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BACKCROUND AND SIGMFICANCE

Pain is an unpleasant sensory and emotional experience.l
It is recognized as a complex phenomenon derived from
sensory stimuli and modified by individual memory, expec-
tations, and emotions.2 Unfort.,nately, there are no objective
biological markers of pain. Therefore, the most accurare
evidence of pain and its intensity is based on the patient's
descriprion and self-report. I

A concise definit ion of chronic pain remains diff icult. For
some conditions, chronic pain is defined as pain that exists
beyond an expected time frame for healing. For other condi-
tions, it is well recognized that healing may never occur. In
many cases, chronic pain is understood as persistent pain that
is not amenable to routine pain control methods.l Because
there are many differences in what may be regarded as
chronic pain, the definit ion remains flexible and related to
specific diagnoses or cases. (For a more detailed description,
see the classiGcation of chronic pain of the International
Association for Study of Paint).

Chronic pain is common in older people.a's A recent
Louis Harris telephone survey found that one in five older
Americans (18o/") are taking analgesic medications regularly
(several t imes a week or more), and 63o/o of those had taken
prescription pain medications for more than 6 monrhs.6
Older people are more l ikely to suffer from arthrit is, bone and
joint disorders, back problems, and many other chronic
conditions. This survey also found that 45"/" of patients who
take pain medicatrons regularly had seen three or more doc-
tors for pain in rhe past 5 years, 79t/" of whom were primary
care physicians. Previous studies have suggested that 25 to
50% of community-dwell ing older people suffer important
pain problems.t-t2 Pai.r is also common in nursing homes.13
It has been estimated that 4.5 to 80% of nursing home
residents have subsrantial pain that is undertreated.la-r6
Studies of both the ambulaiory and nursing home popula-
tions have found that older people often have several sources
of pain. This finding is not surprising inasmuch as older
patients often have multiple medical problems. A high prev-
alence of dementia, t.n.-o.y impairments, and disabil i iy in
thts population make assessment and management diff icult.

The consequences of chronic pain among older people
are numerous.  Depression, l1 ' l t '17 ' lu  decreased socia l iza-
t ioq, l  r ' r  s  s l  eep d is turbun. . ,  t  i ' to  impaired ambulat ion, l  1 '1a '1e
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and increased healthcare uti l ization and costsle have all been
associated with the presence of pain in older people. Al-
though iess thoroughly described, many other conditions are
potentially worsened by the presence of pain, including gait
disturbances, slow rehabil itation, and adverse effects from
muitiple drug prescriptions.

Psychosocial factors are known to be associated with
pain in older patients. Keefe et al. (19871 have shown that
older adults with good coping strategies have significantly
lower pain and psychological disabil ity.20 Depression is often
associated with pain in the older patient. Parmelee et al.
(I991l' showed a statistically significant correlation between
pain and depression among nursing home residents even after
controll ing for self-reported functional status and physical
health.r8 Older patients with cancer pain rely heavily on
family and informal caregivers.2l For these patients and
caregivers, pain can be a metaphor for death, resulting in
substantial suffering.22

Classifying chronic pain in pathophysiologic terms may
help the clinician select therapy and determine prognosis.23
Treatment strategies targeted speciGcally to underlying pain
mechanisms are l ikely to be most effective. Although it is
beyond the scope of this guideline to describe the pathophys-
iology of individual pain syndromes in detail, most syn-
dromes can be classified into four basic categories. This
classification system, with examples, is shown in Table 1.
Nociceptive pain may be visceral or somatic and is most often
derived from stimulation of pain receptors.2a Nociceptive
pain may arise from tissue inflammation, mechanical defor-
mation, ongoing injury, or destruction. Examples include
inflammatory or traumatic arthrit is, myofascial pain syn-
dromes, and ischemic disorders. Nociceptive mechanisms
usual ly  respond wel l  to  t radi t ional  

"pptor .h. ,  
to  pain man-

agement, including common analgesic medications and non-
pharmacologic strategies. Neuropathic pain results from a
pathophysiologic process that involves the peripheral or cen-
tral nervous system.z't Examples include trigeminal neural-
gia, post-herpetic neuralgia, poststroke central or thalamic
pain, and postamputation phantom limb pain. These pain
syndromes do not respond as predictably as nociceptic pain
problems to conventional analgesic therapy. However, they
have been noted to respond to unconventional analgesic
drugs such as tricyclic antidepressants, anticonvulsants, or
anti-arrhythmic drugs.26 Mixed or unspecified pain is often
regarded as having mixed or unknown mechanisms. Exam-
ples include recurrent headaches and some vasculit ic pain
syndromes. Treatment of these syndromes is more unpredict-
able and may require various trials of different or combined
approaches. Finally, when psychological factors are iudged to
have a major role in the onset, severity, exacerbation, or
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Table 1. Pathophysiologic Classification of Chronic Pain

Nociceptive pain
Arlhropathies (e.9., rheumatoid adhrit is, Osteoadhrit is'

gout, posttraumatic arthropathies, mechanical neck and
back syndromes)

Myalgia (e.9., myofascial pain syndromes)
Skin and mucosal ulcerations
Nonarticular inflammatory disorders (e.g', polymyalgia

rheumatica)
lschemic disorders
Visceral pain (pain of internal organs and viscera)

Neuropathic pain
Postherpetic neuralgia
Trigeminal neuralgia
Painful diabetic polyneuroPathY
Post-stroke pain (central Pain)
Postamputation pain
Myelopathic or radiculopathic pain (e.9., spinal stenosis,

arachnoiditis, root sleeve fibrosis)
Atypical facial pain
Causalgia-l ike syndromes (complex regional pain

syndromes)
Mixed or undetermined pathophysiology

Chronic recurrent headaches (e.9., tension headaches,
migraine headaches, mixed headaches)

Vasculopathic pain syndromes (e.9., painful vasculit is)
Psychologically based pain syndromes

Somatization disorders
Hvsterical reactions

' JAGS

example, single-dose studies comparing younger and older
subjects with postoperative and chronic cancer pain have
observed higher peak pain relief and longer dr.rration sf
action among older subjects {or morphine and other opioid
drugs.3 I -ao

The use of opioid analgesic drugs for chronic non-
cancer-related pain remains controversial.ar Reltrctance 1q
prescribe these drugs has probably been overinflr-renced by
polit ical and social pressures to control i l l icit drug tise among
people who take these medications for emotional rather than
medical reasons.42 However, addictive behavior among pa-
tients taking opioid drugs for medical indications appears to
be very low.al'43-45 This is not to suggest that morphine and
other opioid drugs should be used indiscriminatelv but only
rhat fear of addiction and other side effects does not iustifu
failure to treat severe pain, especially in those near the end of
l ife.

