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The information in this guide is accurate to the best of our knowledge as of June 2023.

Definitions
As the International Association for the Study of Pain defines it, pain is ‘An unpleasant 
sensory and emotional experience associated with, or resembling that associated with, 
actual or potential tissue damage’ (Raja et al 2020). Further:

 • pain is a personal experience influenced by biological, psychological and social factors 
(such as culture and coping strategies) (Sheikh et al 2021)

 • a person’s report of pain experience should be respected. In other words, ‘Pain is what 
the person says it is’ (Raja et al 2020).

Chronic pain is pain that persists for 3 months or more. It is more common in older people 
(Robertson 2002; Sheikh et al 2021).

Key points
 • Chronic pain is most common in people living in residential care and those aged  

75 years or older (Schofield et al 2022). An Aotearoa New Zealand study reports that 
approximately 28 percent of people aged 75 years or older experience chronic pain 
(Dominick et al 2011). 

 • People can express pain through several different behaviours, not limited to describing 
it in words. If a person is unable to communicate, that does not rule out the possibility 
that they are experiencing pain (Raja et al 2020). 

 • People with cognitive impairment are at greatest risk of undertreatment of pain.  

 • No one has yet found a definitive approach to pain management (Sheikh et al 2021). 

Why this is important
Pain decreases a person’s functional, social and psychological wellbeing (Raja et al 2020) 
and impacts health-related quality of life. Severe pain is associated with reduced function, 
poorer physical and mental health and increased risk of mortality (Dominick et al 2011). 
Uncontrolled pain is a major cause of delirium (Sampson et al 2020). Moderate to severe 
pain can impair sleep, increase the risk of falls, put people off eating and hasten frailty 
progression (Sheikh et al 2021). 

Pain 
Mamae

https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=Mamae
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Implications for kaumātua*
Culture can impact on the experience and perception of pain as well as the response to pain 
(Magnusson and Fennell 2011). Understanding this influence is critical when assessing and 
managing pain.

A Māori view of health is holistic. That means the physical experience of pain impacts on 
oranga hinengaro (mental health), oranga wairua (spiritual health) and oranga whānau/
family (or social health), as well as hauora (wellbeing).

It is important to be able to differentiate between acute and chronic pain, as well as between 
physical pain and emotional or spiritual pain. When pain is present (chronic) or exacerbated 
(acute), it is important to involve whānau/family in care and support. Whānau/family 
can offer valuable suggestions for culturally informed interventions and help to motivate 
kaumātua as they are invested in the outcome for their loved one.

Cultural clues may indicate pain has a non-physical source. This is likely to vary from person 
to person. Again, trusting whānau/family and their input as well as using available cultural 
advisors will be beneficial in identifying non-physical causes of pain. 

It is important to note that some people keep the experience of pain to themselves or minimise 
the impacts when reporting pain. They may do so because they are very private, do not want 
to be a burden to others or they experience a sense of whakamā (shame, embarrassment) 
about discussing such experiences with an outsider (see the Guide for health professionals 
caring for kaumātua | Kupu arataki mō te manaaki kaumātua for more information).

Assessment 
Health professionals are more likely to identify pain when they are in a ‘pain-vigilant culture’. 
In this kind of culture, it is common practice to consider the need for pain treatment when a 
person has a disease known to cause pain, or predispose to pain, as well as when a person 
experiences and is recovering from trauma (eg, falls, skin tears, pressure injuries) (National 
Ageing Research Institute Limited 2021). 

People may under-report pain for a range of different reasons. These include but are not 
limited to: a) believing pain is a ‘natural’ part of ageing, b) fear of becoming addicted to 
pain medication, c) fear of the underlying cause of pain and d) cultural norms that reduce 
expressions of pain (National Ageing Research Institute Limited 2021). 

