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Abstract

Original Article

Introduction

Increasing elderly population is inevitable,[1] and one in eight 
people was aged 60 + years in 2015 worldwide.[2] Pain is one 
of the most common symptoms in older patients receiving 
palliative care with the prevalence of  >66%.[3] Symptom 
control is crucial in palliative care to improve quality of 
life.[3,4] Therefore, adequate pain management is important in 
palliative care.[5]

Pain management begins with an accurate pain assessment,[6] 
and nurses have a pivotal role in pain management.[7] Pain 
treatment is not simple, especially in older adults with complex 
health problems.[6,8] Nontreatments due to inaccurate pain 
assessment might lead to additional problems for patients 
and health systems.[9] Whereas pain is known as a subjective 
experience,[10] Self‑reporting is considered as a gold standard 
method for pain assessment.[9] One of the most frequently used 
pain assessment scales, in clinics and research, is Faces Pain 
Scale (FPS) that is applied to measure pain intensity initially 

in children.[11] Furthermore, some studies approved the validity 
of FPS for pain assessment in elderly population.[12‑15]

Since talking ability is not necessary to complete the FPS,[16] 
the FPS was considered useful in older adults with mild 
and moderate cognitive impairments.[17] FPS is simple and 
desirable to use in both cognitively intact and impaired elderly 
participants.[15,18] Although there are different versions of 
FPS,[13,19‑21] in this study, 11‑face FPS (FPS‑11) was used. After 
universal recommendations for the use of 0–10 Numeric Rating 
Scale (NRS),[13,22] NRS was known as a gold standard by the 
American Pain Society.[23] Since eleven faces in the FPS‑11 
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are comparable with the 0–10 in NRS, without mathematical 
adaptations,[13] we used FPS‑11 to validate among the Iranian 
elderly with chronic knee pain. FPS‑11 was used in the Korean 
elderly who had different sociodemographic background.[13]

An applied tool that used in a different population with a 
different language should pass the adaptation process. This 
process is beyond translating that included evaluating of 
psychometric properties, based on the study population.[11] 
Considering the cultural differences in the Persian language 
elderly, the pain assessment scales should confirm through 
the adaptation process. Studies on pain scale validity in the 
Iranian elderly are limited, and there is only one validation 
study on brief pain inventory in the Iranian elderly with 
cancer pain.[24] There is no evidence for psychometric 
properties of FPS‑11 among the Persian language elderly. 
The aim was to study the psychometric properties’ evaluation 
of FPS‑11 in terms of construct and concurrent validities 
and test–retest reliability in Iranian elderly outpatients with 
chronic knee pain.

Methods

Setting and participants
In this cross‑sectional validation, study participants were 
selected through convenience sampling between participants 
aged 60+ years with chronic knee pain due to degenerative joint 
disease (DJD) who were attended in three outpatient clinics. 
The sample size was calculated by Hulley’s formula (α = 0.001 
and β = 0.10). Farsi language and ability to communicate 
were the inclusion criteria. Older patients who had cognitive 
impairment measured by Mini‑Mental State Examination 
(MMSE ≤23 score),[25,26] visual impairment (visual acuity <2), 
and hearing impairment (positive whisper test) were excluded 
from the study.[27] Finally, 217 eligible elderly participants who 
agreed to contribute were signed or fingerprinted the informed 
consent form.

Data collection
Qualified elderly participants through medical records received 
appropriate explanations about the aim of this study to express 
assent. The MMSE applied to determine the presence of 
cognitive impairments. NRS as a gold standard pain assessment 
was measured, by pointing the most appropriate number that 
shows the level of current knee pain in the elderly.[13] Then, 
the Iranian version of FPS‑11 (FPS‑11‑IR) was presented to 
elderly participants and asked them to rate their current knee 
pain by explaining that the first face demonstrates “no pain” 
and the last face is “the worst imaginable pain.”

Ethical considerations
This study was conducted according to guidelines laid down 
in the Declaration of Helsinki and all human procedures that 
were approved by ethical standards of the Ethics Committee 
of Medical School Tehran University of Medical Sciences 
(Ethics code: EC‑00358). The aim of this study was explained, 
and written consent form was signed by elderly participants 
and their proxies.