GUIDELINE DEVELOPMENT PROCESS
AND METHODS

The American Geriatrics Society has published position
papers on the care of patients near the end of l i fe.+t " ln these
publications the Society has promoted the goals of comfort
and digniry for all patients near the end of l i fe. inherent in
these goals is the obligation of clinicians to provide effective
pain management in all cases, even if doing so may hasten
death by a few hours or days.

Clinical practice guidelines have been published by the
Agency for Health Care Policy and Research to acldress the
-in"g.rn..rt of acute and postoperative pain,aE the manage-
ment of cancer pain,ae and the management of :rcute back
pain.50 Guidelines have also been published by the American
itain Society5l on analgesic medication for acutc pain and
cancer pain. These guidelines have been broad in scope, but
they general ly  have not  inc luded considerat ions that  are
unique to the care of older patients. Treatment for chronic
non-cancer-related pain has often been neglected, especially
among those with nonterminal i l lness. Alternatrvc care set-
tings such as nursing homes and homes also prescnt unique
challenges about which previous guidelines havc not been
especially sensitive.

This project was organized to develop clinical practice
guidelines specifically for the management of chronic non-
cancer-related pain in older persons. The goals were to pro-

vide the reader with an overview of broad principles of

chronic pain management as they apply specifically to older
people and with specific recommendations to aid in decision
.rking about pain management for this population. This is

not miant to be an exhaustive, academic treetise on rhe

subject but, rather, a practical and usable guide for clinrcians
so that they may rapidly upgrade their skil ls in the manage-
ment of chronic pain problems common in the genatrtc
population. Ve have tried to avoid duplication of the work ot

previous guideline panels. These guidelines focus on issues

ih., ur. ,r"r,iq,r. to tire geriatric population and on areas that

have been omitted or l"ess well ieueloped in previous publi '

cations. lVe hope that our efforts wil l be helpful to clinictans
in practice as well as to researchers and poli,- 'y m.akers'

Ultimately, we hope the beneficiaries of this work wil l be our

patients who require effective pain management to mainta$

their dignity and quality of l i fe.
The recommendations that follow are largcly derived

from consensus among a panel of experts fromlhe fields or
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persistence of pain, this is described as psychogenic pain.
Examples may include conversion reactions and somatoform
disorders.2T Patients with these disorders may benefit from
specific psychiatric treatments, but traditional medical inter-
ventions for analgesia are not indicated.

Age-associated changes in pain perception have been a
topic of interest ever since older adults have been observed to
oresent with unusuallv painless manifestations of common
i l ln"r r . t t - - "  Neuroanatomic and neurochemical  f ind ings
have shown that the perception of pain and its modulation in

the central nervous system are extremely elaborate and com-
plex.rz--ra Unfortunately, l i tt le is known about the effect of

ige alone on most of these complex neural functions. Al-
though there may be altered transmission along A-delta and
C nerve fibers associated with aging, it is not clear how this
might affect an individual's experience of pain.a'35 Experi-
mentaI studies of pain sensitivity and pain tolerance across all
ages (young and old persons) have had mixed results- ln the
final analysis, age-related changes in pain perceptron are
probahly not  c l in ica l ly  s igni f icant . r5

The most common strategy for pain management is the
use of analgesic drugs. Unfortunately' older patients have

commonly been systematically excluded from clinical trials of
such drugs. ln a 1993 report of 83 randomized trials of
nonsteroidal anti-inflammatory drugs (NSAIDs), which in-
cluded nearly 10,000 subiects, only 2'3"/" were aged 65 or
older and none were aged 85 or older'37 Although older
people are more l ikely to experience the side effects of anal-
gesic medications, they also appear to be more sensitive to

analgesic properties, especially those of opioid analgesics' For
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geriatncs, pain management, psychology, pharmacology,
and nurting. Afrer an extensive search of the medical l i tera-
ture for data-based publications on the subject of parn in
older (or aged) persons, members of the panel abstracted and
reviewed the reports. It is importanr ro nore that existing
evidence-based literature on the assessment and managemenr
of chronic pain - specifically in older people - was found to be
very l imited in sample and design. Much of the l iterature
presented chronic pain in a disease-specific approach, and the
number of pain-producing diseases studied \ ras very large.
tew randomized clinical trials were idenrif ied, and meta-
analyses rvere nonexistent. Outcome data were not adequate
to suggesr definit ive algorithms in most clinical situations.
Panel mernbers sornetimes drew on dara derived from studies
ofyoungcr patients that could be extrapolated reasonably to
older  persons.  However,  data-based l i terature descr ib ing
chronic pain in younger populations could not always be
extrapolated easily to the oldest old or to rhe alternarive care
seftings where older patie nts are often encountered. Once the
Iiterature rcview was completed, panel members formulated
recommendations and then reassessed them to produce the
set of recommendations for external review by a variety of
experts fr()m other organizations wirh interest in this subject.

Many issues in chronic pain managemenr are beyond the
scope of this l imited project and so are nor addressed by
guideline recommendations. Clearly, a number of barriers
sti l lstand in the way of the imprclvement of pain managemenr
inclinical practice; these barriers often involve larger issues of
medical education, attitudes, medical economics, law, and
health systcrns organization. \7e hope that rhis init ial work
wi l l  s t imulate others to col laborate,  s tudy,  rev ise,  and de-
vtlop new solutions for the significanr issues not addressed by
this panel.

.  The guidel ines for  improving c l in ica l  pract ice have been
divided inro four sections: Assessmenr ol Chronic pain in
Older Persons, Pharmacologic Trearments of Chronic pain in
Older Persorrs, Nonpharmicologic Srrategies for pain Man-
a8ement in Older Persons, and Recommendarions for Healrh
Systems That Care for Older Persons. For each secrion,
general principles are presented with specific references pro-
vlded, followed by the panel's recommendations for improv-

cl inical assessment and management of chronic pain in

screening ,oo1..te's+-s8 Health care professionals as well as
family and informal caregivers must believe patients and take
thei r  repor ts  of  pain senously.

Older patients themselves may present substantial barri-
ers to accurate pain assessment.56 They may be reluctant to
report pai-n. despite substantial physical or psychological im-
pairment.la Not only do older people expec pain wiih aging,
but they often describe discomfort, hurting, or aching rither
than use the specific word pain.57 They may be reluctant to
talk about pain because they may fear the need for diagnostic
tests or medications that have side effects. For some patients,
pain is a metaphor for serious disease or death. For orhers,
pain and suffering represent atonement for past actions.22
Sensory and cognitive impairment, common among frail
older people, make communication more diff icult. Fortu-
nately, pain can be assessed accurately in most patienrs by rhe
use of techniques adapted for the individual patienr's needs
and  hand rcaps . r6 ' 58

Specific Recommendations

I. On init ial presenrarion of any older person ro any
health care service, a health care professional should
assess the patient for evidence of chronic pain.

