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English Abstract 

Title: The experienced barriers and facilitators regarding the Pain Assessment Checklist for 

Seniors with Limited Ability to Communicate-Dutch (PACSLAC-D): a qualitative study 

 

Background: Approximately 50% of people with dementia also have a painful condition. 

Symptoms associated with dementia may lead to difficulties expressing pain experiences. To 

objectively measure the pain of patients with dementia, the Pain Assessment Checklist for 

Seniors with Limited Ability to Communicate–Dutch (PACSLAC-D) was developed. Clinical 

practice shows that the PACSLAC-D is not used effectively in daily practice on the geriatric 

ward of a general hospital due to improper implementation. To re-implement the PACSLAC-

D on the geriatric ward, it is necessary to assess the experienced barriers and facilitators of 

healthcare professionals (HCPs) regarding the current use of the PACSLAC-D. 

Aim: To describe HCPs’ experienced barriers and facilitators regarding the current use of the 

PACSLAC-D on the geriatric ward of a general hospital. 

Method: A generic descriptive qualitative research design was used, with focus groups and 

individual interviews. Data analysis was conducted through thematic analysis.  

Results: Eighteen HCPs participated in the focus groups or interviews. The themes 

“barriers,” “facilitators,” and “implementation” were identified. The main barrier was nurses’ 

resistance of use. This resistance can be explained by the nurses’ preference to rely on 

clinical judgment and the multi-interpretability that nurses experienced. Most important 

facilitators were the insight that the PACSLAC-D gave into the degree of experienced pain in 

patients and the course of pain over multiple days. 

Conclusion: Various barriers and facilitators concerning use of the PACSLAC-D in daily 

practice were described. The main barrier, nurses’ resistance of use, was explained by 

nurses’ preference to rely on their clinical judgement and the poor interrater reliability of the 

PACSLAC-D. To overcome this barrier, HCPs should be engaged in formulating the re-

implementation strategy.  

Recommendations: A tailored re-implementation strategy must be developed in 

consultation with the HCPs. Future research should evaluate the effects of the re-

implementation. 

Keywords: Pain, dementia, PACSLAC-D, barriers, facilitators 
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Nederlandse samenvatting 

Titel: De ervaren belemmerende en bevorderende factoren tijdens het gebruik van de 

PACSLAC-D: een kwalitatief onderzoek 

 

Achtergrond: Ongeveer 50% van de mensen met dementie heeft een pijnlijke aandoening. 

Patiënten met dementie kunnen pijn moeilijk uiten. Om de pijn van patiënten met dementie te 

objectiveren is de Pain Assessment Checklist for Seniors with Limited Ability to 

Communicate Dutch (PACSLAC-D) ontwikkeld. Uit de klinische praktijk blijkt dat de 

PACSLAC-D niet goed gebruikt wordt op de geriatrische afdeling van een algemeen 

ziekenhuis door een onjuiste implementatie. Om de PACSLAC-D op de geriatrische afdeling 

opnieuw te implementeren, moeten de ervaren belemmerende en bevorderende factoren 

van zorgverleners bij het huidige gebruik van de PACSLAC-D worden geïnventariseerd. 

Doelstelling: Het beschrijven van de belemmerende en bevorderende factoren die 

zorgprofessionals ervaren tijdens het gebruik van de PACSLAC-D op de geriatrische afdeling 

van een algemeen ziekenhuis. 

Methode: Gebruik werd gemaakt van generiek beschrijvend kwalitatief onderzoek met 

focusgroepen en individuele interviews. De resultaten werden thematisch geanalyseerd. 

