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PPS
Level

‘ Ambuiation

|

Palliative Performance Scale (PPSv2)

Activity & Evidence of
Disease

Self-Care

Intake

version 2

’ Conscious Level

100% Full Normal activity & work Full Normal Full
No evidence of disease
90% Full Normal activity & work Full Normal Full™
Some evidence of disease
80% Full Normal activity with Effort Full Normal or Full
Some evidence of disease reduced
70% Reduced Unable Normal Job/Work Full Normal or Full
Significant disease reduced
60% Reduced Unable hobby/house work Occasional assistance Normal or Full
Significant disease necessary reduced or Confusion
50% Mainly Sit/Lie Unable to do any work Considerable assistance Normal or Full
Extensive disease required reduced or Confusion
40% | Mainlyin Bed | Unable to do most activity Mainly assistance Normal or Full or Drowsy
Extensive disease reduced +/- Confusion
30% Totally Bed Unable to do any activity Total Care Normal or Full or Drowsy
Bound Extensive disease reduced +/- Confusion
20% Totally Bed Unable to do any activity Total Care Minimal to Full or Drowsy
Bound Extensive disease sips +/- Confusion
10% Totally Bed Unable to do any activity Total Care Mouth care Drowsy or Coma
Bound Extensive disease only +/- Confusion
0% Death S - - :

Instructions for Use of PPS (see also definition of terms)
PPS scores are determined by reading horizontally at each level to find a ‘best fit’ for the patient which is then

assigned as the PPS% score.

Begin at.the left column and read downwards until the appropriate ambulation level is reached, then read across to
the next column and downwards again until the activity/evidence of disease is located. These steps are repeated
until all five columns are covered before assigning the actual PPS for that patient. In this way, ‘leftward’ columns
(columns to the left of any specific column) are ‘stronger’ determinants and generally take precedence over others.

1.

Example 1: A patient who spends the majority of the day sitting or lying down due to fatigue from advanced disease
and requires considerable assistance to walk even for short distances but who is otherwise fully conscious level with

good intake would be scored at PPS 50%.

Example 2: A patient who has become paralyzed and quadriplegic requiring total care would be PPS 30%. Although
this patient may be placed in a wheeichair (and perhaps seem initially to be at 50%), the score is 30% because he or
she would be otherwise totally bed bound due to the disease or complication if it were not for caregivers providing total
care including lift/transfer. The patient may have normal intake and full conscious level.

Example 3: However, if the patient in example 2 was paraplegic and bed bound but still able to do some self-care such
as feed themselves, then the PPS would be higher at 40 or 50% since he or she is not 'total care.'

PPS scores are in 10% increments only. Sometimes, there are several columns easily placed at one level but one
or two which seem better at a higher or lower level. One then needs to make a ‘best fit' decision. Choosing a ‘half-
fit' value of PPS 45%, for example, is not correct. The combination of clinical judgment and ‘leftward precedence’

is used to determine whether 40% or 50% is the more accurate score for that patient.

PPS may be used for several purposes. First, it is an excellent communication tool for quickly describing a
patient's current functional level. Second, it may have value in criteria for workload assessment or other
measurements and comparisons. Finally, it appears to have prognostic value.
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Definition of Terms for PPS

As noted below, some of the terms have similar meanings with the differences being more readily apparent as one reads
horizontally across each row to find an overall ‘best fit' using all five columns.

1. Ambulation
The items ‘mainly sit/lie,’ ‘mainly in bed,’ and ‘totally bed bound’ are clearly similar. The subtle differences are related

to items in the seif-care column. For example, ‘totally bed ‘bound’ at PPS 30% is due to either profound weakness or
paralysis such that the patient not only can't get out of bed but is also unable to do any self-care. The difference between
‘'sit/lie’ and ‘bed’ is proportionate to the amount of time the patient is able to sit up vs need to lie down.

‘Reduced ambulation’ is located at the PPS 70% and PPS 60% level. By using the adjacent column, the reduction of
ambulation is tied to inability to carry out their normal job, work occupation or some hobbies or housework activities. The
person is still able to walk and transfer on their own but at PPS 60% needs occasional assistance.

2. Activity & Extent of disease

‘Some,’ ‘significant,’ and ‘extensive’ disease refer to physical and investigative evidence which shows degrees of
progression. For example in breast cancer, a local recurrence would imply ‘some’ disease, one or two metastases in the
lung or bone would imply ‘significant’ disease, whereas multiple metastases in lung, bone, liver, brain, hypercalcemia or
other major complications would be ‘extensive’ disease. The extent may also refer to progression of disease despite active
treatments. Using PPS in AIDS, ‘some’ may mean the shift from HIV to AIDS, ‘significant’ implies progression in physical
decline, new or difficult symptoms and laboratory findings with low counts. ‘Extensive’ refers to one or more serious
complications with or without continuation of active antiretrovirals, antibiotics, etc.