IL Any persistent or recurrenr pain that has a significanr
impact on function or quality of l i fe should be recog-
nized as a significant problem.

III. A variety of rerms synonymous with pain should be
used to screen older patients (e.g., burning, discomfort,
aching, soreness, heauiness, tightness).

IV. For those with cognitive or language rmpairments,
nonverbal pain behavior, recenr changes in function,
and vocalizations suggest pain as a potential cause
(e.g., changes in gait, withdrawn or agitated behavior,
moaning,  groaning.  or  cry ing) .

V.  For  those wi th cognir ive or  language impairmenrs,
reports from a caregiver should be sought.

VI. Conditions rhar require specific inrerventions should be
identif ied and treated definit ively if possible.
A. Underlying disease should be managed optimally.
B. Patients who need specialized services or skil led

procedures should be referred for consultation to a
healthcare specialist who has experrise in such ser-
vices and procedures.
1. Patients identi6ed as having debil itating psychi-

atric complicarions should be referred for psy-
chiatric consultation.

2. Patients identif ied as abusing or as being ad-
dicted to any legal or i l l icit subsrance should be
referred for consultation with an expert who
has experience in pain and addictron manage-
ment.

3.  Pat ients wi th l i fe-a l ter ing in t ractable pain
should be referred to a multidisciplinary pain
management center.

VII. All patients with chronic pain should undergo compr€-
hensive pain assessment. (Figure 1 provides an example
of a medical record form that can be used to summarlze
the init ial pain assessment.se)

perso n s.

OF CHRONIC PAIN IN
PERSONS

al Principles

A thoror-rgh init ial assessmenr is crucial to understanding
cau-ses and pathophysiology of chronic pain rn the older
It ." Pain management is most successful when the under-

cause of pain is identif ied and treated definit ively.
erent in rhe assessment of chronic pain is the need to
ruate acute pain that may indicate new concurrent i l lness
to distinguish this from exacerbarions of chronic pain.

ong those for whom the underlying cause is not remedia-
or only partially treatable, a multidisciplinary assessment
treatmenr srraregy is often indicated.s'r It should be

embered rhar rheie are no objective biological markers
the pres.r'ce of pain. The most accurare and reliable

rence of rire existence of pain and irs intensity is the
l€Itt 's repo; r. r Even patients with mild ro moderare cogni-- -  _ " _ _ - - ' ^ - . . - ' " D " -

lhpairmcrrt can be assessed with simple auestions and
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Date:

Patient's Name

GERIATRIC PAIN ASSESSMENT

Medical Record Number

Medications:Problem List:

Pain Description:

Pattern:
Duration:
Location:

Constant lntermittant Pain Intensity:
0 1  2  3
None

Worst Pain in
0 1  2  3
None

Mood:

4 5 6
Moderate

Last 24 hours:
4 5 6 7
Moderate

9  1 0
Severe

9  1 0
Severe

Character:
Lancinating Burning
Radiating Shooting

Other Descriptors:

Stinging
Tinglingrflf

rrnrl
*lt+t
nsltll
dt
(fi)
!q
rCt
\\.,
("p
tr
.lll

Depression Screening Score:

Gait and Balance Score:
Impaired Activities:Exacerbating Factors:

Relieving Factors: Sleep Quality:
Bowel Habits:

Other Assessments or Comments:

Most Likely Cause of Pain:

Plans:

Figure 1. Example of a medical record form that can be used to summarize pain assessment in older persons.tt
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A. Comprehensive pain assessmenr should include a
medical history and physical examination, as well
as a review ofthe results ofthe pertinent laborarory
and other diagnostic tesrs, with the goals of record_
ing a temporai sequence of euenrsihar led to the
p resent pain complaint and establishing a definit ive

_ 
diagnosis, plan for care, and likely pro'gnosrs.

B. h'rit ial evaluation of the present pain-complaint
should include characteristic, ,u.h as inrensirv-
c.haracter, frequency (or pattern, or both), loca_
tion, durarion, and precipitating and relieving fac_
fors.

C. Init ial evaluarion should inciude a thorough anal_
gcsic medication history, including current and
previously used prescription mediiations, over-
the-counter medications, and ..natural', remedies.
The effectiveness and any side effects of current and
previously used medications should be recorded.

D. Init ial evaluation should include a comprehensive
ph1'sical examinarion with particular focus on the
neuromuscular system (e.g., search for neurologic
l l t l pa l rmen ts ,  weakness ,  hype ra lges ia ,  hyp i r_
pathia, allodynia, numbness, paresthesia j and the
nrusculo-skeletal system (e.g., palpati<ln for tender_

_ 1".r, inflammation, deformity, trigger points).
E.  Inrr ia l  cvaluat ion should inc ludi -evaluar ion of

phl  s ica l  funct ion.
1.  L -va lua t ion  o f  phys ica l  func t ion  shou ld  inc lude

a focus on pain-associared disabi l i t ies, includ_
rng ac t iv i t ies  o f  d_a i l y  l i v ing  (e .g . ,  Karz  ADLs,6o
i_awron IADLs.6 '  F IMS,62 Bar the l  Index63) .

2 .  Eva lua t ion  o f  phys ica l  func t ion  shou ld  inc lude
performance measures of function (e.g., range
of motion, Up-and-Go Tesr,6a Tinetr i  bait  ana
l la lance Tes t " t1 .

F .  In i t ia l  eva lua t ion  shou ld  inc lude eva lua t ion  o f  osv_
thr r ioc ia l  func t ion .
1 .  Eva lua t ion  o f  psychosoc ia l  func t ion  shou ld  in_

clude assessment of the patient 's mood, cspe_
cia I Iy for depression (e.g., a geriatr ic depression
sca le ,on  CES-D sca le6 t ) .

2. F-valuation of psychosocial function should in_
clude assessment of the patient 's social net_
works, including any dysfunctional relat jon_
shrps .

G. A quanrirarive assessment of pain should be re-
cordcd by rhe use of a standard pain scale (e.g.,
visual analog-ue_scale, word descriptor scale, n'u_
menca l  sca le  58 '  . t )  ( r . "  F igure  2) .
1. Patients with cognit ive or language barriers

should be presented with scales rhat are tai lored
for  the i r  needs  and d isab i l i t ies  (e .g . ,  sca les
adapted for speakers of a foreign ia.,g,r"ge,
scl les in large print,  or scales for the visual lv
impa i red  tha t  do  no t  requ i re  v isua l -spat ia l
s k i  I l s ) .

2. (]rranti tat ive estimates of pain based on cl inical
ir tpressions or surrogate reports should not be
tu:.ed unless the patient is unable to rel iably
nake his or her needs known.