Resultaten: Achttien zorgprofessionals namen deel aan de focusgroepen en interviews. De 

thema’s “belemmerende factoren”, “bevorderende factoren” en “implementatie” werden 

geïdentificeerd. De belangrijkste belemmerende factor was de weerstand van gebruik van 

verpleegkundigen. Deze weerstand kan worden verklaard door de voorkeur van gebruik voor 

de klinische blik van verpleegkundigen en de multi-interpreteerbaarheid die 

verpleegkundigen ervaren. De belangrijkste bevorderende factoren waren het inzicht dat de 

PACSLAC-D gaf in de mate van pijn en het verloop van pijn over een aantal dagen. 

Conclusie: Zorgprofessionals beschreven verschillende belemmerende en bevorderende 

factoren voor het gebruik van de PACSLAC-D in de dagelijkse praktijk. De belangrijkste 

belemmerende factor, weerstand van verpleegkundigen, werd verklaard door de voorkeur 

voor de klinische blik van verpleegkundigen en de slechte interbeoordelaarsbetrouwbaarheid 

van de PACSLAC-D. Om deze belemmering te overwinnen zouden zorgverleners betrokken 

moeten worden bij de her-implementatiestrategie.  

Aanbevelingen: Zorgverleners moeten betrokken worden bij het ontwikkelen van een her-

implementatiestrategie. Toekomstig onderzoek moet de effecten van de herimplementatie 

evalueren. 

Trefwoorden: Pijn, dementie, PACSLAC-D, implementatie, verpleegkundigen 
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Introduction 

The world's population is aging. The global population of people aged 65 years and older is 

expected to increase from 901 million in 2015 to almost 2.1 billion by 2050 (1,2). Due to this 

population growth, there will be an increase in the prevalence of dementia. Approximately 47 

million people worldwide were living with dementia in 2015. This number is expected to 

increase to 131 million by 2050 (3,4).  

  Generally, 50% of people with dementia also have a painful condition (5). To assess 

pain, self-reports are the gold standard (6–9). However, self-report often becomes 

compromised in patients with dementia (10–12). Symptoms associated with dementia (e.g., 

memory impairment, behavioral symptoms, and decline of language capacity) may lead to 

difficulties expressing pain experiences (9,11–18). Behavior associated with pain may be 

absent, making it difficult to interpret pain in patients with dementia. Furthermore, symptoms 

attributed to dementia may actually be indications of pain. Aggressive behavior, for example, 

may be a protective response by patients unable to articulate their pain. Pain can therefore 

go unrecognized, which leads to inadequate pain management. Inadequate pain 

management for people with dementia can cause adverse outcomes, such as 

neuropsychiatric symptoms, decreased quality of life, increased caregiver burden, nursing 

care burden, increase in healthcare costs, and avoidable institutionalization (19–22). It may 

also result in adverse drug side effects such as confusion, falls, and opioid overdose (19–

27). Consequently, healthcare professionals (HCPs) may incorrectly recognize or interpret 

expressions of pain and thus inadequately assess and treat pain (9,13,28–35). To objectively 

measure the pain of patients with dementia, several observational pain assessment scales 

have been developed (28,35). Fuchs-Lacelle (36) developed and validated the Pain 

Assessment Checklist for Seniors with Limited Ability to Communicate (PACSLAC) (37,38). 

The items of the PACSLAC are based on a list of pain indicators for seniors with cognitive 

impairments. This list consists of six items: nonverbal vocalizations, facial grimacing and 

wincing, bracing, rubbing, restlessness, and vocal complaints (36). As a refinement, 

Zwakhalen et al. (39) developed a reliable, valid, and useful 24-item Dutch version of this 

scale called the PACSLAC	–	Dutch (PACSLAC-D) (8,37). The 24-items are clustered in three 

categories: facial and vocal expression, resistance/defense, and social-emotional 

aspects/mood (8,40,41).  

  To assess pain, an HCP must use the PACSLAC-D any time a change of behavior is 

reported that might be related to pain. The PACSLAC-D must be used to reassess the pain 

after every pain intervention (36,39). An HCP will score an item if the behavior is present 

during the five minute observation period (42). A score of four or higher indicates that the 

patient has pain (28,37,38).  