The above extent of disease is also judged in context with the ability to maintain one's work and hobbies or activities.
Decline in activity may mean the person still plays golf but reduces from playing 18 holes to 9 holes, or just a par 3, or to
backyard putting. People who enjoy walking will gradually reduce the distance covered, although they may continue trying,
sometimes even close to death (eg. trying to walk the halls).

3. Self-Care
‘Occasional assistance’ means that most of the time patients are able to transfer out of bed, walk, wash, toilet and eat

their own means, but that on occasion (perhaps once daily or a few times weekly) they require minor assistance.

‘Considerable assistance’ means that regularly every day the patient needs help, usually by one person, to do some of
the activities noted above. For example, the person needs help to get to the bathroom but is then able to brush his or her
teeth or wash at least hands and face. Food will often need to be cut into edible sizes but the patient is then able to eat of

his or her own accord.

‘Mainly assistance’ is a further extension of ‘considerable.’ Using the above example, the patient now needs help getting
up but also needs assistance washing his face and shaving, but can usually eat with minimal or no help. This may fluctuate

according to fatigue during the day.

‘Total care’ means that the patient is completely unable to eat without help, toilet or do any self-care. Depending on the
clinical situation, the patient may or may not be able to chew and swallow food once prepared and fed to him or her.

4. intake
Changes in intake are quite obvious with ‘normal intake’ referring to the person’s usual eating habits while healthy.

‘Reduced’ means any reduction from that and is highly variable according to the unique individual circumstances.
‘Minimal’ refers to very small amounts, usually pureed or liquid, which are well below nutritional sustenance.

5. Consclous Level
‘Full consciousness’ implies full alertness and orientation with good cognitive abilities in various domains of thinking,

memory, etc. ‘Confusion’ is used to denote presence of either delirium or dementia and is a reduced level of
consciousness. It may be mild, moderate or severe with muitiple possible etiologies. ‘Drowsiness’ implies either fatigue,
drug side effects, delirium or closeness to death and is sometimes included in the term stupor. ‘Coma’ in this context is the
absence of response to verbal or physical stimuli; some reflexes may or may not remain. The depth of coma may fluctuate
throughout a 24 hour period.

© Copyright Notice.

The Palliative Performance Scale version 2 (PPSv2) tool is copyright to Victoria Hospice Society and replaces the first PPS published
in 1996 [J Pall Care 9(4): 26-32]. It cannot be altered or used in any way other than as intended and described here. Programs may
use PPSv2 with appropriate recognition. Available in electronic Word format by email request to judy. martell@viha.ca
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Neonatal/Infant rain Scale (NIPS)

Recommended for children less than 1 year old - A score greater than 3 indicates pain

Pain assessment Score

Facial Expression
0 — Relaxed muscles, restful face, neutral expression

1 — Grimace, tight facial muscles; furrowed brow, chin, jaw, (negative facial expression — nose,
mouth and brow)

Cry
0 — No Cry, quiet, not crying
1 — Whimper, mild moaning, intermittent

2 — Vigorous cry, loud scream; rising, shrill, continuous (Note: Silent cry may be scored if baby is
intubated as evidenced by obvious mouth and facial movement. |

Breathing Patterns
0 — Relaxed, usual pattern for this infant :
1 — Change in Breathing, indrawing, irregular, faster than usual; gagging; breath holding

Arms
0 — Relaxed/Restrained, no muscular rigidity; occasional random movements of arms
1 — Flexed/Extended, tense, straight legs; rigid and/or rapid extension, flexion

Legs
0 — Relaxed/Restrained, no muscular rigidity; occasional random leg movement
1 — Flexed/Extended, tense, straight legs; rigid and/or rapid extension, flexion

State of Arousal
0 — Sleeping/Awake, quiet, peaceful sleeping or alert random leg movement
1 — Fussy, alert, restless, and thrashing




Confusion Assessment Method

Feature 1: Acute Onset This feature is usually obtained from a family member or
and Fluctuating Course nurse and is shown by positive responses to the following
questions: Is there evidence of an acute change in mental
status from the patient’s baseline? Did the (abnormal)
behavior fluctuate during the day, that is, tend to come and

go, or increase and decrease in severity?