Patienrr u, i th chronic pain and their caregivers should
0e tnsrructed ro use a pain log or pain diary with

regular entries for pain intensity, medication use, re_
sponse to trearment, and associated activit ies. (Figure 3
provides an example of a medical record form thit can
be used as^a pain diary or to record pain assessments
over  t ime6e).

IX. Patients with chronic pain should be reassessed regu_
larly. for improvement, deterioration, or complicatiJns
attributable to rrearment. The frequency of iollow-up
should be a function of the severity of the prin ,yn_
drome and the porential for adverie effects of treat_
ment.
A. Reassessment should include evaluation of sienifi_

canr issues identif ied in the init ial evaluarion.
B. The same quanritative assessment scales should be

used for follow-up assessments.
C. Reassessment should include an evaluation of an_

algesic medication use, side effects, and adherence
prohlems.

D. Reassessment should include an evaluation of the
positive and negative effects of any nonpharmaco_
logic treatments.

PHARMACOLOGIC TREATMENT OF CHRONIC
PAIN IN OLDER PERSONS

GENERAL PRINCIPLES

The most common rrearmenr of-pain in older people
involves the use of analgesic drugs.23 All pharmacoloiic
rntervenrions carry a balance of benefits and burdens. T"he
patient should be given an expecrarion of pain relief, bur it is
unrealistic ro suggesr or sustain an expeciation of iomplete
relief for some parienrs with chronic iain.ae The goals, ex_
pectations, and rradeoffs of possible therapies need to be
discussed openly. A period of trial 

"nd 
..ro. should be

anticipared when new medications are init iated and while
tltratron occurs. Reviey of medications, doses, use parrerns,
efficacy, and adverse effects should be a regular pio..r, oi
c.are, and seemingly ineffective drugs shoulJbe tapered and
discontinued.

. Although older people are more l ikely to experience
adverse reactions, analgesic drugs are safe and effeit ive for
use.by rhis popularion.to For some classes of pain_relieving
medications (opioids, for example), older patients have been
shown to have increased analgesic sensitivity.3s*oo,t1 How_
ever,  because the o lder__popular ion is  heterogeneous,  opt i_
mum dosage and side effecrs are diff icult to pidict. Recom_
mendations for age-adjusted dosing 

"r. 
not available for

most analgesics. The adage '.start low and go slow" is prob-
ably appropriate for most drugs _\qown tJ have high side_
effect profiles in the older adult.7o,zl yn reality, dos"ing for
most patlents requires careful titration, including frequent
assessment and dosage adjustments, ro optimize pain ielief
while monitoring and managing side effecis.

Pharmacologic therapy is most effective when combined
wi th nonpharmacologic s t rategies to opr imize pain manage-
me2rl '" '  Analgesic drugs should also supplement orher
medications directed ar definitive t.."t-.rri or optrmum
management of underlying disease. It is recognized that there
are major potenrial problems with multiple d-rug use by older
patients. However, polypharmacy (the use of more than one
ag.ent to effrcct a therapeutic endpoint) may be necessary ro
minimize dose-limiting adverse effects of a particular jrug
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P

Very
severe
pain

Worst
possible

pam

4 5
Moderate

pain

9 1 0
Worst

pocsible
parn

No
pain

Pain as bad
as it could
possibly be

Figure 2. E,xamples of pain intensity scales for use with older patients, 1.-A_faces scale - '8'68 Reprinted from Pain 1990;4 l(2):139-150'

wrth kind permission of Elsevier Science - NL. Sara Burg.rhart. t ."rt  25, I0-55 KV Amsterdam, The Netherlands. 2'  Visual analogue

sca les.o8'*9

class.o' Combining smaller effective doses of differing drug

classes may produie pain relief without as much risk of the

side effects associated with higher doses of a single medica-

tion. Close monitoring is important when multiple medica-

tions are prescribed, particularly for patients with concurrent

medical probiems'
In oider patients' the chronic use of NSAIDs is associated

with a high frequency of adverse effects'73 75 The risk of

gastrointestinal bleeding associated with NSAID use rn a

f .n. .n l  populat ion is  about  Io/ , ,For  those aged 60 or  o lder ,

t"he risk i.u.h"t 3 to 4oA, and for those aged 60 or older wit-!

a history of gastrointestinal bleeding, the risk is about 97o'

The relative tisks and benefits of NSAIDs should be weighed

carefully against other available treatments for older patients'

For most patients with mild to moderate pain from degener-

ative joini disease, acetaminophen provides satisfactory pain

relief with a much lower risk of side effects than with NSAID

drugs.Ts'te The concomitant administration of misoprostol,

histimine2-receptor antagonists, proton pump inhibitors,

and antacids is only partially successful in reducing the risk ot

gastrointestinal bleeding associated with NSAID use,ou-o'

Ind the side-effect profi les of these additional mcdications in

this population must be weighed against their potential ben-

efits.8r It should also be remembered that these gastrolntesn-

nal protective drugs do nothing to prevent the renal impatr-

ment and other drug-drug and drug-disease interacttons

commonly associated with NSAIDs. For many patlents'

chronic opioid therapy, low-dose corticosteroid therapy (tor

those with inflammatory conditions), or orher adluncttvt

drug strategies (e.g., the use of antidepressants or antlconvur-

,^ni, fo, ,rluroprihi. pain) may have fewer l ife-threateninB

risks than does long-term daily use of high-dosc NSAIDS'

Table 2 l ists some examples of NSAID choices as well as

acetaminophen.
The use of opioid drugs for chronic non-cancer-related

pain remains coniroversial, but they are-probably underurt-

i ized in the treatment of older people-7o Tabie 3 Provrdes
examples of sorne opioids used for treating chronic pain tn
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CHRONIC PAIN RECORI)

Date:

Patient's Name:

Pain Medications and Directions:

Medical Record Number

Pain Scale Used*

Date Time Pain Intensity* Activity Action Results

*Choose 
an appropriate scale, indicate which scale is being used, and use the same scale for each assessment

iur^e 3' Example of a medical record form that can be used to document pain conrrol over r ime.6e Addit ional columns may be added
ruonltor 

side rt fecrs or the use of other treatments.
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older persons. Fears of drug dependency and ;r ' ' i ' l ict ion are

often ixaggerated by the desire to reduce i l l icr i  ' l rug use in

society. The prevalence of narcotic abuse among i ' lder people

is not known, but those aged 50 or older account for less than

1'/,  of patients attending methadone maintel lance pro-

grurnr.td Fears of drug dependency and addict ion do not
just i fy the fai lure to rel ieve pain, especial ly. for those near the

end of l i fe. Some state agencies have released -prescribing
guidel ines for the appropriate use of narc-ot ic analgesic drugs

io r  chron ic  non-cancer - re la ted  pa in 'n '  
-  *

The doses of opioid analgesic medications needed for the

t rea tment  o f  non-cancer - re la ted  chron ic  pa in  a re  o f ten

smaller than those used for cancer-related pain' i r ' {onitoring

the side effects of opioid therapy shoLrld focus on neurologic

and psychologic functions such as sedation, concentrat ion'

and abi l i ty to drive. Side effects such as impaired conscious-

ness, hypoxia, myoclonus, and pruri tus rarely occrtr with the

use of low- to moderate-dose opioid therapy, espce ial ly when

doses are started low and escalated slowly'

