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Abstract. Background. The purpose of the study is to validate the Ukrainian and Russian versions of the King’s
Parkinson’s disease Pain Scale (KPPS). Materials and methods. The study was conducted at the Odesa Regional
Clinical Hospital in 2018—2020. We examined 160 patients with Parkinson’s disease verified by the Parkinson’s
UK Brain Bank criteria (main group) and 100 people of the same age without signs of extrapyramidal pathology
(controls). All patients were examined in accordance with the requirements of current clinical protocols. Addition-

ally, all study participants answered the questions of the KPPS provided in the Ukrainian or Russian version.

Mann-Whitney method with Benjamini-Hochberg correction was used for multiple comparisons. Results. Pain of
varying severity was detected in 121 of 160 (75.6 %) patients with PD. There were no cases of pain in the control
group. The most common was nocturnal (52.5 %) and musculoskeletal pain, both isolated (23.1 %) and in various
combinations (up to 65.6 %). Pain associated with motor fluctuations occurred in 27 (5.1 %) cases. Central chronic
pain was detected in 22 (13.8 %) patients, visceral chronic pain — in 11 (6.9 %). Orofacial pain was noted in 19
(11.9 %) cases. Pain associated with edema and signs of inflammation was found in 24 (15.0 %), radicular pain — in
17(10.6 %) people. Cronbach’s alpha for all domains of the scale was higher than 0.7. Pain severity by the visual
analogue scale correlated with the KPSS score (r = 0.53). Conclusions. The study data indicated the acceptable
validity of the Ukrainian and Russian versions of the KPSS. The questionnaire can be recommended for widespread

use in assessing the phenotype of pain and its severity in patients with Parkinson’s disease.
Keywords: Parkinson disease; pain; diagnosis; KPSS; validation; assessment

Introduction

Parkinsonism is a syndrome associated with lesions of
the basal ganglia, which is manifested itself in hypokinesia,
rigidity, rest tremor, and postural disorders [1—3]. The main
nosological form of parkinsonism is Parkinson’s disease
(PD), which accounts for about 70 % of cases [1] and is one
of the leading in terms of prevalence among all neurodege-
nerative diseases. In a number of other nosological forms of
parkinsonism, PD is characterized by a longer benign course
and higher effectiveness of antiparkinsonian, primarily do-
paminergic, drugs.

The main clinical manifestations of PD are tremor, ri-
gidity, akinesia or bradykinesia, hypokinesia, and postural

instability [1, 4]. In addition to motor disorders, non-motor
symptoms are often reported in patients with PD, including
autonomic symptoms such as hyperhidrosis, orthostatic hy-
potension, genital and urinary dysfunction, changes in ther-
moregulation, cardiovascular disorders, peripheral edema,
sleep disorders, and neuropsychiatric disorders, including
apathy, fatigue, anhedonia, depression, anxiety, panic at-
tacks, cognitive impairment, etc. [4]. Many patients expe-
rience a variety of sensory disturbances, including restless
legs syndrome, numbness, paresthesia, visual disturbances,
and pain [4, 5]. Among these sensory symptoms, pain is ob-
served in approximately 30—50 % of patients with PD; how-
ever, some authors point to a higher frequency — up to 85 %
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[4—6]. Pain can occur at any time during the disease, and in
some cases, it is present before diagnosis [1, 6, 7].

The King’s Parkinson’s disease Pain Scale (KPPS),
which is used in an interview format, has recently been
introduced into practice. The questions of this scale are
answered directly by the patient (if necessary, he/she is
assisted by a nurse). This diagnostic tool was developed
based on the advice of pain specialists, neurologists,
nurses, Parkinson’s Disease Non-Motor group and the
International Parkinson and Movement Disorder Society
guidelines. The scale distractors are based on the Chaud-
huri-Shapiro pain classification used in the PANDA study
(NCT01439100) [8].

The KPPS has seven domains, including 14 points. Do-
mains 1 (musculoskeletal pain) and 2 (chronic pain) repre-
sent nociceptive pain; neuropathic pain is included in do-
mains 2 and 6. The scale also includes domain 3 (fluctuation
pain), domain 4 (night pain, such as pain associated with
restless legs syndrome), domain 5 (orofacial pain), and do-
main 7 (radicular pain) [8].

