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 Discuss current state of pain care  
   for older adults 
 
 Key challenges and future directions 



 Aging of Society 
◦ 65+ Population Will Nearly Double by 2030 
◦ 1 in 8 > 65 in 2007   (13% population) 
◦ 1 in 6 > 65 in 2020   (20% population) 

 
 Increased presence in health care 
◦ 38% of emergency medical services responses 
◦ 46% of patients in critical care 
◦ 50% of hospital days 
◦ 50% of specialty ambulatory care visits 
◦ 60% of adult primary visits 
◦ 70% of home health services 
◦ 90% of residents in nursing facilities 
 
 

 
 
 

(John A. Hartford Foundation, 2007; IOM 2008) 
 



 
 

   
 
 

Setting Prevalence of pain 

Nursing Home (9952 OA/185 NHs) 
(Lapane et al., 2012) 

51.4% overall some pain 
      78% mild cog impairment 
      22% mod-severe cog impairment 
 

Hospital (367 OA/8 hosp) 
(Gianni et al., Arch Geront & Geriatrics, 2010) 

67% pain present 

Home/Community  
(Eggermont et al., 2014; (634 OA)) 
(Patel et al., 2013; 7601 OA) 

65% chronic pain present 
53% bothersome pain 

Hospice (738 OA with cancer/16 hospices) 
(Herr et al., 2012) 

83% pain present 
    40% pain at admission and 
    43% pain controlled on analgesics 

51-83% Present Pain 



 In person interviews national sample 7601 adults > 65 yrs 

 Bothersome pain in last month = 52.9% 
◦ No change across age group accounting for cognitive 

performance, dementia, proxy report, residential care status 

◦ Highest in women, obese, musculoskeletal conditions, depression 

 74.9% multiple sites of pain 

 Associated with decreased physical function 



 
 Do we have reliable and valid pain 

assessment tools for cognitively intact and 
impaired older adults? 

 
 Are tools integrated into practice to identify 

and monitor pain in older adults across care 
settings? 

 
 What are key issues related to existing pain 

assessment tool use in older adults? 
 

 
 



•Initial determination 
or ongoing monitoring 
of pain 

Self-reports (uni and 
multidimensional) & 

behavioral 
observation 

•Medical, 
pharmacologic, and 
functional assessment 
of pain-related 
concerns 

Physical exam, pharm eval, age-
related physical concerns, sensory 
impairment, functional assessment •Assessment of 

psychosocial factors 
contributing to pain 
complaint 

Psychosocial comorbidities and 
complicating factors, cognitive 

processes, coping, affective 
processes, interpersonal processes 

Hadjistavropoulos et al., 2007.  Interdisciplinary expert consensus statement on 
assessment of pain in older persons.  Clin J Pain, 23(1):S5 

Presenter
Presentation Notes
Framework for assessment—multicomponent process—how to implement more comprehensive pain measurement tools in clinical settingComplex process that requires TIME—and TIME and LACK OF KNOWLEDGE are two of biggest reported barriers to adoption of pain assessment tools/protocolsPain tools help us identify and quantify painMost attention clinically on pain intensity rating—necessary step but sufficient?  Does it address individual variability?Other assessments/follow-ups necessaryFocus on intensity and nonverbal tools AND raise questions about the utility o our current approaches as part of this initial determination of pain in OA who can and can’t self-report TOOLS FIT WITH IMMPACT recommendations-use of sound research tools that are clinically usableGetting them into procedures/documentation systems key



 Number of tools evaluated in older adults 
 Further support in recent years 
 

 
 



 Selected Pain Intensity Scales for Older Adults 
(Gagliese et al., 2005; Herr et al., 2007; Lukas et al., 2013;  

Personen et al., 2009; Wood et al., 2010) 

 Verbal Descriptor Scale (VDS) 
___  Most Intense Pain Imaginable   
___  Very Severe Pain 
___  Severe Pain 
___  Moderate Pain 
___  Mild Pain 
___  Slight Pain 
___  No Pain 
 

