
Research Services 

mm 
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C H R 
Chinook Health Region 

CORPORATE OFFICE 
9(30 - 19 St. South 
Lethbridge, AB 
T1J 1W5 
Phone: (403) 382-6009 
Fax: (403)382-6011 

Appendix 8 

CORPORATE OFFICE 

September 21,2001 

CARDSTON 
Cards ton Hospital 
Community Health Office 
Graudview Nursir,g Home 

COALDALE 
Community Health Office 

Colin Zieber 
Graduate Student 
University of Lethbridge 

CKOWSNEST PASS 
Crowoiiest Pass Hospital 

Community Health Office 

FORT MACLEOD 
Fort Macleod Hospital 
Community Health Office-
Special Development Unit 

LETHBRIDGE 
Lethbridge Regional Hospital 
Community Health Offices 
Children's Cerure 

MAGRATH 
Magrarh Hospital 
Community Health Office 

MILK RIVER 
Milk River Hospital 

PICTURE BUTTE 
Picture1 Butte Health Centre 
Community Health Office 

PINCHES CREEK 
Pinuher Creek Hospital 
Community Health Office 

RAYMOND 
Raymond Hospital 
Community Health Office 

TABER 
Ti tber H o s p i t a l 

C o m m u n i t v H e a l t h Of f i ce 

VAUXHALL 
Community Health Office 

Dear Mr. Zieber 

Re: Relationship Between Pain and Agitation in Long Term Care Residents 
with Moderate to Severe Dementia 

Thank you for your presentation at the September 19 th, 2001 Regional Ethics 
Committee meeting. I am pleased to confirm that the Committee made a motion 
to remove the proviso made in the motion at the June 20 t h, 2001 Ethics Committee 
meeting. This proviso read "that only those residents are recruited who have a 
duly appointed guardian or an agent pursuant to a properly enacted Personal 
Directive". 

Attached is a list of the Committee members present at the September 19 
meeting. 

Good luck with this project. 

Sincerely, 

th 

Thaine Olsen 
Chair of Committee 

WARNER 
Cc»mrmniU.y Mfialrrt Oft ' tee 
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Appendix 9 

University of Lethbridge 
School of Health Sciences 

PALLIATIVE CARE NURSES - SUMMARY SHEET 
1. Participant Identifier 

2 . Location of Client 

3 . Average FAST Scone 

4. Gender 

5 . Age 

6. Length of Stay (Months) 

7. Medical Diagnoses 

Male 

Arthritis 
History of Hip# 
Osteoporosis 

Female 

Localized Pain 
History of Ca 

8 . Medication List - Please see attached information 

9 . Discomfort Scale - Dementia of the Alzheimer's Type - Average Score 
• Noisy Breathing 
• Negative Vocalizations 

• Content Facial Expression 
• Sad Facial Expression • 
• Frightened Facial Expression 
• Frown 
• Relaxed Body Language 
• Tense Body Language 
• Fidgeting 

> TOTAL 

10. Based on the information presented to you, do you think that you have 
previous clinical involvement with this client? 

• X 
11. Question: Based on the dient irformztion presented, please use ycur professional judgment to 

rate the pain experienced by the resident? 
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Appendix 10 

Data Collection Worksheet: Pain and Agitation Study 

1. Participant Identifier # : 

2. CHR Facility Code 1 = CNP 2 = Cardston 3 = Taber 

3. FAST Score (Nurse A) 

4. FAST Score (Nurse B) 

5. FAST Score (Average of A & B) 

6. Gender: 1 = Female 2 = Male 

7. Age 

8. Length of Stay (Months) 

From MDS Assessment: [Based upon criteria outlined in Feldt, Warne, and Ryden (1998)]. 

9. Arthritis 1 = Yes 0 = No 

10. Osteoporosis l = Y e s 0 = No 

11. HxofHip# l=Yes 0 = No 

12. Localized Pain l=Yes 0 = No 

13. History of Cancer l = Y e s 0 = No 

14. Number of Pain Dx: 

15. Pain Rx (Reg) 1 = Yes 0 = No 
16. PainRx(PRN) l=Yes 0 = No 
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Type of Pain Medication: [As outlined in Cramer, Galer, Mendelson, & Thompson (2000)] 

Regularly Scheduled and / or PRN in past 72 Hours 

17. Acetaminophen l=Yes 0 = No 

18. NSAID l=Yes 0 = No 

19. Opioid Analgesic l=Yes 0 = No 

20. Opioid Equivalence 

21. Benzodiazepine Medications: l=Yes 0=No 

22. Antipsychotic Medications: l=Yes 0=No 

23. Nurse A Pain Rating: 
QUESTION: Using your professional judgement and considering your observations, please rate your assessment of the 
resident's pain level this shift according to the following scale: 