 • People with cognitive impairment may be unable to accurately report pain in words. In 
these cases, look for non-verbal indicators of pain. It can be helpful to use a standard 
assessment tool, such as the PAINAD (Warden et al 2003) or Abbey Pain Scale 
(National Ageing Research Institute Limited 2021), in addition to asking the person 
about their pain.

* Kaumātua are individuals, and their connection with culture varies. This guide provides a starting point for a conversation 
about some key cultural concepts with kaumātua and their whānau/family. It is not an exhaustive list; nor does it apply 
to every person who identifies as Māori. It remains important to avoid assuming all concepts apply to everyone and to 
allow care to be person and whānau/family led.

https://maoridictionary.co.nz/word/10799
https://maoridictionary.co.nz/word/4793
https://maoridictionary.co.nz/word/1200
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=wairua
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=wh%C4%81nau
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=hauora
https://maoridictionary.co.nz/word/9554
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 • When people can report pain, exploring their experience using a tool such as 
OLDCARTS-ICE is the essential first step in managing the pain.

 • You can use a tool such as the Brief Pain Inventory to guide people in self-reporting the 
intensity and impact of pain.

 • Listen to the person’s concerns about pain (what pain means to them).
 • Engage whānau/family in identifying and managing pain. (They may see subtle signs 

that health professionals do not notice.)
 • New pain is a significant event. The general practitioner (GP) or nurse practitioner 

(NP) should evaluate it fully.

Treatment 
Pain is more often undertreated than overtreated in older people. After a thorough pain 
assessment, a multimodal approach to pain management is recommended (Sheikh et 
al 2021). While non-pharmacological treatments are the first step, health professionals 
should not withhold effective pharmacological treatments (Schofield et al 2002). However, 
even with the best treatment, for some people it may only be possible to achieve a 30 
percent reduction in symptoms (Sheikh et al 2021).

Non-pharmacological treatment
 • Offer music and spiritual support.
 • Keep the person moving (which may involve anything from repositioning in bed to 

walking).
 • Support the person to eat well. Maintaining strength and eating favourite foods 

improves mood.
 • Support sleep.
 • Provide complementary therapies, such as massage, aromatherapy, soaking in a warm 

bath and/or pet therapy.
 • Safely apply heat (refer to your facility’s policy).
 • Safely apply cold (refer to your facility’s policy).

 • Use culturally informed interventions (eg, mirimiri, reiki, karakia).

Pharmacology
The nurse has an important role in pain medication management through:

 • administering and monitoring analgesics for effectiveness
 • slowly increasing analgesics after they are started at a low dose (to effect)
 • taking care to properly space the timing of analgesia for maximum effect
 • reviewing the use of as needed (PRN) medications and discussing with the GP/NP if 

prescriptions need changing
 • proactively using available PRN medications in response to pain.

https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=mirimiri
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Medications
 • Paracetamol is indicated for musculoskeletal pain, osteoarthritis of the hip and knee 

and lower back pain. For low-weight (< 50 kg) older people with frailty, one study 
recommends a maximum 24-hour dose of 3 g (Sheikh et al 2021). However, other 
authors report that no good-quality evidence is available to either support or refute 
this lower standard maximum dose (Caparrotta et al 2018). 

 • Non-steroidal anti-inflammatory drugs (NSAIDs) are generally not recommended 
for older people. If used, this should be for short courses only as they can cause harm 
(particularly gastrointestinal injury and increased renal impairment) and result in 
hospitalisation (Sheikh et al 2021). The prescriber considers the harm–benefit balance, 
and the nursing team needs to assess for evidence of harm (eg, abdominal pain, fluid 
retention or bleeding). These medications are generally not advised in heart failure, 
gastrointestinal disease and renal disease.  

 Note: Studies indicate that topical NSAIDs are safer than oral ones (Schofield et al 
2022).

 • Opioids are indicated for moderate to severe pain. They are generally not indicated for 
chronic pain. A GP or NP may issue these medications based on individual assessment. 
However, they are best used for acute pain, short-course therapy or end-of-life care.

