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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 (551 OA/6 NHs)
(Reynolds et al., 2008)

51.4% intact
47.7% impaired

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

67% pain present

Home Care (2779 OA)
(Maxwell et al., 2008) 48% daily 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

48-83% 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



} 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



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, but not affective distress; 
• 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



} 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) 

Ø Study of 153 NH 
residents in 4 
NHs
ü 60% able to 

complete 
self-report 
(Cohen-Mansfield, 2008)



} Priority initial and ongoing assessment—
pain intensity  

} Fastest way to identify pain presence
◦ Consistent approach and communication
◦ NRS, VDS, Faces, Thermometer

} But, is current clinical approach of 
emphasizing pain intensity BEST?



} 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?



Current work to inform for older adults
◦ VA Effective Screening for Pain Study starting January 2014
� Kiosk data gathering PEG (pain intensity, emotional function, physical 

function-adapted BPI items)

Functional Pain Scale (Gloth et al, 2001)
0 No Pain
1 Tolerable (and doesn’t prevent any activities)
2 Tolerable (but does prevent some activities)
3 Intolerable (but can use telephone, watch TV, or read)
4 Intolerable (but can’t use telephone, watch TV, or read)
5 Intolerable (and unable to verbally communicate because of pain)

Adapted Functional Pain Scale 
Used with permission P. Arnstein



CAPA is a process of gathering 
specific assessment information 
during the course of natural 
conversation

vPatients preferred over NRS by 5:1

vNurses preferred CAPA by 3:1

vClassifying clinical pain—42% to 81%

vImproved Press Ganey scores on How 
well pain was controlled from 

18% to 95%

Used with permission, Gary Donaldson, 
PhD, University of Utah Hospital & 
Clinics/Department of Anesthesia



Biomarkers-
neuropeptides



} 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



Caregiver or informant rating
l Abbey Pain Scale (Abbey) (Abbey et al., 2004)

l Pain Assessment for the Dementing Elderly (PADE) (Villaneuva et al., 2003) 

l Pain Assessment in Noncommunicative Elderly Patients (PAINE) (Cohen-Mansfield, 2006)

l Pain Assessment for the Communicatively Impaired Elderly (PACI) (Kaasalainen et al., 2011)

Observational rating
l Algoplus (Rat et al., 2011)

l Discomfort Scale for Dementia of Alzheimer’s Type (DS-DAT) (Hurley et al., 1992)

l Checklist of Nonverbal Pain Indicators (CNPI) (Feldt,2000)

l CNA Pain Assessment Tool (CPAT) (Cervo et al., 2012)

l Doloplus 2 (Wary, B. and the Doloplus Group, 2001)

l Elderly Caring Assessment 2  (EPCA-2) (Morello et al., 2007)
l Mobilization-Observation-Behavior-Intensity-Dementia Pain Scale (MOBID-2) (Husebo et al., 2011)

l Nursing Assistant-Administered Instrument to Assess Pain in Demented Individuals (NOPPAIN) 
(Snow et al., 2004)

l Pain Assessment in Advanced Dementia (PAINAD) Scale (Warden et al., 2003)

l Pain Assessment Checklist for Seniors with Severe Dementia (PACSLAC) (Fuchs-Lacelle et al., 2004)

l Pain Assessment Checklist for Seniors with Severe Dementia-Dutch (PACSLAC-D) (Zwakhalen, 
Hamers & Bergen, 2007)

l Rotterdam Elderly Pain Observation Scale (REPOS) (van Herk et al., 2009)

Domains
1. Facial Expression
2. Verbalizations & Vocalizations
3. Body Movements
4. Changes in Interpersonal Interactions
5. Changes in Activity Patterns & Routines
6. Changes in Mental Status



} 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 (Snow & 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



F-flu immunization pain; 
M=movement pain

Effect size 
strongest 
with tools 

having 
behaviors in 

more 
domains

No sign relationship b/t self-report 
and observation measures

Behaviors NOT same 
as pain intensity

} Compared 6 observational tools in 
124 LTC residents with moderate to 
severe dementia 

All measures 
differentiated pain and 
baseline conditions

even after delirium-
related items deleted
Variable reliability and 
validity, and effect size



} Compared 6 widely used nonverbal tools on facial expression 
(Doloplus 2, Abbey, Mahoney, NOPPAIN, PACSLAC, PAINAD)

} Videos illustrating mild, mod, severe pain and rating on 6 tools

} Tools with FAU associated with pain yielded greater 
sensitivity, IRR and validity as pain measure

} Best: Mahoney, then Abbey, PACSLAC and PAINAD

Shega et al (2008) study of 80 older adults with CLBP
Ø Pain behaviors differed by cognitive status, pain severity
Ø Facial grimacing highest frequency behavior in intact and 

mild-mod cog impairment
Ø Greater impairment, more guarding, rubbing



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/aggressio
n, 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)



} 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)







} 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
41% no analgesics

(compared to 68% 35-54 yrs)

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

48% daily pain 22%

Treatment of Pain 
NOT CONSISTENT



Campbell et al. Am J Ger Pharm, 2012; 10(3):165-177
Coldrey et al. Best Pr & Res Clin Anaes, 2011; 25:367-378
McLachlan et al., Br J Clin Pharm, 2011; 71(3):351-364
Panel on Pharmacoloiogic Mgt of Persistent Pain in Older Persons. J Am Geriatr Soc. 2009;57:1331-1346.

Cognitive 
Impairment
Ability to request
Administration

Adherence

Physiologic
Changes

Frailty
System declines
Comorbidities

Effect on analgesia

Multidrug 
Regimens

Drug-drug
Interactions

Adverse reactions
Compliance issues

Opiophobia
Fear of addiction
and side effects



} 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

(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) 







2012, 10(6): 331-342



Submitted petition to FDA 
regarding labeling of opioid 
analgesics 7/2012

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

FDA Decision Sept. 10, 2013

Approved Action 1:  ER/LA opioids “indicated for the management of 
pain severe enough to require daily, ATC, LT opioid treatment and 
for which alternative treatment options are inadequate?  

Declined Action 2 & 3:  No maximum dose or duration



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



} Evidenced Based Practice:  Use best available 
research in combination with clinician’s
expertise/judgment, patient’s 
preferences/values  (Windle, 
2006)

} Tools not perfect, but good evidence to improve 
current practices

} Treatment evidence low to moderate, but is “best” 
available

} Practice must be valued by clinicians to be adopted

MANY 
BARRIERS TO 

BEST PRACTICE



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



◦ National alliance of professional societies, advocacy organizations and 
others that believe there is a moral imperative to improve the treatment of 
pain.

◦ In 2012 the Center launched initiative to actualize the IOM 
recommendations by developing a national campaign to improve care of 
those living with chronic pain.  
� Influence govt agencies to act on recommendations  
� Educate and engage the American public  
� Advocate for better and broader research  

◦ http://www.practicalbioethics.org/initiatives/pain-action-alliance.html

JOIN:  cleyland@practicalbioethics.org



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



} Academic Consortium for Complementary and 
Alternative Health Care Education portal

} American Academy of Pain Management integrative 
pain mgt curriculum

} American Academy of Pain Medicine education 
portal

} ASPMN Core Curriculum, Geriatric Training & 
Position Statements

} NYU NICHE and Try This Series
} GeriatricPain.org



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