The total score for each question is calculated by the for-
mula: X = a x b, where a — severity of pain (0 — no pain,
1 — mild pain (symptoms are present, but almost do not
bother the patient), 2 — moderate pain, which slightly wor-
ries the patient, 3 — severe pain (significantly expressed and
disturbing the patient)); b — frequency of pain (0 — never,
1 — rarely, i.e. less than 1 time per week, 2 — often (1 time
per week), 3 — occurs several times a week, 4 — very often
(daily or constantly)), giving a product in the range from 0
to 12. The sum for different domains gives a total of 0—168
points.

Nociceptive pain in PD is widespread (accounting for
40—-90 % of reported cases of pain) [7, 9]. It is associated
with PD and is divided into musculoskeletal and visce-
ral. Musculoskeletal pain usually occurs due to abnormal
posture, rigidity and akinesia, dystonia of the “exclusion”
period. Exacerbation of dystonia early in the morning is
typical, when dopaminergic stimulation is low and aki-
nesia and rigidity are more pronounced. Often dystonia
is manifested itself as focal, with plantar flexion and in-
version of the foot. Another common type of nociceptive
pain is visceral pain, which often results from constipa-
tion. Intestinal function in patients with PD depends on
several factors, including autonomic insufficiency, which
involves the intestinal nervous system. Dystonic contrac-
tions of the anal sphincter muscles can cause parcopresis
and tenesmus [6, 7, 9].

Neuropathic pain associated with PD includes radicu-
lar and central pain [6, 7, 10]. Radicular pain is more com-
mon in patients with PD than in the general population
(14—35 vs. 10 %) [6, 7]. This high frequency probably re-
flects damage to the lumbar disc structure due to festination,
kyphosis, and dystonia. Pain directly related to PD (central
pain) is a relatively rare condition (4—10 % of cases) [1, 6, 7].
In essence, this pain is detected ipsilaterally to the side of the
body on which motor symptoms predominate. In contrast to
the “classical” central pain, in PD this pain is not associated
with a pronounced sensory deficit [7]. Most researchers be-
lieve that the central type of pain in PD occurs directly due

to dysfunction of the basal ganglia, which alters the sensory
processing of nociceptive information.

Since the introduction of the scale in 2015, it has been
validated in different language environments [8, 11]. The
Mapi Research Trust (UK) is the copyright holder for the
academic and practical use of the KPPS. As of September
1, 2020, the following validated national versions of the
questionnaire were available: English (including for Aus-
tralia), Bulgarian, Finnish, Swedish (Finland and Sweden),
French (France and Canada), and Portuguese (Brazil),
Slovak, Spanish (Spain and the United States), Greek,
Hungarian, Italian, Japanese, Korean (South Korea), and
Turkish. Thus, even 5 years after the introduction of the
questionnaire in practice, this tool is not validated in most
countries. Ukraine is not an exception.

When conducting valid research, the minimum num-
ber of respondents, as a rule, was 10 times higher than the
number of the KPPS points (i.e. 140 people) [8]. To reduce
systematic errors, this volume is often increased by 15—20 %.
The number of patients in the control group may be less than
in the experimental group, but not more than twice.

The purpose of the study is to validate the Ukrainian and
Russian versions of the KPPS.

Materials and methods

The observational study was conducted at the Odesa
Regional Clinical Hospital in 2018—2020. We examined 160
patients with PD verified by the UK Brain Bank criteria [1,
12] (main group) and 100 people of the same age without
signs of extrapyramidal pathology (controls). Permission for
translation and validation was obtained from the Mapi Re-
search Trust in advance.

All patients were examined in accordance with the
requirements of current clinical protocols. Additio-nal-
ly, all study participants answered the questions of the
KPPS provided in the Ukrainian or Russian versions
(Fig. 1, 2). The language of the survey was chosen ac-
cording to the respondents’ preferences. In total, the
Ukrainian-language version was chosen by 59 (36.9 %)
patients of the main group, the remaining patients chose
the Russian-language version. In the control group, half
of the respondents answered the questions in Ukrainian
and half — in Russian.

In addition to the descriptive statistics, we evaluated
test’s acceptability, internal consistency, dimensionality, ac-
curacy, and reliability [9, 13].

To compare the main and control groups, the Mann-
Whitney method with Benjamini-Hochberg correction was
used for multiple comparisons [13].

Results and discussion

When analyzing the prevalence of pain in patients with
PD included in the regional register, it was found that 121
of 160 (75.6 %) had pain of varying severity (Table 1). There
were no cases of pain in the control group.