Measurement instruments
Faces Pain Scale
The original version of FPS was developed for pediatrics 
with six faces;[19] the other versions had seven[20] and nine 
faces.[21] Herr et al. removed tears from faces of FPS‑9, to 
prevent the bias that conducted by personal beliefs about pain 
manifestations.[28] Kim and Buschmann modified McGrath’s 
FPS‑9 into a 11‑face scale to match with 11‑point NRS.[13] 
After obtaining permission from the developer, we used FPS‑11 
version that was reliable and valid in Korean language.[13] In 
the present study, faces are represented by a black and white 
8 cm × 8 cm line drawing [Figure 1].

Numeric Rating Scale
NRS is a self‑reporting pain assessment scale with 11 points 
ranging from 0 to 10. Number 0 represents “no pain”, while 
10 represents “the worst possible pain.” The common format 
is a horizontal bar or line with guide words of “no pain” at one 
end, “moderate pain” in the middle, and “the worst possible 
pain” at the other end of the scale. Elderly participants were 
asked, to select only one number that was the best description 
for current pain intensity. “No pain” was described by 0 score, 
“mild pain” was demonstrated by 1–3 scores, “moderate 
pain” was demonstrated by 4–6 scores, and “severe pain” was 
considered by 7–10 scores.[18]

Mini‑Mental State Examination
MMSE is a 30‑point questionnaire that is developed to measure 
cognitive impairments in community and clinical settings. The 
MMSE examines registration, attention and calculation, recall, 
language, ability to follow simple commands, and orientation 
functions.[29] The MMSE Persian version is a reliable and valid 
tool to discriminate cognitive impairments in older population, 
with the cutoff score of 23; the sensitivity and specificity were 
98% and 100%, respectively.[25]

Reliability and validity
Reliability of the FPS was examined by applying FPS‑11 and 
NRS at 1‑week interval for 10% of the participants.

In terms of face validity, clarity, and understandability of the 
scale was confirmed by two gerontologists, three geriatric 
nurses, a pain specialist, and clinical psychologist. Each 
face was printed on a separate 8 × 8 cm card, and cards were 

Figure 1: The faces of 11‑face Faces Pain Scale from Face 0 (no pain) 
to Face 10 (extreme pain).
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classified by 24 elderly participants with normal cognition 
and 11 health‑care experts based on the level of pain that 
was understood from each face, from “no pain” to “the worst 
possible pain.” To determine the concurrent validity, the 
correlation between the FPS‑11‑IR and NRS was calculated. 
To evaluate construct validity of the FPS‑11‑IR, unlabeled 
series of all 11 faces were presented to 36 older adults. The 
elderly was asked to reply this question ‘‘Do these faces 
represent pain?’’ with “Yes”, “No,” or “Do not know.” Since 
pain construct is in the contrast with sadness, anger, sleepiness, 
boredom, and sourness,[13,28,30] the same question was asked 
for each of the mentioned emotions, such as: “Do these faces 
represent sadness?”

Statistical analysis
Descriptive statistics were used for demographic data. All 
analyses were considered statistical significance at α < 0.05 
levels and performed using IBM SPSS Statistics for Windows, 
Version 21.0 (IBM Corp., Armonk, NY: USA).

Reliability was measured by intraclass correlation coefficient 
(ICC), between test–retest scores of the FPS‑11‑IR and NRS. 
The ICC ≥0.80 was considered acceptable.

Regarding face validity evaluation, the faces of FPS‑11 were 
ranked to determine the level of pain that is perceived from 
each face by both elderly participants and health‑care experts, 
and the accuracy rate in ranking was calculated for each face. 
Accuracy rate ≥75% for elderly respondents and ≥80% for 
health‑care experts were considered as acceptable face validity.

Spearman’s correlation coefficient ≥0.70 was considered as 
a good correlation between the scores of FPS‑11 and NRS, 
which indicates a good concurrent validity. To determine 
construct validity, the percentage of elderly respondents who 
agreed pain and other contrast constructs was calculated, and 
agreement ≥70% confirms construct validity.

Results

The mean age of participants was 68.44 ± 6.79 years, and from 
217 elderly participants, 153 people  (70.5%) were female 
and 64 (29.5%) were male. The mean level of education was 
5.93 ± 4.94 school years, and the mean score of cognitive status 
by MMSE was 27.22 ± 1.91.

Reliability
To calculate reliability of the FPS‑11, the collected data at 
1‑week interval was analyzed by ICC. The ICC between test–
retest scores of FPS‑11‑IR and NRS was obtained 0.63 and 

0.72, respectively. The ICC between differences of FPS‑11‑IR 
and NRS in test–retests was obtained 0.96 that indicates the 
excellent reliability [Table 1].