A.M. Prins                Barriers and facilitators of the PACSLAC-D                    June 19, 2020 5 

In 2012, the PACSLAC-D was implemented on the geriatric nursing ward of a general 

hospital by informing the HCPs of the pain assessment measurement. However, the 

PACSLAC-D is not used properly in daily clinical practice, and it is unclear what causes this 

misuse.  

To optimize the implementation strategy – and thereby improve care for patients with 

dementia – a tailored implementation approach is needed (43,44). To re-implement the 

PACSLAC-D on the geriatric ward, it is necessary to first assess the experienced barriers 

and facilitators of HCPs in the current use of the PACSLAC-D. Once these specific factors 

are known, tailored re-implementation strategies can be developed.  

Aim 

The aim of this study was to describe the experienced barriers and facilitators of HCPs 

regarding the current use of the PACSLAC-D on the geriatric ward of a general hospital. 
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Method 

Design 
A generic descriptive qualitative research design was used (45–48). Three focus groups 

were conducted with HCPs working on the geriatric ward. Focus groups stimulate the 

exchange of views through discussion, allow mutual differences or similarities to drive the 

conversation, and enable themes to emerge (49–51). HCPs from the neurology ward of the 

same hospital were approached for additional interviews to enrich and confirm the initial 

data. The neurology ward was chosen because it had attempted to re-implement the 

PACSLAC-D in early 2019. This article follows the COnsolidated criteria for REporting 

Qualitative (COREQ) research guidelines (52). 

Participants 
The population of interest consisted of HCPs working on a geriatric or neurology ward at a 

general hospital. The participants were selected through purposeful sampling to establish 

variation among them (53). The study inclusion criteria were as follows: currently working at 

the geriatric or neurology ward as a nurse or nurse practitioner, physician, or geriatric 

physiotherapist; experienced with the use of the PACSLAC-D; fluent in Dutch; and aged 

eighteen years or older. 

Data Collection 

Participants were invited by email, by WhatsApp, or face to face. All focus groups and 

individual interviews were held between February and March 2020. The focus groups and 

interviews were audio-recorded and video-recorded and then transcribed verbatim. The 

interview guide was developed based on the results of a pilot implementation in Dutch 

nursing homes in 2011 (40). The interview guide was reviewed in a pilot interview and 

included the following key topics: pain measurement, use of the PACSLAC-D in daily 

practice, barriers and facilitators of the PACSLAC-D, and ways to improve the use of the 

PACSLAC-D. Demographic characteristics that were collected consisted of age, level of 

education, work experience, and profession. 

Ethical Considerations 

The protocol for this study was submitted for approval to the Commission of Medical Ethics 

of the Erasmus MC (MEC-2019-0820). Approval was granted on February 3, 2020. All 

participants were given written information concerning the study, including the aim and the 

contact details of the researchers. In addition, the participants were informed that they could 

withdraw at any time without any penalty. Prior to the data collection, signed consent forms 

were collected from the participants. Confidentiality was maintained through all steps of data 
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collection and analysis through the allocation of a code for each participant. During the study, 

the researcher worked as a nurse on the geriatric ward where this study was conducted. 

Data Analysis 
A thematic analysis approach was used to analyze the data by two student researchers (A.P. 

and A.K.). Thematic analysis is a useful and flexible method for qualitative research that 

searches for themes or patterns (54,55). This method is an analytical approach that leads to 

organizing and analyzing the data through examining its rich details. In this study, the 

procedure proposed by Braun and Clarke (54,55) was used. The verbatim transcribed data 

was read several times, and initial ideas were noted in order to become familiar with the 

data. Then, interesting features of the data were coded manually by A.P. After that, the two 

researchers (A.P. and A.K.) reviewed the codes and clustered them according to potential 

themes. During the next stage, the researchers A.P. and A.K. identified themes and 

subthemes, made comparisons between the data, and created a thematic map. Differences 

were resolved through discussion between the two researchers until agreement was 

reached. Finally, an ongoing analysis was conducted to refine the specifics of each theme 

and to identify the overall narrative of the analysis (54,55). After the analysis, quotes were 

selected and translated by A.P. To enhance the study’s validity and reliability, investigator 

triangulation was used (56). The researchers’ thoughts and mindsets during the analyses 

were documented through theoretical memos. These memos provide insight about how the 

themes were deduced from the data (57). 
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Results 