The most common was nocturnal (52.5 %) and musculo-
skeletal pain, both isolated (23.1 %) and in various combinations
(up to 65.6 %). In total, pain of various localizations associated
with motor fluctuations occurred in 27 cases (5.1 % of the total
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I kana 6010 mpu XII (KopoaiBeskuii konem:k, Jlonaon)/King’s Parkinson’s Disease Pain Scale

TTamient ®IO:

151 mkana po3po6ieHa 1uisi BUSHAYCHHS | TOYHOTO OMKCY Pi3HHX THUIIIB 000, 110 TypOyBasa BalIoro Hali€HTa IPOTAroM OCTaHHBOTO MiCsLs
B pe3yJIbTaTi abo caMoro 3aXBOpIOBaHHs, ab0 Teparii.

KoxeH cuMnToM moBuHeH OyTH OL[iHEHHIT 32 TAKUMH HTapaMeTpaMHu.
TSOKKICTB: 0 — BiJCYTHICTb;
1 — nerka (CHMITTOMH TIPUCYTHI, aJle IPAKTHYHO HE TypOyIOTh Malli€HTa);
2 — nomipHa (He3HauHO TypOYIOTh MAIliEHTA);
3 — TsKKa (3HAYHO BUpaXKeH1 i TypOyIOTb HaLli€HTa).
YacroTa: 0 — mikomu;
1 — pinko (MeHIue 1 pa3y Ha THXICHb);
2 —uacro (1 pa3 Ha THXKZAEHB);
3 — KijbKa pa3iB Ha THK/ICHB,
4 — nyxe dacTo (IoHs abo MOCTIiHO).

Cryninb TSKKOCTI Yacrora Cryninb
0-3) 0-4) THKKOCTI X 4acToTa

i
i

Posnin 1. M’s130Bo-cKeJIeTHHI 0iJab
1. Yu BigdyBae nauieHT 011 HABKOJIO CYII00iB
(BKJIIOYAIOUH APTPUTUYHUIA)? . .
Posnin 1. 3aranbHa cyma GaniB
Poznin 2. XpoHiunmii 6i1b
2. Yu BimvyBae mamieHT 0116 ITUO0KO B Tl
(reHepanizoBaHuUi, IOCTIHUI, TYNHH, HUIOUMI — HEHTpaIbHUH O11b)?
3. Yu noB’s13aH 1ei OL1b i3 MaToJIori€lo BHYTPILIHIX OpraHiB Pospin 2. 3aranbHa cyma Ganis
(6l B qUISHII TTEYiHKH, OUTYHKa a00 KUIIEYHHKa — BiCIepaJIbHUM O11b)?

i
i

Poznin 3. Binb, noB’si3anuii i3 puykryamismu
4. Uu BiguyBa€ Mali€HT AUCKIHETHIHHHN O1Tb
(TIoB’s13aHUI 3 MUMOBIUIBHUMH pyXamu)?

5. Yu BiiuyBae mauieHT AUCTOHIYHMIT OLb i Yac nepiomy
«BUKITFOUYCHHS» B MEBHIH yacTuHi Tina (y JUISHI TUCTOHIT)?

6. Uu BiiuyBae maiieHT reHepasizoBaHui Oib Mij] 4ac mepioxy
«BHKJTIOUCHHs» (OLIb Y BCbOMY TiJli @00 AUCTaNbHIIIe AUISTHKM JUCTOHIT)?

HO00
N

Posain 3. 3aransHa cyma Gaiis
Po3nin 4. Hiunnii 6i1p
7. Yu BindyBae nauieHT Oislb, M10B’A3aHUH 13 CYJTOMHUMH [10CMHUKYBAHHIMU
B KIHIIIBKaX MiJ] 4ac CHy a00 NEeKy4YMMH BITUyTTSAMHU B HOTaX, [0 3MEHIIYIOTHCS
i1 yac pyxiB?
8. Uu BiquyBae naiieHr Oisib, OB’ I3aHMUI 3 yTPYJHEHHSM MMOBOPOTIB Y JIXKKY BHOYI?