1 = No Pain 
2 = Slight Pain 
3 = Mild Pain 
4 = Moderate Pain 
5 = Severe Pain 
6 = Extreme Pain 
7 = Pain as bad as it could be 

24. Nurse B Pain Rating: 
QUESTION: Using your professional judgement and considering your observations, please rate your 
assessment of the resident's pain level this shift according to the following scale: 

1 = No Pain 
2 - Slight Pain 
3 = Mild Pain 
4 = Moderate Pain 
5 = Severe Pain 
6 = Extreme Pain 
7 = Pain as bad as it could be 

25. Average Nurse A & B 
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Pittsburgh Agitation Scale: [As outlined in Rosen et al. (1994)]. 
Nurse A: 

26. Aberrant Vocalization: 0 1 2 3 4 

27. Motor Agitation: 0 1 2 3 4 

28. Aggressiveness: 0 1 2 3 4 

29. Resisting Care: 0 1 2 3 4 

30. Total Rater #1: 

Nurse B: 

31. Aberrant Vocalization: 0 1 2 3 4 

32. Motor Agitation: 0 1 2 3 4 

33. Aggressiveness: 0 1 2 3 4 

34. Resisting Care: 0 1 2 3 4 

35. Total Rater #2: 

36. Average Aberrant Score: 

37. Average Motor Score: 

38. Average Aggressive Score: 

39. Average Resisting Care Score: 

40. Average Totals: 

41. Average from Nurse A & B: (Questions 30 & 35) 
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Discomfort Scale - Dementia of the Alzheimer's Type 

[As outlined in Hurley, Volicer, Hanrahan, Houde, and Volicer (1992)]. 

Nurse A: 

42. Noisy Breathing: 0 1 2 3 

43. Negative Vocalizations: 0 1 2 3 

44. Content Facial Expression: 0 1 2 3 

45. Sad Facial Expression: 0 1 2 3 

46. Frightened Facial Expression: 0 1 2 3 

47. Frown: 0 1 2 3 

48. Relaxed Body Language: 0 1 2 3 

49. Tense Body Language: 0 1 2 3 

50. Fidgeting: 0 1 2 3 

51. Total Nurse A: 

Total Calculated 1=0-3 
2 = 4 - 7 
3= 8 - 11 
4= 12-15 
5=16-19 
6= 20 -23 
7= 24 - 27 

110 



Nurse B: 

52. Noisy Breathing: 0 2 

53. Negative Vocalizations: 0 1 2 

54. Content Facial Expression: 0 2 

55. Sad Facial Expression: 0 2 

56. Frightened Facial Expression: 0 1 2 

57. Frown: 0 1 2 

58. Relaxed Body Language: 0 1 2 

59. Tense Body Language: 0 2 

60. Fidgeting: 0 1 2 

61. Total Nurse B: 

Total Calculated 1= 0- 3 
2= 4 - 7 
3= 8- 11 
4= 12 - 1 5 
5= 16 - 1 9 
6= 20 - 2 3 
7= 24 - 2 7 
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Nurse A & B 

62. Average Noisy Breathing: 0 

63. Average Negative Vocalizations: 0 

64. Average Content Facial Expression: 0 

65. Average Sad Facial Expression: 0 

66. Average Frightened Facial Expression: 0 

67. Average Frown: 0 

68. Average Relaxed Body Language: 0 

69. Average Tense Body Language: 0 

70. Average Fidgeting: 0 

71. Average Total: _ 

Total Calculated 1=0-3 
2 = 4 - 7 
3= 8 - 11 
4= 12-15 
5=16-19 
6= 20 - 23 
7= 24 - 27 
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Palliative Consultant Questions: 

72. Based on the information presented to you, do you think that you have previous 

clinical involvement with this client? 

Yes = 1 No - 0 

Question: Based on the client information presented to you, please use your professional 

judgement to rate the pain experienced by the client. 

73. Palliative A Rating: 1 = No Pain 
2 = Slight Pain 
3 = Mild Pain 
4 = Moderate Pain 
5 = Severe Pain 
6 = Extreme Pain 
7 = Pain as bad as it could be 

74. Based on the information presented to you, do you think, that you have previous 
clinical, involvement with this client? 