(Herr et al., 2004) 

McGill Present Pain 
Inventory (PPI) 

0 = No pain 
1 = Mild 
2 = Discomforting 
3 = Distressing 
4 = Horrible 
5 = Excruciating 
 
(Melzack & Katz, 1992) 

Simple VDS 
0 = None 
1 = Mild 
2 = Moderate 
3 = Severe 
 
(Closs et al., 2004) 

(Hicks et al., 2001) 
 

(Herr et al., 2007) 

Faces Pain Scale-Revised 

Iowa Pain Thermometer 
NRS 

Presenter
Presentation Notes
NOTE:  Core outcome domains for chronic pain clinical trials: IMMPACT recommendations. Pain, 2003;106:337-345. Recommends 4-point VDS for cognitively impairedR-FPS  FPS-r preferred by African American, Hispanics and Chinese Older AdultsWare et al., Pain Mgt Nsg, 2006; 7(3):117-125; Liu & Li, Chinese J of Nsg, 2004; 39(3):165; Li et al., Pain Med, 2007; 8(3):241-249 ; Li et al., J Nsg Schol, 2009, 41(3):241-249)



 
Largest study (800) community elders attending tertiary pain clinic 
•   NRS as valid and reliable tool for measuring pain intensity and distress;  
•   Sign correlations with other pain measures 
•   Failure rates significantly increase with increasing age   
 5.5% in 61-70 
 7.8% 71-80 
 11.1% in >81   
 
 

 
75% over 75 yrs with reported ‘painful but bearable’ 
equated NRS 4, 5, 6 this category 
 

                       Question standard cut-offs? 
 

 

CANNOT RELY  
SOLELY ON NRS 

 

Presenter
Presentation Notes
Examined NRS only, along with relationship between NRS and other measures of pain MPI, Sf36, Depression, Anxiety and Stress ScaleEven highest failure rate shows 90% could use NRS—although sample community older adults attending tertiary pain center may be higher functioning Van Dijk et al., J Clin Nsg, 2012; 3018.  Documented different cutpoints on NRS relate to “unbearable” judgment by older postop pt.  Thus established cutpoint could lead to over treatment CANNOT RELY SOLELY ON NRS --  Need for communication regarding treatment needsNeed for measuring other dimensions of pain, including physical and emotional functioning, clinically feasibleNRS not same as generalised affective distress—important to assess pain specific affective distress and generalized affective distressHigh correlation between pain intensity and pain distress suggest don’t need bothNeed to assess range of dimensions recommended by IMMPACT group—appropriate for research but what about ciinical practice?



 Geriatric hospital, 178 pts (Lukas et al, 2013) 
◦ Good cross tool correlations; Lower @ rest, than movement 
◦ Most stable tool with increasing CI:  VRS 
◦ Level of impairment for inability to use (MMSE 10)  
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Presentation Notes
Lukas et al (2013)  Self- and proxy report for the assessment of pain in patients with and without cognitive impairment.  Z Gerontol Geriat % able to complete each scale with max 2 explanations11 pt NRS, 5 pt VRS (none, mild, moderate, severe, very severe), and 4 pt VRS (none, mild, moderate, severe)MMSE    None:        30-25     Mild CI:     24-28     Moderate: 17-10    Severe:         9-0At least 90% able to complete VRS 4 and VRS 5



 Pain intensity—5th Vital Sign 
◦ Backlash from patients related to repetitive assessments that don’t fully 

capture their experience 
◦ More patient-centered approach? 

 
 Pain impact scales—too time consuming? 
◦ Brief Pain Inventory—SF and adapted 
◦ Pain Disability Index 
◦ Geriatric Pain Measure--Short Form  (GPM-12) 
 

 Interview—lack consistency? 
◦ Informal questioning—underestimates pain  (Lorenz et al 2009; van Dijk et al; 2012) 
◦ Pain Question phrasing (McGuire et al., 2009)    

 
 Emphasis on impact/tolerability/satisfaction with treatment plan? 