[0
[0

Poszin 4. 3aransHa cyma Gaiis

Po3nin 5. OpodauianbHuii 6i16
9. Yu BiguyBae nauieHT Oi1b MiJ] 4ac KyBaHHS?
10. Yn BiguyBae mamieHT OLIb ITiJ 9ac CKperoTy 3ybaMu B HiUHUIT ac?
11. Yu € B narieHTa CHHIPOM IIEYiHHS B IOPOXHUHI poTa?

il
il

Posain 5. 3aransHa cyma Gaiis

Po3nin 6. 3MiHa KoJIbOPY, HAOPSIK/HAOPSIKAHHS

12. Yu 3a3Hae narieHT neky4ux OoJiB y KiHI[BKaxX (4acTo acoliioBaHi
3 HAOPSIKOM YHACTIZOK HodaMiHepriuHoi Tepartii)?

13. Yu BigdyBae nauieHT po3JIUTHH, TeHEepali30BaHHUIL OLIb
y HIOKHIX Bijytinax sxuBora?

[0
[0

Po3nin 6. aranbHa cyma 6aiis

Po3nin 7. Kopinnesnii 6in1b
14. Yu BiguyBae nauieHT 0011 y BUIVISII IPOCTPLNIIB 00 YKOJIIB TOJIKOO,
1110 TOLIMPIOKOTHCS O KiHIIIBKaX?

i
i
HHoduonoot boooobd oo

Po3zxin 7. 3aranbHa cyma 6aniB

i

3araspHa cyma OaiB O BCIX PO3ALIax:

Komenrapi:

Figure 1. KPPS for assessing the severity of pain in PD, Ukrainian version
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Hlxana 6o npu BIT (Koponescknii konen:xk, Jlonaon)/King's Parkinson's Disease Pain Scale

[Tanment ®UO:

JlanHast mKana paspaboTaHa 1J1s ONpPEACNICHHS K TOYHOTO ONUCAHUS PA3IMYHBIX TUIIOB 00JIH, KOTOpas OECIOKOMIIA BalIero MalueHTa
B TEUCHHUE MOCIIEHETO Mecslia B pe3ysbrare Jinho camoro 3abojeBanus, TM00 Teparmm.
Kax b1t cHMIITOM JIOJDKEH OBITH OLICHEH I10 CIEIYIOIUM [apaMeTpam.
TsxecTs: 0 — otcyTcTBHE,

1 — nerkas (CUMIITOMBI IPHCYTCTBYIOT, HO IPAKTHYECKH HE OECIIOKOAT ALUEHTa);

2 — yMmepeHHas (He3HaUUTENbHO OECIIOKOAT NAllUeHTa);

3 — TpKenas (3HAYUTEIBEHO BBIPAXKCHBI U OSCIIOKOST MALMCHTA).
Yacrora: 0 — HuKOTA;

1 — penko (MeHee 1 paza B Hesem0);

2 —yacro (1 pa3 B Hezeo);

3 — HECKOIIbKO a3 B HEZIEIIO;

4 — o4eHb 4acTo (€KEITHEBHO JUOO MOCTOSHHO).

CreneHb TsKeCTH Yacrora CreneHn
(0-3) 0-4) THAIKECTH X YaCTOTA

Paznen 1. MpleyHo-ckesneTHast 60J1b
1. cmibIThIBACT /M MALMEHT OO0MIb BOKPYT CyCTaBOB (BKJIIOUAS aPTPUTHUECKYIO)?

i
i

Pazpen 1. O6was cymma 6annos
Paznen 2. Xponnueckas 60,1b

i
i

2. Ouymaer Jim nanueHtT 6071 Iy0oKo B Tele
(reHepaM30BaHHAs, IOCTOSHHAS, TyTasl, HOIOIIas — LEHTpabHas 00Ib)?
3. Cesi3aHa Jii iaHHast O0JIb C TATOJOTHEeH BHYTPEHHUX OpraHoB (00Jib B 00nacTu Pasnien 2. O6was cymma banios
TIEYCHH, XKeITyKa WM KHIIeYHHKa — BUCIIepasibHast 001Ib)?

Paznen 3. Boub, cBsi3anHast ¢ GayKTyanuusiMu

4. VlcubIThIBA€T JIM TIALMEHT AUCKUHETHYECKYIO0 00Mb
(CBS3aHHYIO C HEPOU3BOJILHBIMU JIBHXKEHUSAMHU )?

5. McnbIThIBACT JIM MALMEHT AUCTOHUYECKYIO O0JIb BO BpeMsI IIepHozia
«BBIKITFOUECHHS» B OTIPE/ICICHHON YacTu Tena (B 00IacTH AUCTOHNH)?