A total of 35 HCPs were approached for participation. Twenty-eight agreed to participate, 

and ultimately eighteen HCPs were able to participate in three focus groups and two 

individual interviews. The participants’ mean age was 30 years (standard deviation [SD] = 

11.1), and the mean work experience was 7.6 years (SD = 9.9). The participants’ 

characteristics are listed in Table 1. Reasons for not attending the interviews were also 

collected and are listed in Figure 1. 

 

Table 1  

 
Figure 1  

 
The data analysis resulted in the identification of three themes: 1) barriers, 2) facilitators, and 

3) implementation. The themes “barriers” and “implementation” have subthemes.  

Barriers 
Participants mentioned lack of knowledge concerning the use of the PACSLAC-D as a 

barrier. Moreover, the nurses cited resistance to using the PACSLAC-D and a preference for 

relying solely on their clinical judgment.  

Lack of knowledge 

Participants frequently commented that they did not know how to interpret the items of the 

PACSLAC-D and how to interpret the score of the PACSLAC-D. In addition, most 

participants were unaware that a PACSLAC-D protocol could be found in the Electronic 

Patient Dossier (EPD).  

When I see a Numeric Rating Scale [NRS] of three in the chart, I know what 

interventions are required. But with a PACSLAC score of seven, I don’t know what to 

do. (Participant 7) 

All participants implied that no training on the PACSLAC-D was provided during their 

introduction period at the ward. A majority of the nurses stated that they learned to use the 

PACSLAC-D on the job.  

Nurses’ resistance of use 

Nurses spoke about their resistance towards the PACSLAC-D. They experienced the 
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PACSLAC-D as lengthy and requiring substantial effort to complete. For those reasons, most 

nurses refused to use the PACSLAC-D.  

All participants mentioned the multi-interpretability and subjectivity of the PACSLAC-D. The 

participants indicated they did not consider the PACSLAC-D reliable due to this multi-

interpretability and subjectivity: 

But I must say that I find some items of the PACSLAC-D difficult to interpret. Like a 

dark look, for instance. I find this quite difficult to judge because “What is a dark 

look?” Just like “restless”; when is someone restless…. I always find that difficult and 

subjective. You may measure a dark look differently than me. (Participant 8) 

The majority of the nurses declared that they could observe and acknowledge pain 

themselves and that they did not need the PACSLAC-D to do that for them. The nurses also 

indicated that they did not need the PACSLAC-D to act on observed pain or to inform the 

physician that a patient was in pain. This attitude was expressed most strongly by nurses 

with more than four years of work experience. 

I personally feel that clinical judgment is more important than all those instruments – 

let that be clear. (Participant 3) 

I feel I can observe and acknowledge pain myself. I do not need the PACSLAC-D to 

do that. I will inform the physician of my observations. It may be courageous but... this 

is what I observe; it is not necessary to fill out the PACSLAC-D to inform the 

physician. (Participant 4) 

Facilitators 
In contrast to the nurses with more work experience, nurses with less than four years of work 

experience indicated that the PACSLAC-D reinforced their clinical judgment. They stated that 

the PACSLAC-D confirmed the interventions employed to treat the pain. When asked about 

the advantages of the PACSLAC-D, all participants unanimously said the PACSLAC-D can 

provide insight into the degree of pain and the course of pain over several days.  