Validity
To determine face validity, the percentage of experts and elderly 
participants who ranked faces of the FPS‑11‑IR in correct order 
was calculated for measuring agreements in ranking [Figure 2]. 
The most accurate ranking by experts was 100% for face 
numbers 3, 4, 7, 8, 9, 10, and 11. The face numbers 1, 2, 5, and 
6 with 90% agreement had the least accuracy in ranking. The 
agreements of older people with the face number 11 were the 
most and with the face numbers 1, 2, and 4 were the least, with 
100% and 80% agreement, respectively [Figure 2].

The means of pain intensity were obtained 5.87 ± 2.18 by 
FPS‑11‑IR and 5.26 ± 2.24 by NRS. Spearman’s correlation 
coefficient between FPS‑11‑IR and NRS scores obtained very 
strong (r = 0.91, P < 0.01) that indicated excellent concurrent 
validity.

Figure  3 demonstrates the scree plot and regression line 
between FPS‑11‑IR and NRS. The scores of FPS‑11‑IR could 
be predicted based on NRS scores; this confirmed the criterion 
validity (R2 = 0.88, confidence interval = 95%).

The agreement percentage for pain and contrast constructs 
presents in Table 2. Elderly participants (72.2%) agreed that 
pain construct displayed more strongly in the faces’ FPS‑11‑IR 
than the other established emotional constructs.

Discussion

This study presented that FPS‑11 is a reliable and valid pain 
assessment scale in Iranian elderly outpatients with chronic 
pain caused by Degenerative joint disease (DJD). The excellent 
reliability and good construct validity of the FPS‑11‑IR were 
confirmed. Consistent with the previous studies, we found that 

Figure 2: The accuracy of ordering faces.

Table 1: Reliability Analysis for 11‑face Faces Pain Scale

Mean±SD ICC 95% CI

Test Retest Test‑retest difference
FPS‑11 5.87±1.69 4.33±1.69 1.38±1.97 0.63 0.15-0.84
NRS 5.26±2.24 3.44±1.69 1.92±1.82 0.72 0.37-0.88
Difference between FPS‑11 and NRS 0.96 0.92-0.98
FPS‑11: 11‑face Faces Pain Scale, NRS: Numeric Rating Scale, SD: Standard Deviation, ICC: Intraclass correlation coefficients, CI: Confidence interval
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FPS‑11 is strongly correlated with the NRS in older adults.[13,31] 
Since NRS as a symbol of numeric counting is a gold standard 
of pain detection, the criterion validity of FPS‑11 is approved.[13]

Agreement in rank ordering was good among the elderly and 
experts that indicated ranking of the faces in FPS‑11‑IR did not 
occurred by chance. Since the FPS had the best face validity 
in comparison with the other pain assessment scales in older 
adults,[32] we concluded that acceptable face validity might be 
due to good ranking order. The face numbers 1 and 2 were the 
most confusing faces for both the elderly and expert participants. 
Consistent with the previous studies,[11,13,14,30] face numbers 4, 5, 
and 6 located in the middle of FPS‑11‑IR had low accuracy in 
ranking arrangement; due to similarities in features, this made 
discrimination of the faces that demonstrate the most severe pain 
should be difficult.[11] Another reason for low accuracy in ranking 
arrangement might be decreasing in visual acuity of older adults 
that cause some faces did not place in the expected position.[14] 
The face number 11 had the highest accuracy in rank ordering, 
because severe pain was clearly understand of from this face.

In the present study, the scores of FPS‑11‑IR during 1‑week 
interval between test and retest were relatively consistent. 
There is no evidence to support of acceptable time interval 
between the administration of scales in test–retest reliability,[33] 
although in some studies, 2‑week interval was used to evaluate 
the stability of FPS in both cognitively impaired and intact 
elderly participants.[15,32,34] In cognitively impaired elderly, 

a 3‑day interval for test–retest reliability was found to be 
acceptable.[35,36] It can be concluded that a 3‑day to 2‑week 
intervals could be more acceptable for evaluating test–retest 
reliability of FPS in older population;[32] therefore, we used 
1‑week interval to reduce memory‑bias effect.