6. VciibIThIBACT JIM MAIIMEHT TeHEPAIM30BaHHYIO OO0JIb BO BpeMs Ieprozia
«BBIKITIOUCHHUSD (00N BO BCEM Telie JIM00 TUCTaNbHEe 00acTH JUCTOHNH)?

e
i

Pazzen 3. O6ugas cymma 6annos
Pasnen 4. Hounas 6016
7. VcnbIThIBACT JIM MALUEHT O0JIb, CBSI3AHHYIO € CYAOPOXKHBIMU [OEPTUBAHUAMU
B KOHEYHOCTSIX BO BpeMs CHa JIM0O JKT'YUHMH OLIYIIEHUSMHU B HOTaX, KOTOPbIE
YMEHBILIAIOTCS BO BPEMs IBUXKECHUH?
8. UcnpIThIBACT 1M MALUEHT 0OJIb, CBA3aHHYIO CO CIOXKHOCTSMH TOBOPOTOB

B [TOCTEIH HOYBIO? Paznen 4. O6mas cymma 6asinos

L
L

Pa3znen 5. Opodannansuas 60.1b
9. UcnpIThIBaET JIM MALMEHT OOJb BO BpeMsI JKeBaHHs?
10. VcnipiThIBaET JIM MALKEHT OO0JIb BO BpeMs CKpexeTa 3y0aMu B HOUHOE BpeMsi?
11. imeet 1 MeCTO y ManiMeHTa CHHAPOM XOKEHHS MOIOCTH pTa?

100
i

Hopuiiint todo o bo oo

Paznen 5. O6mas cymma Oannos
Paznen 6. U3menenue uBeta, otex/HadyxaHue
12. VicnbIThIBAeT JIM NALMEHT KIy4re 001 B KOHEYHOCTSX (YacTO aCCOLMUPOBAHBI
C OTEKOM B pe3ylnbTare 10(haMHHEPrHIeCKOi Teparin)?
13. VicnbiThIBaeT JIM NALKEHT PA3IUTYIO0, FeHepaIu30BaHHYO 00JIb
B HIDKHHX OT/IeJ1aX XKUBOTA?

[
[

Pazpen 6. O6was cymma 6annos
Paznen 7. KopemkoBast 6016
14. VicnpiThIBaCT JIM MALKEHT 00JIb B BUJIE TPOCTPEIIOB JIMOO B BUJIC YKOJIOB
UTOJIKOH, PacIipOCTPAHAIONIYIOCS O KOHEYHOCTSIM?

i
i

Pazpen 7. O6mwas cymma 6annos

OO61miast cymma 0aJIoB 110 BCEM pasieiaM:

i

KommenTapun:

Figure 2. KPPS for assessing the severity of pain in PD, Russian version
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number of persons in the register (n = 527)). Central chronic
pain was detected in 22 (13.8 %) cases, visceral chronic pain — in
11 (6.9 %). Orofacial pain was noted in 19 (11.9 %) people. Pain
associated with edema and signs of inflammation was found in 24
(15.0 %) patients, radicular pain — in 17 (10.6 %).

Most often, patients describe the pain as a kind of sensation
without a clear localization or pain localized in the proximal ex-
tremities, usually on the side of more pronounced symptoms of
parkinsonism. The pain was often deep, dull, aching, compres-

sive, or itchy with localization in the neck, back, and extremities.
In some cases, the pain had a bright autonomic feature, described
by patients as “burning”, “prickly” sensations that occurred in
various areas of the body, including the mouth and genitals. The
most common descriptors used by patients to evaluate pain were
“dull” and “scorching.” Less often, patients described tingling
and numbness in the distal extremities.