Presenter
Presentation Notes
Evidence of lack of fidelity in scale administration—staff used informal queries “is your knee good today?” in 50% cases—associated with underestimationBetty comment:  Those pain scales are funny.  I base my rating on whether or not I want a change in my medications—I make my score higher if I want a higher dose or other treatment and lower if I am doing OK with my plan.



 
 Adapted Functional Pain Scale 

Used with permission P. Arnstein  

Presenter
Presentation Notes
Lorenz et al (2009).  J ABFM, 22:291-Study of Veterans HELP-Vets study in 19 clinicsClinically Aligned Pain Assessment (CAPA) QuestionsComfort—intolerable, tolerable with discomfort, comfortably manageable, negligible painChange in pain—getting worse, about the same, getting betterPain Control—inadequate pain control, effective, just about right, would like to reduce medicationFunctioning, for the usual things you do—can’t do anything because of pain, pain keeps me from doing most of what I need to do, cam do most things, but pain gets I the ay of some, can do everything I need toSleep-is pain waking you up—wake with pain most of the night, awake with occasional pain,  normal sleep



  

Biomarkers-
neuropeptides 
(Sowa et al., 2014) 
 

Schiavenato Pain Orb 

 



 Patient self report  
 Potential causes of pain (acute and 

chronic) 
 Pain behaviors 
 Surrogate report and behavior change 
 Response to analgesic trial 

 

Herr et al:, Assessment of Pain in Nonverbal Patients, Pain Mgmt Nurs, 2011 
Hadjistavropoulos et al, Interdisc Expert Consensus State., Clin J Pain, 2007 



 
 Now over 35 nonverbal pain tools 
 
 Reviews 
◦ Corbett et al., (2012).  Rev Neurol, 8:264 
◦ Herr et al., (2010). J Geron Nsg, 36:18 
◦ Cohen-Mansfield (2008), Alzh Dis Assoc Disord, 22(1): 86 
◦ Aubin et al. (2007).  Pain Res Manag, 12:195 
◦ Van Herk et al. (2007).  Nurs Res, 56:34 
◦ Herr et al., (2006).  J Pain Symptom Manage, 31:170 
◦ Zwakhalen et al. (2006).  BMC Geriatr, 6:3 

 
 No single best tool for all settings 

 
 



 Tools range from 5 behavioral categories to 60 individual 
behaviors— 
◦ rating presence vs intensity 
◦ Variable use and definition of behaviors 

 
 Are there key behaviors that will ID pain in most persons 

with dementia? 
 

 Need to discriminate pain behavior and behaviors from 
other causes   (Ersek leading VA study) 
 

 Goal to identify most specific indicators of pain in 
nonverbal older persons without missing pain in those with 
less typical behaviors 
 
 
 
 
 

 



Support of Atypical Pain Behaviors Growing 

• Cluster RCT 18 
NH-352 subjects 
 

• Verbal agitation 
behaviors and 
restlessness and 
pacing responsive 
to treatment 

Pain interventions 
effective in reducing 
pain and behavioral 
symptoms, such as 
depression, 
agitation/aggression, 
anxiety 



 Most tool scores show increase/decrease in behavior or 
intensity of behavior 
 

 Cutoff scores:  limited evidence, small scale evaluation 
 
 Challenge for treatment decisions 



Pain Mgt Nsg, 2011, 12(4):230-
50 



 
 

   
 
 

 Setting Sample Pain Assessment? 