The so-cal led adjuvant analgesic drugs arc rnedications

not classif ied formally as analgesics but iound to be helpful

( i .e . ,  they  reduce pa in )  in  cer ta in  in t rac tab le  pa in  syn-

dromes.26 The term adiuuant, although used frcquently, is a

misnomer because these non-opioid drugs rnal '  be the pri-

mary pain-rel ieving pharmacologic intervention in certain

.^r.. .  Tubl. 4 provides some examples of non-rlpioid drugs

that may help certain kinds of pain. The largest body of

l i terature concerns the use of tr icycl ic antidepressants'88'8e

The newer antidepressants ( including selectivc serotonin-

reuptake inhibitors (SSRIs)) often have fewer sidc effects but

have not been demonstrated to be very effect i 'c as analge-

s ics .8e  Ant iconvu lsants  (e .g ' ,  carbamazep ine  )  heve a lso  been

shown to be helpful in some condir ions.to I t  h'rs been ob-

served that fai lure of response ro one agent drlcs not neces-

sari ly predict the response to another agent within the same

.l^rr.  Although antiJepressants 21nd anticonvulsrrnts may be

used s imu l taneous ly  fo r  some re i racrory  neuropr t th ic  pa ins ,

this increases the potential for adverse drug reatt i"ns, parr ic '

ularly in the older patient. Unfortunately, man.Y of these

d.ug, huu. high side-effect prof i les in older-adults l t  should

be r lmembered thut non-opioid drugs are often only part ial ly

successful and rarely provide complete rel ief '*t  They are

often most effect ive when used for basel ine pain management

and when supplemented by other specif ic analgcsic drugs for

) e

€ f ,
;  > !

O . E

*<*<F

breakthrough pain.
The timing of medications is rmportant'" []or contlnu'

ous pain, m"Ji."t ions are best given on a regular. basis'

Addii ional doses may be required before activit ies that are

known to exacerbate pain' Chronic pain is all exhaustlnB

.*pe.i.n..." Decondii ioning, poor sleep, and poor eating

hntit, .un result from unrelieved pain.ra Mosr patients can

.op. b.,,., i f analgesic drugs are prescribed in an effortt0

support appropriate exercise, enioyable activit ies' irtd 
t,g::i:

n i [h t ' r  s leep.  Wi th these goals in  mind, . the c l rnre ian shoutu

siiplify drug regimens as much as possible, and patients anu

.r..giu.r, th"o"ld have some flexrbil i ty in.designing regirnens

for t ieir particular needs and life styles.er Ctinical endpoints

for pharmacologic interventions should not conc€ntrate,on

r.du..d dr,rg dJse but rather focus on decreased pain' trn-

proved function, and improved mood and.sleep' -^;n
Economic issues do play a maior role in current pax'

manasernent and should .nte. into decision-nlaking pro'
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cesses at some level.e2 Economic considerations should be

used to make balanced decisions after sound principles of
assessment and treatment have been followed. Clinicians

should be aware of common economic barriers patients and

their families may encounter, including the lack of Medicare
reimbursement for outpatient oral medications, l imited for-
mularies, and delays from mail-order pharmacies in some
managed-care programs, as well as l imited availabil ity of Z.
sffong opioid analgesics from some pharmacies.

Finally, it is axiomatic that all medication management
must be tailored to the individual patient's needs and situa-
tions. Information provided herein is meant to serve as a
guide only and should not be used in l ieu of clinical judgment.

Specific Recornmendations

I. All older patients with diminished quality of l i fe as a
result of chronic pain are candidates for pharmacologic
therapy.

II. The least invasive route of administration should be
used ( th is  is  usual ly  the ora l  route) .

3 .

Fast-onset, short-acting analgesic drugs should be used
for  episodic ( i .e . ,  chronic recurrent  or  noncont inuous)
pain.

Acetaminophen is the drug of choice for relieving mild
to mode rate musculoskeleta l  pain.  The maximum dos-
age of acecamrnophen should not exceed 4000 mg per
day.

NSAIDs should be used with caution.
A .  H igh -dose ,  l ong - te rm NSAID  use  shou ld  be

avoicled.
B. When used chronically, NSAIDs should be used as

needed, rather than daily or around the clock.
C. Short-acting NSAIDS may be preferable to avoid

dose accumulat ion.
D. NSAIDs should be avoided in patients with abnor-

mal renal function.
E. NSAIDs should be avoided in patients with a his-

tory of peptic ulcer disease.
F. NSAIDs should be avoided in patients with a bleed-

ing d iathesis .
G. The use of more than one NSAID at a time should

be avoided.
H. Ceil ing dose limitarions should be anticipated (i.e.,

maximum dose may be unattainable because of
toxicit l 'or may be accompanied by lack of efficacy).

Opioid analgesic drugs may be helpful for relieving
moderate to severe pain, especially nociceptive pain.
A' Opioids for episodic (i.e., chronic recurrent or non-

continuous) pain should be prescribed as needed,
rather than around the clock.

B. Long-acting or sustained-release analgesic prepara-
ttons should be used onlv for continuous pain.
1. Breakthrough pain ih,,,rld be identif ied and

treaterl by the use of fast-onset, short-acting
preparlt ions. Breakthrough pain includes the
folloln, irr g three types:
a. End-,f-dose failure is the result of decreased

blood levels of analeesic with concomitant

increase in pain before the next scheduled
dose.

b. Incident pain is usually caused by activity
that can be anticipated and pretreated.

c. Spontaneous pain, common with neuro-
pathic pain, is often fleeting and diff icult to
predict.

Titration should be conducted carefully.
a. Titration should be based on the persistent

need for and use of medications for break-
through pain.

b. Titration should be based on the pharmaco-
kinetics and pharmacodynamics of specific
drugs in the older person and the propensity
for drug accumulation.

c. The potential adverse effects of opioid ana[-
gesic medication should be anticipated and
prevented or treated promptly.