Since FPS could also represent the other emotional constructs, 
the Iranian elderly with chronic DJD pain agreed that the 
faces of the FPS‑11 represented pain, stronger than the other 
contrast constructs. We found a difference between pain and 
the other constructs in FPS‑11‑IR that was similar to Kim 
and Buschmann. These differences between pain and other 
constructs (i.e., sadness, sourness, boredom, and sleepiness) 
were significant with the exception of anger.[13] The reason 
that pain construct presented stronger than the other constructs 
in this and Kim and Buschmann studies might from the 
similarities in the Asian cultures or due to the use of the same 
version of FPS.[13] In contrast, some studies with other versions 
of FPS reported that FPS represents the other constructs more 
than pain, based on how the older individuals were guided.[30]

The concurrent validity of the FPS‑11‑IR was supported 
strongly among the elderly with chronic pain caused by DJD. 
The FPS‑11 has compared with the other well‑established pain 
intensity scales in several studies.[11,14,37] In consistent with 
the previous studies,[13,31] strong correlation was confirmed 
in this study, between FPS‑11 and NRS in older adults with 
chronic pain.

Since pain scale preferences vary among the elderly, providing 
optimal pain scale might be helpful.[38] The FPS‑11 is a more 
desirable scale to assess pain intensity rather than NRS 
in older adults,[32] because of fewer nonresponse rate, and 
more preference in responding FPS‑11 rather than NRS in 
older people.[39] Patients’ preference for FPS was reported 
97.4% in an Asian study.[38] In cognitively impaired elderly 
participants, the FPS is reliable, valid,[40] and the most 
preferred self‑reporting pain assessment scale.[15] Although 
self‑reporting of pain in older adults is considered as a golden 
standard in pain assessment, with increasing the severity of 
cognitive impairment, the ability for self‑reporting of pain 
is reduced.[40] Therefore, pain self‑reporting as a first‑line 
approach for assessing pain in cognitively impaired elderly 
participants should be accompanied with an observational 
assessment tool.[41]

Since self‑reporting of pain is sensitive to cultural differences,[42] 
another important concern on FPS‑11‑IR is the effect of cultural 
background. The cultural context of elderly participants in this 
study was different from the other studies, but the results 
are similar to the previous studies that present the evidence 
to cross‑cultural usefulness for FPS‑11 especially in older 
population.[13,31]

Considering the limitations of this study, the FPS‑11‑IR 
sensitivity to detect pain changes that are important in both 
clinical practice and research did not determine that needs 
to be considered in future studies. Second, the cognitively 

Table 2: Descriptive data for the elderly’s perception of 
the 11‑face Faces Pain Scale

Construct Yes, n (%) No, n (%) Do not know, n (%) Total, n (%)
Pain 26 (72.2) 2 (5.6) 8 (22.2) 36 (100)
Sourness 6 (16.7) 20 (55.6) 10 (27.8) 36 (100)
Sleepiness 6 (16.7) 20 (55.6) 10 (27.8) 36 (100)
Sadness 16 (44.4) 10 (27.8) 10 (27.6) 36 (100)
Anger 19 (52.8) 8 (22.2) 9 (25) 36 (100)
Boredom 6 (16.7) 8 (22.2) 22 (61.1) 36 (100)

Figure 3: Scree plot and regression line between 11‑face Faces Pain 
Scale and Numeric Rating Scale.
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impaired elderly were excluded in this research; therefore, 
additional studies are recommended to assess psychometric 
properties of FPS‑11 in the Iranian cognitively impaired elderly 
for broader use of the scale. Meanwhile, evaluating clinical 
usefulness of FPS‑11‑IR in contrary with the observational 
pain assessment scales is recommended in demented Iranian 
elderly participants.

Conclusions

Validity and reliability of the FPS‑11‑IR was confirmed in the 
Iranian elderly with chronic knee pain (DJD). The concurrent 
and criterion validity of FPS‑11  supported strongly. The 
FPS‑11‑IR can replace the NRS as a gold standard in pain 
intensity measurement among older adults, if necessary.

Acknowledgments
This study was part of a MPH thesis in Gerontology by 
Salaheddin Taleb Hessami Azar and has been supported by 
the University of Social Welfare and Rehabilitation Sciences, 
Tehran, Iran. The authors would like to thank all participating 
elderly, nurses, and medical staffs for their help with the data 
acquisition.

Financial support and sponsorship
This study was funded by the Department of Geriatrics and 
Gerontology, Medical School, Tehran University of Medical 
Sciences (grant number: 96‑02‑30‑35442).

Conflicts of interest
There are no conflicts of interest.

References
1.	 Noroozian M. The elderly population in Iran: An ever growing concern 

in the health system. Iran J Psychiatry Behav Sci 2012;6:1‑6.
2.	 United‑Nations. World Population Ageing. Department of Economic and 

Social Affairs, Population Division. United Nations: New York; 2015.
3.	 Van Lancker  A, Velghe  A, Van Hecke  A, Verbrugghe  M, 

Van Den Noortgate N, Grypdonck M, et al. Prevalence of symptoms in 
older cancer patients receiving palliative care: A systematic review and 
meta‑analysis. J Pain Symptom Manage 2014;47:90‑104.