Hospital 
(Mehta et al., 2010) 
 

100 pts mean age 86 
62% hip fracture 

33%  no objective assessment by 
nursing 
95% no obj assess by MD 
 

Nursing Home 
(Jablonski & Ersek et al., 2009) 

14 NH (8 not profit; 6 for 
profit) 

291 residents with pain 

 

32%  Pain assessed weekly 
25%   Mild pain-2x/mo 
          Mod pain-weekly  

Hospice 
(Herr et al., 2012) 

738 from 16 hospices 
Mean age 78 
 
83% pain 
  

80-86% valid pain scale at adm 
15-16% reassess with mod-
severe pain 
Cog impaired—no validated pain 
behavior tool 

Assessment of Pain with Valid & 
Reliable Pain Tools  
NOT CONSISTENT 



Goal:  Optimal Pain 
Relief 

Risks 
Tolerability 

Patient 
Characteristics 

Safety 
Efficacy 

Function/ 
QOL 

  
*Quality/frequency of 
assessments 
 
*Optimized nondrug 
approaches 
 
*Balance risk/benefits and 
optimize use 
 
*Minimize 
ADR/misuse/abuse    
 
*Monitor & document 
outcomes 

(AGS Panel on the Pharmacological Management of 
Persistent Pain in Older Persons. JAGS, 2009;57(8):1331-
1346; Arnstein & Herr, J Geron Nsg, 2013: 39(4):56-66; 
Bruckenthal P, et al. Pain Medicine. 2009;10(S2):S67-S78) 
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Presentation Notes
All pharmacologic interventions carry a balance of benefits and burdens1In addition to efficacy, the clinician needs to consider and balance the characteristics of the particular patient; issues of risk, safety, and tolerability; and the mechanism of action of any given pain treatment approach1The clinician must choose the most effective, most appropriate, and safest pain treatment for the patient’s condition1Medications, doses, use patterns, efficacy, and adverse effects should be regularly reviewed1



 Do we have evidence to support pharmacologic and 
nonpharmacologic intervention selection and 
tailoring for older adults? 

 
 Are evidence-based pain management practices 

implemented consistently? 
 
 Key issues to effective pain management? 

 

  



 Patient education 
 Exercise (therapeutic, physical therapy, general, yoga,Tai Chi)  
 Self-management programs (acceptance/commitment tx, coping) 
 Cognitive and behavioral therapies (biofeedback) 
 Distraction (music, humor) 
 Relaxation  (imagery, hypnosis, massage, meditation) 
 Thermal treatments (heat, cold) 
 Assistive devices (splinting, orthotics, positioning) 
 Energy Field therapy (healing touch, reiki) 
 Acupuncture/acupressure, TENS 
 Aromatherapy and other CAM 

(Arnstein, 2011; Bruckethal, 2010; McCauley et al., 2008; Morone & Greco, 2007; Park 
& Hughes, 2012;Reid et al, 2008; Shengelia et al., 2013; Tse, Wan & Ho, 2011) 
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Presentation Notes
Patient education and physical and occupational therapy should provide the foundation for an OA treatment plan. Self-management programs, weight loss, exercise, assistive devices, patellar taping, appropriate footwear, and joint protection are other important nonpharmacologic therapies for OA.



 



 



 
 Gaps 
◦ Effectiveness in real world 
 outcomes on pain and function 
◦ Use in frail and cognitively impaired 
◦ Guidance in patient selection 
◦ Techniques and formats 
◦ Availability—access, technology, funding 
◦ Preference & Adherence  
◦ Sustaining effect 

 



JAGS, 2009, 57:1331-1324 



Revised 2012 



 
 

   
 
 

Setting Prevalence of pain No Pain Treatment? 

Nursing Home (2508 OA/185 
NHs) 
(Lapane et al., 2013) 

Random sample all with 
pain in two MDS 
assessments 

23% no scheduled meds 
> Age and cog impairment 
less likely  

Hospital (367 OA/8 hosp) 
(Gianni et al., Arch Geront & 
Geriatrics, 2010) 

67% pain present  51% no treatment or 
inadequate for intensity 
 

Emerg Dept (7,585 ED visits 75 
or older) 
(Platts-Mills et al., 2012) 

All pain-related ED visits 
 51% no analgesics 
(compared to 32% 35-54 yrs) 
 

Home Care (2779 OA) 
(Maxwell et al., 2008) 