Constipation should be prevented.
a. A prophylactic bowel regimen should be ini-

t iated with commencement of analsesic ther-
apy.
Bulking agents should be avoided.
Adequate fluid intake should be encouraged.
Exercise, ambulation, and physical activit ies
should be encouraged.

e. Bowel function should be evaluated with
every follow-up visit.

f .  Rec ta l  examina t i on  and  d i s impac t i on
should occur before use of motil i ty agents.

g. An osmotic, stimulant, or motil i ty agent
should be prescribed, if necessary, to provide
regular  bowel  evacuat ion.

h. Motil i ty agents should not be used if signs or
symptoms of  ohstruct ion are present .

i. l f fecal impaction is present, it should be
relieved by enema or manual removal.

Mild sedation and impaired cognitive perfor-
mance should be anticipated when opioid anal-
gesic drugs are init iated. Until tolerance for
these effects has developed:
a. patients should be instructed not to drive.
b. patients and caregivers should be cautioned

about the potenrial for falls and accidents.
c .  moni tor ing for  profound sedat ion,  uncon-

sc iousness,  or  respi ratory depression (de-
f ined as a respi ratory rate of  <8 per  minute
or  oxygen saturat ion of  <90"/ . )  should
occur  dur ing rapid,  h igh-dose escalat ions.
Na loxone  shou ld  be  used  ca re fu l l y  t o
avoid abrupt  reversal  of  pain and auto-
nomic cr is is .

Severe nausea may need to be treated with anti-
emetic medications, as needed.
a. Mild nausea usually resolves spontaneously

in a few days.
b. If nausea persists, a trial of an alternative

opio id may he appropr iate.
c. Anti-emetic drugs should be chosen from

those with the lowest side-effect orofi les in
older persons.

b .
c ,
d .

n /
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5. Severe pruritus may be treated with antihista-
mine medications.

7. Myoclonus may be relieved by the use of an
alternate opioid drug or clonazepam in severe
cases.

Fixed-dose combinations (e.g., acetaminophen and opi-
oid) may be used for mild to moderate pain.
A. Maximum recommended dose should not be ex-

ceeded to minimize toxicity of acetaminophen or
NSAID.

B. Ceil ing effect should be anticipated (i.e., maximum
dose may be reached without full efficacy because of
l imits imposed by toxicity of acetaminophen or an
NSAID).

Patients taking analgesic medications should be moni-
tored closely.
A. Patients should be re-evaluated frequently for drug

efficacy and side effects during init iation, t itration,
or any change in dose of analgesic medications.

B. Patients should be re-evaluated on a regular basis
for drug effectiveness and side effects throughout
long-term analgesic drug maintenance.
1. Patients on long-term opioid rherapy should be

evaluated periodically for inappropriate or even
dangerous drug-use patterns.
a. The clinician should watch for indications of

the use of medications prescribed for other
persons or of i l l icit drug use (the latter being
very rare in this population).

c .

The cl inician should ask about prescript ions

for opioids from other physicians.
The cl inician should watch for signs of nar-

cotic use for inappropriate indications (e.g.,

anxiety, depression).
Requests for early ref i l ls should include eval-

uation of tolerance, progressive disease, or

inappropriate behavioral factors.
These evaluations need to take place with

the  same med ica l  equan imi ty  accompany ing

similar evaluations for long-term manage-

ment of other potential ly r isky medications
(i .e.,  antihypertensive medications) in order

not to burden the patient with excessive
wor ry  o r  unnecessary  fears .  o r  to  p romote

"oo ioohob ia . "
2. Patients on long-term NSAIDs should be peri-

odically monitored for gastrointestinal blood
loss, renal insufficiency, and other drug-drug or
drug-disease interacrions.

Non-opioid analgesic medications may be appropriate
for some patients with neuropathic pain and some other
chronic pain syndromes.
A. Carbamazepine is the medication of choice for

geminal neuralgia.
B. Agents with the lowest side-effect profi les should be

chosen preferentially.
C. Agents may be used alone but often are more help-

ful when used in combination and to augment other
pain management s t rategies.

agement of chronic pain in older people. Nonethelc-ss, non-
pharmacologic interventions used in combination rvith ap-
p r o p r i a t e  d r u g  r e g i m e n s  o f t e n  i m p r o v e  o v e r a l l  p a i n
management, enhancing therapeutic effects while al lowing
reduction of medication doses to prevent or diminish adverse
drug effects.ae

A variety of alternative therapies are also used by many
patients.r00 Healthcare providers should be aware that pa-

t ients with unrel ieved chronic pain often seek alternative
medicine approaches, including use of homeopathy, naturo-
pathic preparations, and spir i tual heal ing.o Although there is

l i t t le scienti f ic evidence to support these strategies for chronic
pain control,  i t  is important that healthcare provrders not
leave patients with a sense of hopelessness in an effort to

discourage unapproved but benign therapies or to debunk
healthcare quackery and fraud.

The importance of patient education cannot be overem-
phasized. Studies have shown that patient education pro-

grams a lone s ign i f i can t ly  improve overa l l  pa in  manage-
m e n t . l t  S u c h  e d u c a t i o n  p r o g r a m s  c o m m o n l y  i n c l u d e
information about the nature of pain and how to use pain

assessment instruments, medications, and nonpharmacologtc
pain management strategies. For many patients, especial ly
older persons, family caregiver education is also essential
Whether the program is conducted one-on-one or orgatrzed.
in groups, i t  should be tai lored to patients'  needs and levelsoi

understanding. The use of suitable writ ten rnaterir ls and

appropriate methods for reinforcement is important to the

success of the program.
Cognit ive strategies are aimed at altering bel ief struc-

tures, att i tudes, and thoughts in order ro modiFy the expert-

ence of pain and suffering.101 These include various iormsoi
distract ion, relaxation, biofeedback, and hypnosis. Behav-

ioral therapy discourages abnormal, unpredictable, or selt '

defeating behavior and provides posit ive reinforccment for

,u.. .rr. i  in achieving goals. Cognit ive strategies are usually
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D. Therapy should begin with the lowest p,rssibl, l6
doses and increased slowly because of the potentixl 1 i
for  tox ic i ty  of  many agents.  r  p

E. Patients should be monitored closely for side cffeqs. I r
F. Clinical endpoints should be decreased pain, in- ig

creased funct ion.  improvements in  mood and s leep,  lg
not decreased drug dose. 