Yes, then they can see what I have observed in the days that I took care of the 

patient. They can compare the items of the PACSLAC-D with their observed items of 

the PACSLAC-D to see if the pain symptoms decrease. (Participant 5) 

Furthermore, all participants agreed that the PACSLAC-D was universally usable for patients 

in their last stages of life. The PACSLAC-D was also found useful for patients with a 
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language barrier. When asked about the usability of the PACSLAC-D on their own wards, the 

participants of the geriatric and neurology contradicted each other. Nurses from the 

neurology ward indicated that the PACSLAC-D is usable for patients with dementia and less 

convenient for patients with aphasia. However, the nurses from the geriatric ward declared 

that the PACSLAC-D is less convenient for patients with dementia, due to possible 

underlying delirium, and that it is more suitable for patients with aphasia.  

Implementation  
When asked how to improve the use of the PACSLAC-D on the wards, the participants 

offered diverse responses. A low number of participants replied that the current use of the 

PACSLAC-D was sufficient, whereas others thought that lessons should be learned from the 

current use. The majority of the nurses expressed several recommendations to improve or 

adjust the PACSLAC-D.  

Current use 

To improve the use and re-implementation of the PACSLAC-D, one must have insight into 

the current use of the PACSLAC-D. The data demonstrated that the nurses with more work 

experience did not use the PACSLAC-D and instead relied on their clinical judgment. 

Furthermore, HCPs acknowledged that use of the PACSLAC-D was not part of their daily 

routine. They also admitted that when a patient with dementia was verbally capable of 

expressing pain in one way or another, the PACSLAC-D was not used. 

It is just that the use of the NRS is habit. You fill out the NRS for 80% of your patients 

with pain, and for the other 20%, you must deviate from your routine. You must 

realize that you should use the PACSLAC-D. (Participant 12) 

Recommendations  

When asked how to improve the current use of the PACSLAC-D, the nurses made several 

recommendations. The HCPs pled for a shorter version of the PACSLAC-D and a logical 

placement of the PACSLAC-D in the EPD. They would prefer that PACSLAC-D was placed 

next to the NRS. Furthermore, weighting of the items of the PACSLAC-D was indicated as 

preferable. HCPs indicated that they thought that a higher score on the PACSLAC-D implies 

more pain similar to the NRS.  

 
The score is the PACSLAC-D is similar to the score of the NRS. Right?! (Participant 

7) 
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It is absurd that the weighing of the items is the same because in daily practice, this is 

not the case. (Participant 8) 

One participant mentioned the use of the Rotterdam Elderly Pain Observation Scale 

(REPOS) in a former hospital. The participants of that focus group found the REPOS a 

shorter and more specific list that removes the items that can also be attributed to anxiety or 

delirium. The participants were enthusiastic about the decision tree in this scale and the need 

to provide a description of the current situation of the patient.  

Awareness 

All participants agreed that awareness should be raised about the existence and use of the 

PACSLAC-D among nurses and physicians throughout the entire hospital. Most participants 

thought this could be accomplished through a mandatory e-leaning. Several nurses argued 

that training on the use of the PACSLAC-D could increase the interrater reliability among 

nurses, and improve the willingness for usage. 

Just so we are all on the same page. With a course or video images, you would be 

much more on the same page. The score would be more accurate in use. (Participant 

5) 

The participants also pleaded for a “user manual” containing usage agreements. Participants 

suggested adding cut-off values when dealing with pain symptoms that could also be 

attributed to anxiety or delirium. Furthermore, the participants would appreciate a description 

of what the items of the PACSLAC-D contain. 

When you follow the list, you need to score the item of aggression. Even when the 

patient has a history of aggressive behavior. Your PACSLAC-D score will be higher 

even though you don’t feel you have to act on it. (Participant 10) 

When someone has a history of aggression, you should be able to score “not 

applicable”. We should make agreements about when you score an item or not. 