	 Monitoring includes evaluation of renal and liver function and adverse effects:

 – Strong opioids (morphine, oxycodone): Assess for sedation, respiratory 
depression, muscle twitching and constipation.

 – Weak opioids (codeine): Assess for constipation.
 – Atypical opioids (tramadol): Assess for delirium.
 – Transdermal opioids (fentanyl): These take 24 hours to reach maximum effect 

and 24 hours to clear the system if stopped. Assess for sedation and significant 
respiratory depression when starting, increasing or stopping patches. A 
monitoring period of at least 24 hours is required (Schofield et al 2022). Patches 
are not recommended for people who have never had opioids before.

 • Adjuvant analgesics are indicated for neuropathic pain (Schofield et al 2022; Sheikh et 
al 2021). They include:

 – tricyclic antidepressants, but assess for cardiac side effects
 – anticonvulsants (gabapentin and pregabalin)
 – cannabidiol, although the current recommendation is to avoid it due to central 

nervous system side effects (Sheikh et al 2021).

Care planning
A patient-centred approach to care planning is recommended. This involves setting goals 
for pain management and using the multidisciplinary team to address all aspects of care 
that potentially may impact on pain. 



Frailty care guides | Ngā aratohu maimoa hauwarea  

Page 176

Consider all possible impacts, including physical, psychological, whānau/family and 
spiritual impacts. Include any culturally informed triggers or interventions that whānau/
family or cultural advisors have identified in the care plan.

Pain assessment tools 
Pain history collection: OLDCARTS-ICE
While primarily designed as a way to interview patients, OLDCARTS-ICE is also a useful 
tool for exploring the symptoms and expectations from the perspective of whānau/family 
or designated decision-makers.

OLDCARTS-ICE

Explore Questions/actions

Onset When did it start? (Be as accurate about date and time as possible.) 
Did it start suddenly or gradually? 
What (if anything) stimulated it? (What was happening? What was the person doing?)
Has something similar happened in the past? If so, what worked and what happened?
Particularly for people with chronic pain – is anything different about the experience 
this time?
Consider emotional triggers that may be impacting pain, for example, whānau/family 
issues, special anniversaries.

Location Where is the pain? Does it spread anywhere (radiate)?

Duration How long does it last? Is it continuous or intermittent? How often does it occur?  
Is there a pattern?

Characteristics What does it feel like? (Get a description, eg, ache, stabbing, burning.)

Associated 
symptoms

Is anything else happening at the same time (eg, nausea, sweating, fear/anxiety, 
palpations, dizziness)?
Be aware that associated symptoms may not be just physical symptoms. Wairua 
(spiritual) unrest with spiritual or emotional pain may manifest as tīpuna (ancestors) or 
other deceased loved ones ‘visiting’ during dreams or at other times.

Relieving and 
aggravating

What makes it better? 
What makes it worse? 

Treatment Have you tried any treatments (including home remedies, medication, position)?

Severity How bad is it? (Use a scale – see later tools.) 
Be aware. Reluctance to report pain or under-reporting pain may be due to whakamā 
(shame, embarrassment) or not wanting to be a burden.

Always consider the following for chronic pain; they may also be helpful with acute pain.

Impact For kaumātua, ask how has this affected your mauri (life force, vital essence/vitality)? 
Your wairua (spirit)? Your hinengaro (mind/psychological state)?  
Think beyond the physical impacts.

Coping How are you managing?

