
PAIN	
  AND	
  THE	
  OLDER	
  
ADULT	
  

Rosemary Wilson RN(EC) PhD 
Assistant Professor/Nurse Practitioner 
School of Nursing & Department of Anesthesiology and Perioperative Medicine 
March 20, 2014 



Pain 

“Pain	
  is	
  an	
  	
  unpleasant	
  sensory	
  and	
  emo<onal	
  experience	
  which	
  
we	
  primarily	
  associate	
  with	
  <ssue	
  damage	
  or	
  describe	
  in	
  terms	
  
of	
  <ssue	
  damage,	
  or	
  both.	
  The	
  inability	
  to	
  communicate	
  verbally	
  
does	
  not	
  negate	
  the	
  possibility	
  that	
  an	
  individual	
  is	
  experiencing	
  

pain	
  and	
  is	
  in	
  need	
  of	
  appropriate	
  pain	
  –	
  relieving	
  
treatment.”(IASP)	
  	
  

The concept of ‘total pain’ was 
defined by Dame Cicely Saunders 
as the suffering that encompasses 
all of a person’s physical, 
psychological, social, spiritual and 
practical struggles 



Outline	
  

•  The	
  problem	
  

•  Brief	
  review	
  of	
  pathophysiology	
  

•  Assessment	
  –	
  focus	
  on	
  the	
  older	
  adult	
  

•  Introduc<on	
  to	
  pain	
  care	
  
	
   ‘Pain changes you 

completely… It just takes 
your life away. Your whole 
personality changes.’ 



The	
  Problem	
  

•  Lindstron	
  et	
  al.	
  (2012):	
  N=1402	
  age	
  60-­‐96	
  Sweden.	
  62%	
  
experienced	
  pain	
  previous	
  4	
  weeks	
  

•  Freund	
  et	
  al.	
  (2012):	
  N=1407,	
  80%	
  had	
  pain	
  
• Mobily	
  et	
  al.	
  (1994):	
  N=3673	
  rural	
  65+	
  

•  86%	
  of	
  elderly	
  experience	
  significant	
  pain	
  
•  59%	
  had	
  mul<ple	
  pain	
  complaints	
  
•  Joint	
  pain	
  (66.3%);	
  leg	
  pain	
  (56.4%);	
  back	
  pain	
  28.3%	
  

‘Pain is frustrating because 
you can’t do things for 
yourself… Everything’s a  
challenge. 



The	
  Problem	
  con<nues…	
  

•  Proctor	
  &	
  Hirdes	
  (2001):	
  N=3195	
  Nursing	
  home	
  residents	
  
•  50%	
  had	
  pain	
  
•  24%	
  had	
  daily	
  pain	
  

•  Kassalainen	
  et	
  al.	
  (1998):	
  64	
  cogni<vely	
  impaired,	
  19	
  intact	
  
with	
  pain	
  
•  25%	
  of	
  cogni<vely	
  impaired	
  had	
  analgesics	
  ordered	
  

‘It does affect your self-esteem because 
you always think about – well, I know it’s 
negative thoughts really that you 
shouldn’t have, but it’s very difficult not to 
sometimes. But you think about the 
things that you did do and you were a 
very sociable person.’ 



Pa<ent	
  Experience	
  
	
  
	
  

What	
  is	
  it	
  like	
  to	
  have	
  chronic	
  pain	
  as	
  a	
  senior?	
  

‘Pain can make you feel 
lonely because you feel 
that you’re the only one 
that is suffering and can 
cope with it, and that is a 
lonely experience.’ 



Case Study 
Evelyn 
•  70 years old, retired teacher, married with two grown sons 

•  Slipped on ice 3 months ago: right femoral neck fracture 
•  Right total hip arthroplasty – complicated recovery, occasional 

home physio 
•  Still has pain! Taking Hydromorphone 1-2mg PO q3h PRN pain; 

acetaminophen 650mg PO q6h routinely 
•  History includes: breast cancer (stage IV), chronic low back pain, 

osteoarthritis (knees, hips hands), chronic insomnia 

 



  
 
Pain: nociceptive, neuropathic, or mixed 

Mixed pain 
Caused by a 

combination of both 
nociceptive and 
neuropathic pain 

Nociceptive pain: 
Caused by activity  
in neural pathways  
in response to 
potentially tissue-
damaging stimuli 

Neuropathic pain: 
Pain arising as a 

direct consequence  
of a lesion or 

dysfunction in the 
nervous system  
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Incident/episodic 
pain: pain pathways 
are activated 
intermittently 