4.	 Hall S, Petkova H, Tsouros AD, Costantini M, Higginson IJ. Palliative 
Care for Older People: Better Practices. WHO Regional Office for 
Europe, Copenhagen; World Health Organization Copenhagen; 2011.

5.	 Wilkie DJ, Ezenwa MO. Pain and symptom management in palliative 
care and at end of life. Nurs Outlook 2012;60:357‑64.

6.	 Kaye  AD, Baluch  A, Scott  JT. Pain management in the elderly 
population: A review. Ochsner J 2010;10:179‑87.

7.	 Ung  A, Salamonson  Y, Hu  W, Gallego  G. Assessing knowledge, 
perceptions and attitudes to pain management among medical and 
nursing students: A review of the literature. Br J Pain 2016;10:8‑21.

8.	 Catananti C, Gambassi G. Pain assessment in the elderly. Surg Oncol 
2010;19:140‑8.

9.	 Zwakhalen SM, Hamers JP, Abu‑Saad HH, Berger MP. Pain in elderly 
people with severe dementia: A systematic review of behavioural pain 
assessment tools. BMC Geriatr 2006;6:3.

10.	 Matsuoka  Y, Fukai  K. Face scales and facial expression analysis to 
assess clinical pain intensity. Health Sci Health Care 2008;8:34‑41.

11.	 Charry  CL, dos Santos Piola  J, Linhares  M, da Silva  JA. Validity 
and reliability assessment of the Brazilian version of the Faces Pain 
Scale‑Revised. Psychol Neurosci 2014;7:55‑9.

12.	 Rahu MA, Grap MJ, Ferguson P, Joseph P, Sherman S, Elswick RK Jr., 
et al. Validity and sensitivity of 6 pain scales in critically ill, intubated 

adults. Am J Crit Care 2015;24:514‑23.
13.	 Kim EJ, Buschmann MT. Reliability and validity of the faces pain scale 

with older adults. Int J Nurs Stud 2006;43:447‑56.
14.	 Miró J, Huguet A, Nieto R, Paredes S, Baos J. Evaluation of reliability, 

validity, and preference for a pain intensity scale for use with the elderly. 
J Pain 2005;6:727‑35.

15.	 Ware LJ, Epps CD, Herr K, Packard A. Evaluation of the revised faces 
pain scale, verbal descriptor scale, numeric rating scale, and iowa pain 
thermometer in older minority adults. Pain Manag Nurs 2006;7:117‑25.

16.	 Benaim C, Froger J, Cazottes C, Gueben D, Porte M, Desnuelle C, et al. 
Use of the faces pain scale by left and right hemispheric stroke patients. 
Pain 2007;128:52‑8.

17.	 Herr KA, Spratt K, Mobily PR, Richardson G. Pain intensity assessment 
in older adults: Use of experimental pain to compare psychometric 
properties and usability of selected pain scales with younger adults. Clin 
J Pain 2004;20:207‑19.

18.	 Bashir MS, Khade A, Borkar P, Saleem M, Lingaswamy V, Reddy D, 
et  al. A  comparative study between different pain rating scales in 
patients of osteoarthritis. Indian J Physiol Pharmacol 2013;57:205‑8.

19.	 Wong  DL, Baker  CM. Pain in children: Comparison of assessment 
scales. Pediatr Nurs 1988;14:9‑17.

20.	 Bieri D, Reeve RA, Champion GD, Addicoat L, Ziegler JB. The faces 
pain scale for the self‑assessment of the severity of pain experienced by 
children: Development, initial validation, and preliminary investigation 
for ratio scale properties. Pain 1990;41:139‑50.

21.	 McGrath PA. An assessment of children’s pain: A review of behavioral, 
physiological and direct scaling techniques. Pain 1987;31:147‑76.

22.	 Dalton JA, McNaull F. A call for standardizing the clinical rating of pain 
intensity using a 0 to 10 rating scale. Cancer Nurs 1998;21:46‑9.

23.	 American Pain Society. Clinical Practice Guideline for the Management 
of Pain in Osteoarthritis, Rheumatoid Arthritis, and Juvenile Chronic 
Arthritis. American Pain Society; 2002.