Some authors report a direct relationship between the severity

of pain and the stage of Parkinson’s disease, starting with the on-

Table 1. The KPPQ survey results (regional register data)

Type of pain Number of patients

Abs. %
Musculoskeletal 105 65.6
Central chronic 22 13.8
Visceral chronic 11 6.9
Fluctuation 27 16.9
Night 84 52.5
Orofacial 19 11.9
Discoloration, edema/swelling 24 15.0
Radicular 17 10.6
Total 160 100.0

Table 2. Distribution of answers to the KPPS questions in clinical groups (M = m, points)

. Basic group Control group

Questions [9] (n = 160) (n =100) P
1. Does the patient experience pain around joints (including arthritic
pain)? 6.0+x0.4 3.5+0.5 < 0.001
2. Does the patient experience pain deep in the body (a generalized
constant, dull, aching pain — central pain)? 22£0.2 0.9£0.1 <0.001
3. Does the patient experience pain related to an internal organ (for
example, pain around the liver, stomach, or bowels — visceral pain)? 1.3£0.2 06+0.1 0.002
4. Does the patient experience dyskinetic pain (pain related to
abnormal involuntary movements)? 1.4£0.2 0.30+0.04 <0.001
5. Does the patient experience “off” period dystonia in a specific 55403 0.30 + 0.04 <0.001
region (in the area of dystonia)? T e ’
6. Does the patient experience generalized “off” period pain (pain in
the whole body or areas distant to dystonia)? 1.8£03 0.30+0.04 <0.001
7. Does the patient experience pain related to jerking leg movements
during the night (PLM) or an unpleasant burning sensation in the legs 1.9+£0.3 0.7+x01 <0.001
which improves with movement (RLS)?
8. D.oes the patient experience pain related to difficulty turning in bed 34+04 10402 <0.001
at night?
9. Does the patient experience pain when chewing? 0.5+0.1 0.10+0.02 <0.001
10. Dpes the patient experience pain due to teeth grinding during 0.4+0.1 0.10 % 0.03 0.004
the night?
11. Does the patient have burning mouth syndrome? 0.4+0.1 0.10+£0.02 0.003
12. Does the patient experience a burning pain in limbs (often 15402 0.40 + 0.04 <0.001
associated with swelling or dopaminergic treatment)? R T )
13. Does the patient experience generalized lower abdominal pain? 1.0+£0.2 0.30+0.03 <0.001
14. Does the patient experience a shooting pain/pains and needles 57403 0.9+01 <0.001
down the limbs? o R ’

Vol. 19, No. 2, 2023
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N

Fluctuation pain
Night pain
Orofacial pain
Radicular pain
Total

O Mean
[JMean + SD
T Mean + 1.96 x SD

Discoloration, edema

Figure 3. The severity of pain in patients with PD
(box and whisker plot)

set of the disease, when the pain occurs on the same side, where
subsequently motor manifestations of PD appear. Interestingly,
if pain occurs simultaneously with extrapyramidal motor symp-
toms or against the background of already permanent symptoms
of PD, their localization also coincides [8].

Table 2. Internal consistency of the questionnaire

domains

Domain o

Musculoskeletal pain 0.79
Chronic pain 0.72
Fluctuation pain 0.71
Night pain 0.73
Orofacial pain 0.70
Discoloration, edema/swelling 0.71
Radicular pain 0.73
Total 0.73

Regarding the severity of pain (Fig. 3), these data were
very variable. In general, the intensity of pain correlated
with the duration of the disease (r = 0.59) and the stage of
PD (r=0.64).

The total score on the KPPS subscales averaged 26.9 + 2.0
points. The highest intensity was observed in pain associated
with fluctuations — 20.5 + 6.1 points and in night pain —
13.5 £ 2.0 points.

On the contrary, the intensity of orofacial pain was 8.4 + 3.3
points, and of radicular pain — 7.5 * 2.7 points. With edema
and signs of inflammation, the pain intensity corresponded to
9.9 + 2.4 points.

When calculating the criteria, it was found that moderate
and severe pain was detected significantly more often in the main
group (Table 2).

As can be seen from the above data, statistically significant
differences between the main and control groups were observed
for all questions.

Factor analysis revealed three main latent factors that cor-
responded to 78% variance (CMO = 0.75; p < 0.001). The

first factor is represented by musculoskeletal, visceral, noctur-
nal, and orofacial pain (conditionally called “chronic somatic
pain”). The second factor combined radicular pain and pain
associated with edema (conditionally called “distal pain”). The
third factor was represented by pain associated with fluctuations
and central pain (conditionally called “central pain”).

When assessing the internal consistency, it was found that
Cronbach’s o (Table 2) for all domains of the questionnaire
was higher than 0.7, which indicates a high degree of con-
sistency.

The accuracy of the questionnaire scale was high,
the probable error did not exceed 10 % of the actual
estimate.

When comparing the results of pain intensity
according to the visual analog scale and the actual score
on the KPSS, a stable correlation of medium strength was
found: r = 0.53. The homogeneity of the elements was
equal to 0.21.