Feature 2: Inattention This feature is shown by a posttive response to the following
question: Did the patient have difficulty focusing attention,
for example, being easily distractible, or having difficulty

keeping track of what was being said?
Feature 3: Disorganized | This feature is shown by a positive response to the following
thinking question: Was the patient’s thinking disorganized or

incoherent, such as rambling or irrelevant conversation,
unclear or illogical flow of ideas, or unpredictable switching

from subject to subject?
Feature 4: Altered Level of | This feature is shown by any answer other than “alert” to the
consciousness following question: Overall, how would you rate this patient’s

level of consciousness? (alert [normal]), vigilant [hyperalert],
lethargic [drowsy, easily aroused], stupor [difficult to arouse],
or coma [unarousable])

The diagnosis of delirium by CAM requires the presence of features 1and 2 and ejther 3or4.




The Pain Assessment in Advanced Dementia (PAINAD) Scale*

Items o 1 2 Score
Breathing Normal Occasional labored Noisy labored breathing.
independent breathing. Short Long period of
of vocalization period of hyperventilation. Cheyne-

| hyperventilation. Stokes respirations.
Negative None Occasional moan or | Repeated troubled calling
vocalization groan. Low-level out. Loud moaning or
speech with a groaning. Crying.
negative or
disapproving quality.
Facial Smiling or | Sad. Frightened. Facial grimacing.
expression inexpressive | Frown.
Body language | Relaxed Tense. Distressed Rigid. Fists clenched.
_ pacing. Fidgeting. Knees pulled up. Pulling or
pushing away. Striking out.
Consolability | Noneedto | Distracted or Unable to console, distract
-. console reassured by voice or | or reassure.
touch. |

Total

*Warden V, Hurley Ac, Volicer L. Development and

scale. J Am Med Dir Assoc. 2003; 4:9-15.

psychometric evaluation of the pain assessment in advanced dementia (PAINAD)
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Assessing Pain in Older Adults with Dementia
By: Ann L. Horgas, RN, PhD, FGSA, FAAN, University of Florida College of Nursing

WHY: There is no evidence that older adults with dementia physiologically experience less pain than do other older adults
(American Geriatrics Society (AGS), 2002). Rather than being less sensitive to pain, cognitively-impaired elders may fail to
interpret sensations as painful, are often less able to recall their pain, and may not be able to verbally communicate it to care
providers (AGS, 2002). As such, cognitively impaired older adults are often under-treated for pain.

As with all older adults, those with dementia are at risk for multlple sources and types of pain, including chronic pain from
conditions such as osteoarthritis and acute pain. Untreated pain in cognitively impaired older adults can delay healing, disturb
sleep and activity patterns, reduce function, reduce quality of life, and prolong hospitalization.

BEST TOOLS:

Several tools are available to measure pain in older adults with dementia. Few have been comprehensively evaluated and each
has strengths and limitations (Herr, Decker, & Bjoro, 2006). The American Medical Directors Association has endorsed the Pain
Assessment in Advanced Dementia Scale (PAINAD) (Warden, et al, 2003).

We recommend the following:

® Ask older adults with dementia about their pain. Even older adults with mild to moderate dementia can respond to simple
questions about their pain (American Geriatrics Society, 2002).

¢ Use a standardized tool to assess pain intensity, such as the numerical rating scale (NRS) (0-10) or a verbal descriptor scale
(VDS) (Herr, 2002; See also Try This: Pain Assessment). The VDS asks participants to select a word that best describes their
present pain (e.g., no pain to worst pain imaginable) and may be more reliable than the NRS in older adults with dementia.

e Use an observational tool (e.g., PAINAD) to measure the presence of pain in older adults with dementia.

o Ask family or usual caregivers as to whether the patient’s current behavior (e.g., crying out, restlessness) is different from
their customary behavior. This change in behavior may signal pain.

* If pain is suspected, consider a time-limited trial of an appropriate type and dose of an analgesic agent. Thoroughly investigate
behavior changes to rule out other causes. Use the PAINAD to evaluate the pain before and after administering the analgesic.

TARGET POPULATION: Older adults with cognitive impairment who cannot be assessed for pain using standardized pain
assessment instruments. Pain assessment in older adults with cognitive impairment is essential for both planned or emergent
hospitalization.

VALIDITY AND RELIABILITY: The PAINAD has an internal consistency reliability ranging from .50 (for behavior assessed at rest)
to .67 (for behaviors assessed during unpleasant caregiving activities). Interrater reliability is high (r - .82 - .97). No test-retest
reliability is available.

