Pain Assessment in Advanced Dementia Scale (PAINAD)

Instructions: Observe the patient for five minutes before scoring his or her behaviors. Score the behaviors according
to the following chart. Definitions of each item are provided on the following page. The patient can be observed under
different conditions (e_g., at rest, during a pleasant activity, during caregiving, after the administration of pain
medication).
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TOTAL SCORE
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Scoring.

The total score ranges from 0-10 points. A possible interpretation of the scores is: 1-3=mild pain; 4-8=moderate pain;
7-10=severe pain. These ranges are based on a standard 0-10 scale of pain, but have not been substantiated in the
literature for this tool.
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