(Participant 16) 

Yeah, exactly. Just the possibility to fill out “yes”, “no”, or “not applicable”. (Participant 

13) 
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Discussion 

The results of this study indicate that HCPs experience more barriers towards use of the 

PACSLAC-D than facilitators. The main barrier in this study was the nurses’ resistance of 

use. This resistance can be explained by the experienced multi-interpretability of the 

PACSLAC-D and nurses’ preference to rely on their clinical judgment. According to the 

interviewed nurses, the PACSLAC-D is considered unreliable and subjective due to its multi-

interpretability. In addition, nurses turned to their clinical judgement because they found 

themselves capable of assessing pain in patients with dementia without needing a pain 

observation scale. 

  The nurses in this study indicated they prefer to use their clinical judgment to 

determine whether a patient is in pain rather than using the PACSLAC-D. This finding is in 

line with earlier research demonstrating that nurses believed that they could observe whether 

a patient was in pain (40,58–62). Furthermore, nurses experienced the use of observation 

scales as simplistic, often inaccurate, and disrespectful of clinical expertise and judgement 

(58). However, research has shown that nurses who rely exclusively on their clinical 

judgement underestimate pain (63), which can lead to delayed diagnosis of serious 

conditions and insufficient treatment (63,64). Clinical judgement can therefore not replace 

pain observation scales (63). 

 Another explanation of the nurses’ resistance is that the nurses found the PACSLAC-

D to be multi-interpretable and subjective.	Research has demonstrated that the multi-

interpretability of the PACSLAC-D can derive from poor interrater reliability among HCPs 

(40), which is remarkable because the PACSLAC-D is a valid and reliable instrument to 

observe pain in patients with dementia (36). Previous research has reported good interrater 

reliability among HCPs when using the PACSLAC-D (65,66). The interrater reliability was not 

evaluated in this study and is therefore unknown. Nevertheless, good interrater reliability 

cannot be expected when there is no attention to interrater reliability during implementation. 

In the current situation, the PACSLAC-D was implemented by only informing the HCPs in 

one instructional meeting. An example of implementation research with attention to interrater 

reliability is the study by Masman et al. (67). The REPOS, a comparable pain observation 

scale for patients with dementia, was implemented through in-service training. The training 

included ten paired observations with an experienced REPOS observer to ascertain sufficient 

interrater reliability (40,65,67,68). The interrater reliability of the REPOS resulted in a 

Cohen’s kappa of 0.73 and was considered good (67).  

  Implementing new knowledge adhering to the standard of care among HCPs is 

difficult and commonly met with reluctance (43,69–71). Additionally, innovations in nursing 

care often require a change in nurses’ behavior. Attempts to change behavior are likely to 
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depend on the functioning of the team (72). To improve the willingness of change within 

teams, staff should be engaged in the change initiatives to improve implementation. This 

way, the sustainability of innovations improves the daily practice (73). A possible strategy for 

improving staff engagement is the appointment of a nurse champion (74). A nurse champion 

can create a positive relationship with staff in order to implement practice changes, educate 

staff about pain management and pain protocol implementation, and organize and facilitate 

interdisciplinary practice initiatives (74). A nurse champion at ward level could also act as an 

experienced PACSLAC-D observer to maintain good interrater reliability. Based on the 

reluctance of HCPs and the difficulty of implementing new knowledge, it is important to use 

tailored implementation strategies (70,71,75).  

Strengths and Limitations 
The findings of this study should be considered within the context of several limitations. 

Firstly, due to restrictions imposed related to the COVID-19 pandemic at the time of data 

collection, additional interviews with HCPs on other wards could not take place. It is therefore 

unclear if the implementation of the PACSLAC-D is considered successful on the other 

wards of the general hospital. Secondly, the sample population was limited. Only 18 of the 35 

approached candidates participated. The researcher worked on the geriatric ward as a nurse 

and was therefore familiar with all the participants, which could lead to information bias. The 

researcher could as a result failed to ask follow-up questions. It is unclear as to whether data 

saturation was fully achieved. The results should, therefore, be considered with caution.  