STRENGTHS AND LIMITATIONS: Pain is a subjective experience and there are no definitive, universal tests for pain. For patients
with dementia, it is particularly important to know the patient and to consult with family and usual caregivers.

BARRIERS to PAIN MANAGEMENT in OLDER ADULTS with DEMENTIA: There are many barriers to effective pain
management in this population. Some common myths are: pain is a normal part of aging; if a person doesn’t verbalize that
they have pain, they must not be experiencing it; and that strong analgesics (e.g., opioids) must be avoided.

An effective approach to pain management in older adults with dementia is to assume that they do have pain if they have
conditions and/or medical procedures that are typically associated with pain. Take a proactive approach in pain assessment
and management.

MORE ON THE TOPIC:

Best practice information on care of older adults: www.GeroNurseOnline.org.

American Geriatrics Society Panel on Persistent Pain in Older Persons (2002) C]lmcal practlce guldehnes The management of persnstent pain in
older persons. JAGS, 50, S205-S224. Available at http: D D guid
the American Genatncs Society Web site, Mr_n_mmgmmm

Herr, K. (2002). Pain assessment in cognitively impaired older adults. AJN, 102(12), 65-68.

Herr, K., Bjoro, K., & Decker, S. (2006). Tools for assessment of pain in nonverbal older adults with dementia: A state-of-the-science review. Journal
of Pain and Symptom Management, 31(2). 170-192.

Warden, V., Hurley, A.C., & Volicer, L. (2003). Deve]opment and psychometnc evaluation of the pain assessment in advanced dementia (PAINAD)
Scale. Journal of the American Medical Directors Association, 4(1), 9-15

Permission is hereby granted to reproduce, post, download, and/or distribute, this material in its entirety only for not-for-profit educational purposes only, provided that The
Hartford Institute for Geriatric Nursing, College of Nursing.-New York University is cited as the source. This material may be downloaded and/or distributed in electronic format,
including PDA format. Available on the internet at www.hartfordign.org and/or www.GeroNurseOnline.org. E-mail notification of usage to: hartford.ign@nyu.edu.



Pain Assessment in Advanced Dementia (PAINAD) Scale

Hems* 0 1 2 Score
Breathing independent Normal Occaslonal iabored breathing. Nolsy labored breathing. Long
of vocalization Short period of hyperventilation. period of hyperventilation.
Cheyne-Stokes respirations.
Negative vocalization None Occaslonal moan or groan. Repeated troubled calling out.
Lowlevel speech with a negative Loud moaning or groaning.
or disapproving quality. Crying.
Facial expression Smiling or inexpressive Sad. Frightened. Frown. Facial grimacing.
Body language Relaxed Tense. Distressed pacing. Rigid. Fists clenched. Knees
Fidgeting. pulled up. Puiling or pushing
away. Striking out.
Consolabllity No need to console Distracted or reassured by voice | Unable to console, distract
or touch. Or reassure.

* Five-item observational tool (see the description of each item below).
™ Total scores range from 0 to 10 (based on a scale of 0 to 2 for five items), with a higher score
indicating more severe paln (0="no paln"to 10="severe pain”).

Total**

BREATHING

1. Normal breathing is characterized
by effortless, quiet, rhythmic
(smooth) respirations.

2. Occasional labored breathing is
characterized by episodic bursts of harsh,
difficult or wearing respirations.

3. Short period of hyperventilation is
characterized by intervals of rapid, deep
breaths lasting a short period of time.

4. Noisy labored breathing is characterized by
negative sounding respirations on
inspiration or expiration. They may be loud,
gurgling, or wheezing. They appear
strenuous or wearing.

5. Long period of hyperventilation is
characterized by an excessive rate and
depth of respirations lasting a
considerable time.

6. Cheyne-Stokes respirations are
characterized by rhythmic waxing and
waning of breathing from very deep to
shallow respirations with periods of apnea
(cessation of breathing).

NEGATIVE VOCALIZATION

1. None is characterized by speech or
vocalization that has a neutral or
pleasant quality.

2. Occasional moan or groan is characterized by
mournful or murmuring sounds, wails or
laments. Groaning is characterized by louder
than usual inarticulate involuntary sounds,
often abruptly beginning and ending.

3. Low level speech with a negative or
disapproving quality is characterized by
muttering, mumbling. whining, grumbling,
or swearing in a low volume with a
complaining, sarcastic or caustic tone.

4, Repeated troubled calling out is
characterized by phrases or words being
used over and over in a tone that suggests
anxiety, uneasiness, or distress.

5. Loud moaning or groaning is characterized
by mournful or murmuring sounds, wails or
laments much louder than usual volume.
Loud groaning is characterized by louder
than usual inarticulate involuntary sounds,
often abruptly beginning and ending.