I i
l r

NONPHARMACOLOGIC STRATEGIES FOR PAIN Il:
MANAGEMENT TN OLDER PERSONS II

General Principles I:

Nonpharmacologic approaches, used alone or in .orbu l ,
nation with appropriate pharmacologic strategies, should be !r
an integral part of care plans for most chronic pain patients.T2 lg
Nonpharmacologic pain management strategres 

"n.,r*p"rr,  l ,
broad range of treatments and physical modali t ies. E,ducation rr

programs,t ' 'e3-e5 cognit ive-behavioral therapy,et exercise lr
programs,to- '5 acupuncture,t8 transc!,taneous ner'e st imu. l '
l a t ion ,ee  ch i roprac t ic , te  heat ,  co ld ,  massage,  re [axa t r< ,n .  and i1
distract ion techniques have each been helpful for some pa. l1
t ients. lo0 Moreover, these strategies carry few adversc .f fects l i
other than cost. Many patients use these approaches, not l i
always with the advice of their primary healthcare provid. 1i
er.6' tou Although many of these interventions providc short- l i
term rel ief,  few have been shown to have greater bencl i t  than 11
placebo controls in randomized tr ials for the long-tcrm *rn- i ,

VIII.
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combined with behavioral approaches, and together they are
known as cognitive-behavioral therapy. Cognitive-behav-
ioral therapy in its most effective form includes a srructured
approach to teaching coping skil ls that might be used alone or
in comhinatio^n with pharmacologic therapies for chronic
pain control. iol ' l02 Effective prograrns can be conducted with
patients individually or in groups. There is some evidence
that the involvement of a spouse, caregiver, or significant
other enhances the effects. Cognitive-behavioral therapy usu-
allyrequires 5 to 15 sessions (60 to 90 minures per session)
with a trained therapist and includes componenrs of educa-
tion, rationale for therapy, coping skil ls training, merhods ro
generalize coping skil ls, and relapse prevenrion.eT Although it
may not be appropriate for patients with appreciable cogni-
tive impairment, the favorable results of controlled trials
support the use of cognitive-behavioral therapy as a part of
the managernent of most patients with significant chronic
pain.

Physical exercise has also been shown to improve parn
managemenr in older patients significantly.e3-es'103-10e Clin-
ical trials involving older patients with chronic musculoskel-
etal pain have shown that moderate levels of training (aerobic
and resistance training) on a regular basis are effective in
improving pain and functional status. Inirial training usually
requires 8 to 12 weeks and supervision by a knowledeeable
professional who can focus on the special needs oiolder
adults with musculoskeletal conditions. There is no evidence
.that one type of exercise is better than another; thus, the
,exercise-program should be tailored to the needs and prefer-
'ences of the patient. The intensity, frequency, and duration
should be adjusted ro avoid exacerbation of pain while in-
lcreasing and later maintaining overall conditibning. Feeling
ibetter may give the false impression that the discipline of
longoing self-directed exercise is no longer necessarv. Contin-

lual. encouragement and reinforcemenl is often necessary.

lUnless contraindications supervene, the program should be
lmamtained indefinitely ro prevenr deconditioning and deteri-

IV. Cognitive-behavioral therapies should be a part of the
care of older patients troubled by chronic pain.
A. Cognitive-behavioral therapy should be applied as

a structured program that includes components of
educat ion,  rat ionale for  therapy,  coping sk i l ls
training, methods to generalize coping skil ls, and
relapse prevenrion.

B. Cognitive-behavioral therapy should be conducted
by a professional.

C. Plans for a flare-up should be a part of this therapy
to prevent self-defeating behavior during episodes
of pain exacerbation.

V. Exercise should be a part of the care of all older
patients troubled by chronic pain.
A. Init ial training should be conducted over 8 to 12

weeks and should be supervised by a trained pro-
fessional with knowledge of the special need.s of
older adults.

B. Exercise should be tailored ro the needs and oref-
erences of the patient in consultation wirh the pri-
mary clinician.

C. Moderate levels of exercise conditioning (aerobic
or resistance training) should be maintained indef-
initely.

VI. A trial of physical or occuparional therapy is appropri-
ate for rhe rehabil itation of impaired range of m.rt,on,
specific muscle weakness, or other physical impair-
ments associated with chronic pain.

VII. Traditional insight-oriented psychotherapy should not
be used alone for the management of chronic pain.

VIII. Other nonpharmacologic therapies may be helpful for
some patients with chronic pain.
A.  Chiropract ic ,  acupuncture,  or  t ranscutaneous

nerve stimulation may be helpful for some parienrs,
but they are expensive and have nor been shown to
have greater benefit than placebo controls in the
management of chronic pain. These interventions
should be provided only by professionals.

B. Self-adminisrered heat, cold, and massage and the
use of l inimenrs and other topical agents may be
helpfu l  for  some par ienrs.
1. Init ial instruction and demonstration should be

provided by a rrained clinician.
2. Precautions against thermal injury should be

provided, especially for patients with sensory
disturbances (e.g., diabetic patienrs) or with
cognir ive impairment .

3. Patients should be cautioned about the toxicity
of or possible reactions to l inaments and other
topical agents.

RECOMMENDATIONS FOR HEALTH SYSTEMS
THAT CARE FOR OLDER PERSONS

General Principles

The United States healthcare sysrem is probably the most
complex in the world. Access to and delivery of qualiry health
care vary considerably, depending on economic and social
priorit ies in each of the 50 states. Medical care is provided by
a large number of independent for-profit and not-for-profit
healthcare businesses, including ambulatory care facil i t ies,

0rafion.

Speci-fi c Recommendations

I. All patients with diminished quality of l i fe as a result of
chronic pain are candidatei for nonpharmacologic
paln management strategies.

II '  Patient education should be provided for all patients
with chronic pain.
A. Content should include information about the

known cause(s) of pain, methods of pain assess-
ment and measurement, goals of treatment, treat-
ment options, expectations of pain managemenr,
analgesic drug use for pain management (prescrip-
tion and over-the-counter medications), and self-
help techniques, such as the use of heat, cold,
massage,  re laxat ion,  and d is t ract ion.

B. Educaiional contenr should be reinforced during
everv patlent encounter.

C. Specific parienr education should be provided be-
fore special treatments or procedures.

IIT *,'* '  r\onphar-macologic interventions can be used alone or
lt l combinarion with pharmacologic strategies for
chronic pain management.