24.	 Alizadeh‑Khoei M, Sharifi  F, Akbari ME, Fadayevatan  R, Haghi M. 
Iranian brief pain inventory: Validation and application in elderly people 
with cancer pain. J Pain Symptom Manage 2017;54:563‑9.

25.	 Ansari NN, Naghdi S, Hasson S, Valizadeh L, Jalaie S. Validation of 
a mini‑mental state examination  (MMSE) for the Persian population: 
A pilot study. Appl Neuropsychol 2010;17:190‑5.

26.	 Seyedian  M, Falah  M, Nourouzian  M, Nejat  S, Delavar  A, 
Ghasemzadeh  H. Validity of the Farsi version of mini‑mental state 
examination. J Med Counc IRI 2008;25:408‑14.

27.	 Halter JB, Ouslander JG, Studenski S, High KP, Asthana S, Woolard N, 
et al. Hazzard’s Geriatric Medicine and Gerontology. 7th ed. New York: 
McGraw‑Hill Education; 2016.

28.	 Herr KA, Mobily PR, Kohout FJ, Wagenaar D. Evaluation of the faces 
pain scale for use with the elderly. Clin J Pain 1998;14:29‑38.

29.	 Folstein MF, Folstein SE, McHugh PR. “Mini‑mental state”. A practical 
method for grading the cognitive state of patients for the clinician. 
J Psychiatr Res 1975;12:189‑98.

30.	 Taylor LJ, Herr K. Evaluation of the faces pain scale with minority older 
adults. J Gerontol Nurs 2001;27:15‑23.

31.	 Van Giang N, Chiu HY, Thai DH, Kuo SY, Tsai PS. Validity, sensitivity, 
and responsiveness of the 11‑face faces pain scale to postoperative pain 
in adult orthopedic surgery patients. Pain Manag Nurs 2015;16:678‑84.

32.	 Zhou Y, Petpichetchian W, Kitrungrote L. Psychometric properties of 
pain intensity scales comparing among postoperative adult patients, 
elderly patients without and with mild cognitive impairment in China. 
Int J Nurs Stud 2011;48:449‑57.

33.	 Marx RG, Menezes A, Horovitz L, Jones EC, Warren RF. A comparison 
of two time intervals for test‑retest reliability of health status instruments. 
J Clin Epidemiol 2003;56:730‑5.

34.	 Taylor LJ, Herr K. Pain intensity assessment: A comparison of selected 
pain intensity scales for use in cognitively intact and cognitively impaired 
African American older adults. Pain Manag Nurs 2003;4:87‑95.

35.	 Chibnall  JT, Tait  RC. Pain assessment in cognitively impaired 
and unimpaired older adults: A  comparison of four scales. Pain 
2001;92:173‑86.

36.	 Taylor  LJ, Harris  J, Epps  CD, Herr  K. Psychometric evaluation of 
selected pain intensity scales for use with cognitively impaired and 
cognitively intact older adults. Rehabil Nurs 2005;30:55‑61.



Fadayevatan, et al.: Iranian faces pain scale

Indian Journal of Palliative Care  ¦  Volume 25  ¦  Issue 1  ¦  January-March 2019 51

37. da Silva  FC, Santos Thuler  LC, de Leon‑Casasola  OA. Validity and
reliability of two pain assessment tools in Brazilian children and
adolescents. J Clin Nurs 2011;20:1842‑8.

38. Yazici Sayin  Y, Akyolcu  N. Comparison of pain scale preferences
and pain intensity according to pain scales among Turkish patients:
A descriptive study. Pain Manag Nurs 2014;15:156‑64.

39. Chang  HC, Lai  YH, Lin  KC, Lee  TY, Lin  HR. Evaluation of pain
intensity assessment tools among elderly patients with cancer in Taiwan. 
Cancer Nurs 2017;40:269‑75.

40. Hadjistavropoulos  T, Herr  K, Prkachin  KM, Craig  KD, Gibson  SJ,

Lukas A, et al. Pain assessment in elderly adults with dementia. Lancet 
Neurol 2014;13:1216‑27.

41. Chow  S, Chow  R, Lam  M, Rowbottom  L, Hollenberg  D, Friesen  E,
et al. Pain assessment tools for older adults with dementia in long‑term 
care facilities: A  systematic review. Neurodegener Dis Manag 
2016;6:525‑38.

42.	 Cassisi JE, Umeda M, Deisinger JA, Sheffer C, Lofland KR, Jackson C, 
et  al. Patterns of pain descriptor usage in African Americans and 
European Americans with chronic pain. Cultur Divers Ethnic Minor 
Psychol 2004;10:81‑9.