  A strength of this study was the use of focus groups, which allowed participants to 

discuss the topic with each other, rather than with just one interviewer. Individual interviews 

on other wards were used to enrich the data from the focus groups. Additionally, several 

methods enhancing the rigorous design were used, such as conducting a pilot interview, 

analyzing interviews based on consensus within the research team, and transparently 

describing the study in accordance with COREQ principles. Peer reviews and reflections 

during data analysis were used to reduce the risk of bias. Furthermore, this study offers 

insight into the experienced barriers and facilitators of PACSLAC-D use. These insights can 

contribute to the design of re-implementation strategies for general hospitals with the same 

initial implementation approach. Finally, regarding the level of participation: 28 of the 

approached 35 candidates took part in the study, five candidates had other commitments 

and only two candidates were unwilling to participate. Therefore, disinterest among the main 

population was not deemed as a barrier in this study. 

 



A.M. Prins                Barriers and facilitators of the PACSLAC-D                    June 19, 2020 14 

Conclusion 

Various barriers and facilitators regarding the use of the PACSLAC-D in daily practice were 

described. The main barrier, nurses’ resistance of use, was explained by the clinical 

judgement of nurses and poor interrater reliability for the PACSLAC-D. To overcome this 

barrier, HCPs should be engaged in formulating the re-implementation strategy. With this 

approach, changes to their daily practice are more likely to be accepted and therefore 

maintained. 

Recommendations 
First, a choice must be made by the staff on whether to continue with the PACSLAC-D or 

implement another pain observation scale for patients with dementia. Regardless of which 

pain observation scale is chosen, a tailored re-implementation strategy is needed. The re-

implementation strategy should take the recommendations of this study’s participants into 

account. The re-implementation must be driven by the HCPs themselves. As recommended 

by the participants, a hospital-wide e-learning program with an additional in-service training 

program to enhance interrater reliability should be developed. The in-service training could 

be based on the training provided in the study by Masman et al. (67). The in-service training 

program must be led by an experienced HCP encouraging a combination of clinical 

judgement and consistent use of pain assessment (76). The e-learning and training program 

must be completed every three years to guarantee the standard of care. To promote the 

nurses’ continued and effective usage of the PACSLAC-D, a nurse champion should be 

appointed. Subsequently, an evaluation study should be initiated to determine whether the 

PACSLAC-D is used in daily practice and the interrater reliability among HCPs.  
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Tables and figures 

 
Table 1: Participants' demographic information 
 
Participants’ demographics 

N = 18 (100%)         n  % 

 
Gender  
 Male         3  16.7 
 Female         15  83.3 
Age    mean 30 years; SD 11.1  

< 20         3  16.7 
 21-30         9  50 
 31-40         3  16.7 
 41-50         2  11.1 
 > 51         1  5.5 
Work experience  mean 7.6 years; SD 9.9  
 < 5 years           12  66.7 

5-10                   1  5.5 
10-20                 3  16.7 
> 20                   2  11.1 

Level of education 
 Nursing student              3  16.7 

Vocational educated        11  61.1 
Bachelor educated          3  16.7 
Academic educated        1  5.5 

Profession 
Nursing student        3  16.7 
RN                        14  77.8 
Physician                  1  5.5 
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Figure 1: flowchart of attendance 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Approached Clinicans: 35 

Applied for attendance: 28 

No interest in participating due to: 7 
- Not willing to come back/to stay (2) 
- Working at the time of the focus group (2) 
- Maternity leave (2)  
- Sabbatical (1) 

Attended: 18 

Did not attend: 10 
- Forgot to attend (2) 
- No childcare (4) 
- Other obligations (3) 
- No reason specified (1) 
 

Geriatric ward (16) 
Neurology ward (2) 