Yes = 1 No = 0 

75. Palliative B Rating: 1 = No Pain 
2 = Slight Pain 
3 = Mild Pain 
4 = Moderate Pain 
5 = Severe Pain 
6 = Extreme Pain 
7 = Pain as bad as it could be 
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76. Based on the information presented to you, do you think, that you have previous 
clinical, involvement with this client? 

Yes = 1 No = 0 

77. Palliative C Rating: 1 = No Pain 
2 = Slight Pain 
3 = Mild Pain 
4 = Moderate Pain 
5 = Severe Pain 
6 = Extreme Pain 
7 = Pain as bad as it could be 

78. Average Palliative A, B, & C: 

114 



Janssen Pharmaceutica - Pain Assessment Kit Page 1 of 1 

J A N S S E N 

P H A R M A C E U T I C A 

R E S E A R C H 
F O U N D A T I O N 

Appendix 11 
A V W T O U R H I T E B J . H O M E 

A b o u t J a n s s e n * J a n s s e n N e w s * P r o d u c t s » C a r e e r O p p o r t u n i t i e s 

w > L o n g - T e r m C a r e P a i n A s s e s s m e n t T o o l 

Professionals Ho me 

Ask A Q u e s t i o n 

Continuing Education 

F a m i l y M i g h t -

Pain Acsessman* K i t 

V e r b a l D e s c r i p t i o n 

Select the words on the scale that best describes the pain 
An additional browser window will display the selected scale to print. 

© ALL COMPLETE U.S. 
PRESCRIBING 
INFORMATION . 

c 

' 5 

o 

c 
' 5 a. 
£ 
GO 

5 5 

& 
MM* 

s 

c 

C L 

i 

s 

( 0 
Q . 

£ 

(0 

1 

2 
" 5 

s 

« 
C 

Privacy Policy | Legal Notices 

About Janssen Janssen News Products Career Opportunities Feedback Sitemap 

© Janssen 2 0 0 0 . This site originates in the United States. 

http ://us.j anssen. com/painassessment/verbal.html 

115 

12/03/2001 



Appendix 12 

C-H-R 
1 iitrionK Hcalih Region 

* PITTSBURGH AGITATION SCALE 
Please Use Scoring Sheet 

Circle only the highest intensity score for each behaviour group that you observed during this rating period. 
Use the anchor points as a guide to choose a suitable level of severity. (Not all anchor points need be 
present. Choose more severe level when in doubt). 

BEHAVIOUR GROUPS 

Aberrant Vocalization 
(repetitive requests or complaints, non-verbal 
vocalizations, e.g., moaning, screaming) 

INTENSITY DURING RATING PERIOD 
0. Not present 

Low volume, not disruptive in milieu, 
including crying 
Louder than conversational, mildly 
disruptive, redirectable 
Loud, disruptive, difficult to redirect 
Extremely loud, screaming or yelling, highly 
disruptive, unable to redirect 

1. 

3. 
4. 

Motor Agitation 
(Pacing, wandering, moving in chair, picking at 
objects, disrobing, banging on chair, taking 
other's possessions. Rate "intrusiveness" by 
normal social standards, not by effect on other 
patients in milieu. If "intrusive" or "disruptive" 
due to noise, rate under "Vocalization".) 

0. 
1. 

2. 

3. 

4. 

Not present 
Pacing or moving about in chair at normal 
rate (appears to be seeking comfort, looking 
for spouse, purposeless movements) 
Increased rate of movements, mildly 
intrusive, easily redirectable 
Rapid movements, moderately intrusive or 
disruptive, difficult to redirect 
Intense movements, extremely intrusive or 
disruptive, not redirectable verbally 

Aggressiveness 
(Score " 0 " if aggressive only when resisting 
care) 

Resisting Care 
(Circle associated activity) 
Washing 
Dressing 
Eating 
Meds 
Other 

Were any of the following used during this rating 
p e r i o d b e c a u s e of b e h a v i o u r p r o b l e m s ? 

(Circle interventions used) 

Seclusion 
PRN meds (specify) 
Restraint 

Other interventions 

* Reproduced from Rosen et al. (1994). The Pittsburgh Agitation Scale; A user-friendly instrument for 
rating agitation in dementia patients. The American Journal of Geriatric Psychiatry. 2, 52 - 61, with 
permission for clinical and research purposes. 

0. Not present 
1. Verbal threats 
2. Threatening gestures; no attempt to strike 
3. Physical toward property 
4. Physical toward self or others 

0. Not present 
1. Procrastination or avoidance 
2. Verbal gesture of refusal 
3. Pushing away to avoid task 
4. Striking out at caregiver 

116 