Pain	
  mechanisms	
  in	
  older	
  adults	
  

• Homeostenosis	
  Barili	
  et	
  al.	
  (1998)	
  
• Cogni<ve	
  reserves	
  
• Density	
  of	
  opioid	
  receptors	
  
• Comorbidi<es	
  
•  Impaired	
  descending	
  inhibi<on	
  
• Social	
  isola<on,	
  loneliness,	
  depression	
  	
  

‘I get very depressed and 
anxious about it… it’s 
frightening, especially 
when you live on your 
own’ 



Pain	
  mechanisms	
  in	
  older	
  adults	
  
• Pain	
  thresholds	
  

• CONTRAVERSY!!!!	
  
• Bejer	
  and	
  worse	
  tolerance	
  to	
  heat	
  pain	
  (Gibson	
  et	
  al.	
  
2001	
  vs.	
  Gibson	
  et	
  al.,	
  2004)	
  

• Reduced	
  capacity	
  to	
  “down-­‐regulate”	
  (Ferrell	
  &	
  Gibson,	
  
2007)	
  

• Bejer	
  coping	
  ability	
  (Winnk	
  et	
  al.,	
  2006)	
  
•  Less	
  and	
  more	
  “affec<ve”	
  pain	
  (Scherder	
  et	
  al.,	
  1999	
  vs.	
  
Porter	
  et	
  al.,	
  1996)	
  

‘Pain is deep in my side and when it’s 
really bad I’m not able to breathe 
deep, because when I breathe in 
deep it hurts.’ 



The “Why” of Comprehensive Pain 
Assessment 

• Patients have the right to the best possible evidence-
based pain assessment and management including 
relevant bio-psychosocial components (Guiding principles of 
BPG: RNAO, 2013. pp. 18) 

 
• Establishes trust and improves satisfaction with care  

• Patient-specific evaluation of interventions provided 



Consequences	
  of	
  pain	
  



Principles	
  of	
  Pain	
  Assessment	
  

•  Self	
  repor<ng	
  is	
  the	
  “gold	
  standard”	
  
•  Affec<ve	
  components	
  
•  Varies	
  between	
  individuals	
  
•  Diurnal	
  varia<on	
  

•  Systema<c	
  and	
  frequent	
  assessment	
  is	
  the	
  most	
  effec<ve	
  
	
  

 ‘Pain is exhausting… You have to walk  
slowly. You have to stop and make an  
excuse or pretend to look in a shop window  
so that you can put your hand on the  
window and rest a moment. It’s 
humiliating.’ 



The Adapted Pain Assessment 
Acronym 

O - onset         

P – provokes, palliates 

Q – quality 

R – region, radiation 

S – severity 

T – timing/treatment 

U – understanding/impact 

V – values 
 
RNAO (2013). Clinical Best Practice Guidelines: Assessment and management of pain, (3rd ed.). http://rnao.ca/sites/rnao-ca/files/
AssessAndManagementOfPain2014.pdf 

 

…..and C – for 
communication! 

http://rachelwentzbooks.blogspot.ca/2013_09_01_archive.html 



  

Core domains for clinical trials of chronic pain efficacy and 
effectiveness 
•  Pain: MPQ, BPI, VAS/NRS 
•  Physical functioning: HRQoL, BPI, disease 

specific (e.g. WOMAC)  
•  Emotional functioning: POMS, BDI 
•  Participant ratings of global improvement: PGIC 
•  Symptoms and adverse effects 
•  Participant disposition 
www.immpact.org 

IMMPACT Recommendations 

Turk et al. Core outcome domains for chronic pain clinical trials: IMMPACT recommendations. 2003 Pain 106, 337-345.  
Dworkin et al. Core outcome measures for chronic pain clinical trials: IMMPACT recommendations. 2005 Pain ;113: 9-19.  



Measures of Pain Intensity: Uni-
dimensional tools 
• Quick  and easy assessment of intervention 

efficacy 
 
• Common metric of 0-10 adopted by many centres 
 
• Standard tools – reliability/validity well documented 

•  Visual Analogue Scale (VAS) 
•  Numeric Rating Scale (NRS): 0 to 10 
•  Verbal Rating Scale (VRS): No pain, mild, moderate, 

severe, very severe 
•  Present Pain Intensity (PPI): No pain, mild, discomforting, 

distressing, horrible, excruciating  
•  Faces Pain Scale – revised (FPS-R) 



Pain assessment in the cognitively 
impaired 

•  	
  Hadjistavropoulos	
  et	
  al.	
  (2000)	
  