 48% daily pain 22% 

Treatment of Pain  
NOT CONSISTENT 



  

 Provider Knowledge Gaps 
◦ No consistent training on geriatrics and/or pain   
◦ Knowledge to balance benefits/risk for best treatment plan 

 
 Knowledge Gaps Re: Analgesic Use in Older Adults 
◦ Strength of evidence in existing pain guidelines for older adults 
◦ Limited research on analgesic use in older adults 
 specifically the complex including cog impaired 

 
 Political/Regulatory Climate 
◦ National Public Health Concerns Re Opioid Misuse/Abuse (CDC) 
◦ Federal concern re: safe and effective analgesic use (FDA; NIA; 

NIH Pain Consortium) 
◦ PROP—physicians for responsible opioid prescribing 
◦ DEA requirements for opioid prescriptions in VA 

(Kaasalainen et al., 2010, 2012;  
Taylor, Lemtounti, Weiss & Pergolizz, 2012, Current Geron & Ger Res,12; 

Chou et al., 2009, J Pain, 10(2):113-130)  
 





 



  

Responses from pain community:  American Pain Society, 
American Academy of Pain Medicine, American Association for 
Pain Management Nursing 
 
    

 “ 
Panel Conclusion:  “Evidence is insufficient to determine the evidence 
for long-term opioid therapy for improving chronic pain and function.   
Evidence supports a dose-dependent risk for serious harms.”  
 
 
Panel Recommendation:  “In the absence of definitive evidence, 
clinicians and health systems should follow current guidelines by 
professional societies about which patients and which types of pain should be 
treated with opioids and about how best to monitor patients and mitigate risk 
for harm.” 
 



 
 

Ongoing 
Challenge 



 Greater awareness of the impact of pain 
 

 Validation of pain assessment scales and approaches 
to assessment in cognitively impaired 
 

 Determining and monitoring effect of pain on 
function and quality of life and individualizing pain 
care plan 
 

 Recognition of the importance of multimodal therapy 
 

 Growing evidence base to support analgesic therapy 
and nonpharmacologic approaches 
 

CHALLENGE: 
 

Implementation of  
Best Practices 

Presenter
Presentation Notes
Greater awareness of the impact of painValidation of pain assessment scales and approaches to assessment in cognitively impairedDetermining and monitoring effect of pain on function and quality of life and individualizing pain care planRecognition of the importance of multimodal therapyGrowing evidence base to support analgesic therapy and nonpharmacologic approaches



Findings: 
*Cultural transformation needed in way 
pain is viewed and treated 
*Chronic pain viewed as disease itself 
*Pain is a public health problem 
*More consistent data on pain needed 
*Population-based strategies needed 
*Significant barriers to adequate pain care 
 

Education central part of 
transformation 

Research to translate 
advances into effective 

treatments 



  

Led by Dr. Judy Watt-Watson 

Funded by The Mayday Fund 

14: 971-981. 



 NIH Pain Consortium 
partnership with 12 schools 
 

 Develop, evaluate and 
distribute pain management 
curriculum resources for 
health professional schools 

 
 Includes older adult content 

 
 

New Center Funding Expected 
Spring 2015 

 



http://www.geriatricpain.org 

Funding from 
The Mayday 
Fund 



 

 
• Refined Assessment Approaches 
• Selecting and Adapting Complementary and  
      Alternative Therapies 
• Safety & Efficacy & Effectiveness of Analgesics 
• Implementation Strategies to Promote EBP Use 

Collaborative/interdisciplinary 
research teams 

    
Increased funding 

 



RFA 2011: Leveraging Existing 
Data or Longitudinal Studies to 
Evaluate Safety and Effectiveness 
of Pharmacological Management 
of Chronic Pain in Older Adults 

Reid et al., 2011 



 

Visiting with 
grandchildren 

Dancing 
Socializing/Game playing 

Socializing 

Swim/Water 
Exercise 

Tennis 
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