6. Crying is characterized by an utterance of
emotion accompanied by tears. There may
be sobbing or quiet weeping.

FACIAL EXPRESSION

1. Smiling is characterized by upturned
corners of the mouth, brightening of the
eyes and a look of pleasure or contentment.
Inexpressive refers to a neutral, at ease,
relaxed, or blank look.

2. Sad is characterized by an unhappy,
lonesome, sorrowful, or dejected look.
There may be tears in the eyes.

3. Frightened is characterized by a look of
fear, alarm or heightened anxiety. Eyes
appear wide open.

4. Frown is characterized by a downward turn
of the corners of the mouth. Increased
facial wrinkling in the forehead and around
the mouth may appear.

5. Facial grimacing is characterized by a
distorted, distressed look. The brow is more
wrinkled as is the area around the mouth.
Eyes may be squeezed shut.

BODY LANGUAGE

1. Relaxed is characterized by a calm, restful,
mellow appearance. The person seems to
be taking it easy.

2. Tense is characterized by a strained,
apprehensive or worried appearance.

The jaw may be clenched (exclude any
contractures).

3. Distressed pacing is characterized by
activity that seems unsettied. There may
be a fearful, worried, or disturbed element
present. The rate may be faster or slower.

4, Fidgeting is characterized by restless
movement. Squirming about or wiggling in
the chair may occur. The person might be
hitching a chair across the room. Repetitive
touching, tugging or rubbing body parts
can also be observed.

5. Rigid is characterized by stiffening of the
body. The arms and/or legs are tight and
inflexible. The trunk may appear straight
and unyielding (exclude any contractures).

6. Fists clenched is characterized by tightly
closed hands. They may be opened and
closed repeatedly or held tightly shut.

7. Knees pulled up is characterized by flexing
the legs and drawing the knees up toward
the chest. An overall troubled appearance
(exclude any contractures).

8. Pulling or pushing away is characterized
by resistiveness upon approach or to care.
The person is trying to escape by yanking
or wrenching him or herself free or shoving
you away.

9. Striking out is characterized by hitting,
kicking, grabbing, punching, biting, or
other form of personal assault.

CONSOLABILITY

1. No need to console is characterized
by a sense of well being. The person
appears content.

2. Distracted or reassured by voice or touch
is characterized by a disruption in the
behavior when the person is spoken to or
touched. The behavior stops during the
period of interaction with no indication
that the person is at all distressed.

3. Unable to console, distract or reassure is
characterized by the inability to sooth the
person or stop a behavior with words or
actions. No amount of comforting, verbal
or physical, will alleviate the behavior.

Reprinted from Journal of the American Medical Directors Association, 4(1), 9-15. Warden, V., Hurley, A.C., & Volicer, L.. Development and psychometric
evaluation of the pain assessment in advanced dementia (PAINAD) Scale.
Copyright (2003), with permission from American Medical Directors Association.

A SERIES PROVIDED BY
The Hartford Institute for Geriatric Nursing
emMalL: hartford.lgn@nyu.edu

HARTFORD INSTITUTE WEBSITE: www.hartfordign.org
GERONURSEONLINE WEBSITE: www.GeroNurseOnline.org




MERRIMACK VALLEY HOSPICE
PEDIATRIC PAIN SCALES

FLACC Behavioral Pain Asses

Categories

Face

Legs

Activity

Cry

Consolability

Hispanic

GBCHER!?: GUCHER!"

WORST PAIN POSSIBLE
UNBEARABLE

Unable to do any activitles
e because of paln.

[y
&
pod
(=]

INTENSE, DREADFUL
HORRIBLE

: Unable to da most a_dwmes
Hurts Wholo Lol e because of pain,

NISERABLE
DISTRESSING

Unabde to do some activities
Hurts Even More 5 e —— because of Nin

6_—

(ol HASGING PAIN
?i 4 T UNCOMFORTABLE
TROUBLESOME

Hurts Littte More 3 i cﬂ::g: r?:::,:rd'::shes

NILD PAIN
ANKOYIHG

Pain is present but does

2'_-

= N W R NN 0O
= N W e 0 N 9

0 HO PAIY

=]
=

Freenireg DL. Hickerberry Eeton M, Whsos O, MabsvienbL.
Schearts F ong's Enzatul of feduiny Mg od 6, S Leas 2001
No Hurt £ GO Coomgtted by Wondy, e, Pensinted Ly gemisson Mirpu/fmww.oucher.ong

etp/Amaw.ougher.org