Expectation What can we (staff in aged care) do to support/help? (Expectations and priorities differ.)

https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=Wairua
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=t%C4%ABpuna
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=mauri
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=Wairua
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=hinengaro
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Descriptions that help identify pain

Pain types Clinical example Location/radiation Characteristics

Visceral pain: 
from organs and 
surrounding or 
supporting tissue

Bowel spasm,  
distended bladder (acute 
retention) or deep tumour

Often difficult to localise;  
it radiates sometimes

Cramping, stabbing, 
deep and throbbing, 
squeezing, pressure, 
heaviness, sharp intense 
pain; may fluctuate

Somatic pain:  
from joint, muscle 
and bone 

Arthritis, muscle sprain/
strain, wounds, metastatic 
bone disease

Person can often point 
to the pain; it radiates 
sometimes

Constant, aching, 
stabbing sharp, sore, 
cramping, throbbing,  
dull, gnawing

Neuropathic pain: 
from peripheral  
and central nerves

Post-herpetic neuralgia, 
peripheral neuropathy, 
spinal cord issues 

It radiates along the nerve; 
a dermatome map will  
help identify the nerve

Pins and needles, 
burning, crawling, 
gnawing, stabbing, 
shooting, intense pain

Emotional pain This pain may not have a 
physical trigger  
Whānau/family may be 
able to provide information 
about a trigger

May be vague and difficult 
to isolate in physical exam 
(be alert for reports of 
abdominal pain)

Can be a whole range  
of descriptors

Brief pain inventory 
A tool for people to self-report their pain. Examples are freely searchable: www.apsoc.org.
au/PDF/Publications/APS_Pain-in-RACF-2_M-RVBPI.pdf (PDF, 112 KB).

Validated pain assessment tools
Use when people have cognitive impairment or communication difficulties.

Pain Assessment in Advanced Dementia Scale: PAINAD (Warden et al 2003)

Behaviour 0 1 2 Score

Breathing 
independent  
of vocalisation 

Normal Occasional laboured 
breathing, short period 
of hyperventilation 

Noisy laboured 
breathing, long period 
of hyperventilation, 
Cheyne–Stokes 
respiration 

Negative 
vocalisation 

None Occasional moan or 
groan, low-level speech 
with a negative or 
disapproving quality 

Repeated, troubled 
calling out, loud 
moaning or groaning, 
crying 

Facial expression Smiling or 
inexpressive 

Sad, frightened, 
frowning 

Facial grimacing 

Body language Relaxed Tense, distressed 
pacing, sighing 

Rigid, fists clenched, 
knees pulled up, pulling 
or pushing away, 
striking out 

Consolable No need to 
console

Distracted or reassured 
by voice

Unable to console, 
distract or reassure

Possible interpretation:  
1–3 Mild pain   4–6 Moderate pain   7–10 Severe pain

Total

http://www.apsoc.org.au/PDF/Publications/APS_Pain-in-RACF-2_M-RVBPI.pdf
http://www.apsoc.org.au/PDF/Publications/APS_Pain-in-RACF-2_M-RVBPI.pdf
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Abbey Pain Scale (National Ageing Research Institute Limited 2021)

Behaviour Score None Mild  
0

Moderate  
2

Severe  
3

Vocalisation 
Whimpering, groaning, crying

Facial expression 
Looking tense, frowning, grimacing, looking frightened

Body language change 
Fidgeting, rocking, guarding part of body, withdrawn

Behaviour change 
Increased confusion, refusing to eat, alteration in usual 
patterns

Physiological change 
Temperature/pulse/blood pressure outside normal 
limits, perspiring, flushing or pallor

Physical change 
Skin tears, pressure areas, arthritis, contractures, 
previous injuries

Interpretation: 0–2 No pain; 3–7 Mild pain; 8–13 Moderate pain; 14+ Severe pain Total

Abbey J, De Bellis A, Piller N, Esterman A, Giles L, Parker D, Lowcay B. Funded by the JH & JD Gunn 
Medical Research Foundation 1998–2002

Electronic (app-based) tools such as ‘PainChek’ artificial intelligence facial analysis may 
also be useful. Some providers are integrating it into their care management systems (see 
www.painchek.com/use-cases/residential-aged-care).

http://www.painchek.com/use-cases/residential-aged-care
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