The limitations of the study related to high heterogeneity
of the sample and selection bias were due to the difficulties of
interpreting questionnaire items.

Conclusions

1. The study data obtained indicate the acceptable
validity of the Ukrainian and Russian versions of the
KPSS.

2. The questionnaire can be recommended for
widespread use in assessing the phenotype of pain and its
intensity in PD patients.
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Baaiaauia yKpaiHCbKOT Ta pocincbkoi Bepcin wkaau KPSS

Pe3ome. Memoro nocnigxeHHsa € Bamigauis yKpaiHCbKoi Ta
pociiicekoi Bepciit mkanu KPPS. Mamepiaau ma memoou. J1o-
CJIIKeHHs TPOBOAMIIOCH Ha 6a3i Onecbkoi 001acHOl KITiHIYHOT
nikapHi B 2018—2020 pp. Byno o6¢rexkero 160 maiieHTiB i3 XBO-
pob6oio I[TapkiHcoHa, BepudikoBaHoio 3a kpurepisimu UK Brain
Bank (ocHoBHa rpymna), Ta 100 oci6 Toro x Biky 03 03HaK €KC-
TpamnipamiIHoi MaTosorii (KOHTPoJIbHA rpyma). Yci nauieHTH o00-
CTeXEHi BiIMOBIIHO MO BUMOT YMHHUX KJIIHIYHUX TTPOTOKOJIIB.
Kpim Toro, yci y9acHUKM OOCTiIKEHHS BiAIOBigaIM HAa TMTaHHS
YKpaiHChKOI a00 pociiichKoi Bepciii mikaau KPPS. [ns 6aratopa-
30BUX MOPiBHSIHb BUKOPUCTOBYBaJIX MeToJ MaHHa — YiTHi 3 1o-
npaBkoio benmxamini — Xox6epra. Pezyavsmamu. Binab pizHOTO
CTyMeHs BUpaxeHocTi 3adikcoBano B 121 i3 160 (75,6 %) maui-
€HTIB i3 XBopo0Oolo [TapkiHCcOHA. Y KOHTPOJIbHIl I'PyIli BUMIaIKiB
6010 He Oyio. Haitnommupenimumu 6yau Hidnumii (52,5 %) ta
OTIOPHO-PYXOBUI Gijib, K i30mboBaHmii (23,1 %), Tak i B pi3-

HUX KoMOiHauigx (1o 65,6 %). Binb, MoB’sa3aHuil i3 pyxoBUMK
daykryauisimu, BunukaB 'y 27 (5,1 %) Bunaakax. LleHTpanbHuUit
XPOHIYHMIA 6iTb BUsiBIeHUI Y 22 (13,8 %) XBOpHX, BicliepaTbHUIA
XpoHiuHui 6ib — B 11 (6,9 %). OpodartianbHuii 6inb Big3Ha-
yeHo B 19 (11,9 %) nauienTiB. bisb, moB’a3aHuii i3 HAGPSIKOM Ta
O3HaKaMM 3amnajieHHs, BUusiBieHo B 24 (15,0 %), KopiHLeBUil — y
17 (10,6 %) Bumankax. Anbda KpoHn6axa mist BCiX 1OMeHIB OMu-
TyBaJIbHMKa Oysia BUILO10 3a 0,7. IHTeHCUBHICTb 0010 32 Bi3yallb-
HOIO aHAJIOTOBOIO IIKAJIOI0 KOpeioBaia 3 OL[iHKOO 3a IKAJI0I0
KPSS (r=0,53). Bucnogéxu. Y pe3yabraTi 1OCIIIKEHHS OTpUMAa-
HO JIaHi, 1110 CBiIYaTh MPO NPUNHATHY BaliIHICTh YKPaiHCHKOI Ta
pociiicskoi Bepciit mkanu KPSS. Ti MmoxHa pekomenaysatu ajist
UIMPOKOTO BUKOPUCTAHHS MPU OLiHLI heHOoTUIy 60110 Ta HOTO
iHTEHCHMBHOCTI B MALi€HTIB i3 XBopooOo1o [1apkiHcoHa.
Kimo4oBi ciioBa: xsopo6a [lapkiHcoHa; 6i1b; AiarHOCTHKA; IIKa-
sa KPSS; Banimarist; ominka
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