• Assess	
  for	
  ability	
  to	
  use	
  self-­‐report	
  tools	
  

• Observa<onal	
  tools	
  (i.e.PACSLAC:Fuchs-­‐Lacelle	
  &	
  
Hadjistavropoulos,	
  2004)	
  

• Physical	
  exam	
  and	
  history,	
  caregiver	
  report	
  	
  
• Consistency	
  
• Collected	
  over	
  <me	
  
• Observa<on	
  of	
  response	
  to	
  interven<ons	
  	
  



Common Pain Behaviours in 
Cognitively Impaired Older Adults  
AGS Panel on Persistent Pain in Older Persons (2002) 
 

Facial Expressions 
– Slight frown; sad, frightened expression 
– Grimacing; wrinkled forehead; closed or 
–  tightened eyes 
– Any distorted expression 
– Rapid eye blinking 

•  Verbalizations, Vocalizations: 
– Sighing, moaning, groaning 
– Grunting, chanting, calling out 
– Noisy breathing 
– Asking for help 
– Verbal abuse 



Common Pain Behaviours in 
Cognitively Impaired Older Adults 

Body	
  Movements:	
  
�  Rigid,	
  tense	
  body	
  posture;	
  guarding	
  
�  Fidge<ng	
  
�  Increased	
  pacing,	
  rocking	
  
�  Restricted	
  movement	
  
� Gait	
  or	
  mobility	
  changes	
  

Changes	
  in	
  Interpersonal	
  Interac8ons:	
  
� Aggression,	
  comba<veness,	
  resistance	
  to	
  care	
  
� Decreased	
  social	
  interac<ons	
  
�  Social	
  inappropriateness,	
  disrup<veness	
  
� Withdrawn	
  



Common	
  Pain	
  Behaviours	
  in	
  
Cogni<vely	
  Impaired	
  Older	
  Adults	
  
	
  
Changes	
  in	
  Ac8vity	
  Pa;erns	
  or	
  Rou8nes	
  

§  Refusal	
  of	
  food,	
  appe<te	
  change	
  
§  Increased	
  rest	
  periods	
  
§  Sleep,	
  rest	
  pajern	
  changes	
  
§  Sudden	
  cessa<on	
  of	
  common	
  rou<nes	
  
§  Increased	
  wandering	
  

Mental	
  Status	
  Changes:	
  
§  Crying	
  or	
  tears	
  
§  Increased	
  confusion	
  
§  Irritability	
  or	
  distress	
  







Issues	
  related	
  to	
  pain:	
  Polypharmacy	
  

• Onder	
  et	
  al.	
  (2012):	
  N=4023	
  Nursing	
  home	
  residents	
  
•  49.7%	
  polypharmacy	
  (4-­‐9	
  drugs)	
  
•  24.3%	
  excessive	
  polypharmacy	
  (<10	
  drugs)	
  
•  Residents	
  with	
  pain	
  2.31	
  <mes	
  more	
  likely	
  to	
  have	
  polypharmacy	
  



Discussion:	
  Treatment/	
  Pain	
  Care	
  

•  Interdisciplinary care 
• Pharmacology 
• Non pharmacological approaches 

– Psychological 
– Social 
– Educational 
– Complementary 
 



Evelyn’s comprehensive pain 
assessment 

• Risk? 
• Previous pain history 
• Current pain symptoms & characteristics 

•  OPQRSTUV and C 
•  Unidimensional and multidimensional tools 
•  Effectiveness of interventions 

• Functional impact 
•  BPI-I, sleep quality, engagement in postoperative activities 

• Psychosocial impact 
•  Useful tools: PHQ-9 (screening for depression), PGIC, IEQ 



Resources	
  for	
  clinical	
  prac<ce	
  

•  IASP: Pain in the Elderly  
–  http://www.iasp-pain.org/AM/Template.cfm?

Section=IASP_Press_Books2&Template=/CM/
HTMLDisplay.cfm&ContentID=6379 

• RNAO BPG 
– http://www.rnao.org/Storage/

29/2351_BPG_Pain_and_Supp.pdf 

• Canadian Pain Coalition 
– http://www.canadianpaincoalition.ca/index.php/en/about-

us/media-room/2006/11/6/12 

• RNAO LTC Best Practices Toolkit 
– http://ltctoolkit.rnao.ca/resources/pain 

 
 



  
Empathy is really the opposite of spiritual meanness. It’s 
the capacity to understand that every war is both won and 
lost. And that someone else’s pain is as meaningful as your 
own. 
Barbara Kingsolver 