I
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hosp i ta ls ,  nurs ing  homes,  and home-hea l th  agenc ies '  F ree-

s tand ing 'pha.mac ies ,  emergency  serv ices '  and a  v i r r ie tv  o f

o ther  communt ty  serv ices  cont r ibu te  subs tan t ia l l y  to  the

cua l i t v  o f  the  Amer ican hea l thcare  sys tem'  Because o f  the

grn* ing  popu la t ion  o f  o lder  peop le ,  many o f  whom have

In ton iJ i t in . tses ,  a lmost  every  component  o f  the  U 'S '  hea l th -

care system can bc expected t() care for a substantial number

o f  o l . . le r  pa t ien t \  w i th  e  h ron ic  pe in '

The health care system has an obl igation to provide

comfor t  anc l  pa in  management  fo r  o lc le r  pa t ien ts '  Hea l thcare

fac i l i t ies ,  qua l i t y  rev iew organ izar ions ,  and government  reg-

ulatory agencies should work tosether to faci l i tate structures

.r,d pi,r . . t t .s th:1t ensure access and del ivery C)f O"t| t l  
l" l l

managenrent  serv ices .  ]n  some cases '  o rgan lza t lons  neeo to

rev ise  ex is t ing  regu la t ions  rha t  havc  ac tua l l y  c rea ted  bar r ie rs

to  e f fec t i ve  pa in  management .  Med ica l  l i cense boards  and

law enforcement agencies, in their efforts to reduce i l l ic i t  drLrg

use,  shou ld  r . .ogn i r .  the i r  equa l  ob l iga t ion  to  ensure  the  easy

ava i lab i l i t y  n f  sa* f .  anc l  e f fec t i ve  pa in  med ica t ions  ( i ' e ' ,  op io id

t rna lges ic  d rugs)  fo r  those rv i th  ieg i t imate  mcd ica l  needs '85

T r a c i r t i o n a l l y ,  h e a l t h  c a r e  p r o f e s s i o n a l s  h a v e  n o t  b e e  n

a d e c l u a t e l y  t r a i n e d  i n  p a i n  a s s e s s m e n t  a n d  m a n a g c -

, n . n i . ' r ( ) - r r t '  T h i s  l a c k  o f  s e n s i t i v i t y  t o  t h e  p r o b l e m  o f  p a i n

i rnd  i t s  seque lae  hars  cont r ibu tec l  to  bo th  under recogn i t ion

a r n c l  u n d e r t r e a t m c n t  o f  p a i n  i n  o l d e r  a d u I t s '  P r o g r e s s  h a s

b e e n  l i m i t c d  b y  a  l a c k  o f  p r o f c s s i o n a l  a t t c n t i o n  t o  t h e

in te rc l i sc ip l inary '  modeI  c r i t i ca l  to  e f fec t i ve  care  o f  o lde  r

adu l ts .  Refocr - rs ing  no t  ( )n ly  the  cur r i cu la  fo r  t ra inees  b t t t

a l s o  c o n t i n u i n g  e d r . r c a t i o n  f o r  h e a l t h c a r e  p r o f e s s i o n a l s  i s

t h e  k e y  t o  a s s t  r i n g  o p t i m u m  c a r e  f o r  o l d e r  a d u l t s '  U s i n g

such educ i r t ion  e ts  an  ind ica tor  o f  qua l i t y  by  hea l thcare

o r r r a n i z a r t i o n s ' " r n d  a c c r e d i t a t i o n  b o c l i e s  w i l l  s e r v e  t o  m o r e

f L r i i y  i n t e g r a t e  t h e  p r i n c i p l e s  o f  p a i n  m a n e g e m e n t  i n t o

c l i n i c a l  p r r , c t i c e .  t . i k e w i s e '  e m p o w e r i n g  c o n s u m c r s  w i t h  a n

a p p r e c i a t i o n  o f  t h e  p r i n c i p l c s  o f  p a i n  m a . n a g e m e n t  r v i l l

c i c i r te  an  advocac-v  fo r  s tandards  by  wh ich  a l l  p rov iders

lv i l l  eventua l l y  be  measr ' r red .

Today,  f in : rnc i i r l  cons idera t ions  arc  a  p r r t  o f  .every
hc . r l thc , r re  dcc i r ion .  lns r t r r tnce  c t rmp ' rn ics .  man i rged carc

o l , rns .  anc l  fe  dera l  and s ta te  hea l th  agenc ies  shor " r ld  recogn ize

ih .  i , . , ,pur , rnce  o i  pa in  management '  Adeqr - ra te  re imburse-

nren t  sho t r ld  be  prov ided fo r  those serv ices  tha t  ensure  com-

io r t ,  rehab i l i t i r t ion ,  and pa l l ia t i ve  care '  espec ia l l y  fo r  those

n.r,,  th. end of lr ie. TlLird-party payers need to consider

care fu l l y  the  f in : rnc ia l  incent ives  they  c rea te '  Po l l c ies  tha t

ia r .o r  expcns ive  procedures  appropr ia te  fo r  on ly  a  few pa-

t ien ts  mav resu l t  in  need lcss  su l fe r ing  fo r  m ' rny  px t ten ts '

A l though these po l i c ies  rnay  seem f inanc ia l l y  p rudent  in  the

shor t  t ! rm,  the l '  may '  resu l t  rn  need less  d isab i l i t , v  and in -

c re , rsed hea l th  care  u t i l i za r ion  in  the  long run '

Spcc l f i  c  Recommcndat ions

I .  Hea l th  care  fac i l i t i es  shou ld  suppor t  po l i c ies  end proce-

dr.rres for routine screening, assessment, ' rnd treatment

o f  chron ic  pa in  among a l l  o lder  pa t ien ts '  Hea l th  o rga-

n iza t rons  shou ld  inc lude pa in  management  as  a  malor

domain  in  the  deve lopment  o f  c l in ica l  pa thways '

I I .  Hea l thcare  facr l i t res  (ambu la to ry  care  fac i l i t i es ,  hosp i -

ta ls ,  nurs ing  homes,  and home-care  agenc ies) -shou ld

per iod ica l l y  conduct  qua l i t y  assurance or  qua l i t y  im-

provement  (QA or  QI )  ac t i v i t ies  in  parn  management '

] I I .
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A.  QA or  QI  : rc t i v i t ies  shou ld  inc lL rc l '  opropr ia te

s t ruc ture  and process  rnd ica tors  o f  p .  '  . i ssessment

anJ  t rc , r tment  . t i t t ' i ! t cs .

B .  Benchmarks  fo r  qua l i t y  improven len t  '  rou ld  be  es-
tab l i shed in te rna l l , v  and shou ld  inc ludc  luant i f iab le
pa in  ou tcomes,  rnc lud ing  (bu t  no t  l i r r i r ted  to )  p6-

t ien t  sa t is fac t ion .

Hea l thcare  f inanc ing  sys tems ( th i rd -par t l  D . lyers '  man-

agec l  care  organ iza t ions ,  anc l  pub l i c ly  l i r r lnced pro-

g iams)  shou ld  ex tend resources  fo r  chron i , :  pa in  man-

agement .
A .  Present  d iagnos is -dr iven  re imburse l r r r r r t  sys tems

shou ld  be  rev ised to  improve incent ives  fo r  pa in

mana l le rnent  a tnd  symptom cont ro l '

1 .  E f fec t i ve  pharmaco log ic  and nonphr t rmaco log ic

s t ra teg ies  fo r  pa in  manag,ement  sh lu ld  De pro-

v ided.
2 .  C los t -conta inment  s r ra reg ies  must  l l ( ) t  resu l t  in

the  in : rccess ib i l i t y  o f  e f fec t i ve  t rea t l t l cn t  o r  need-

less sr.rf fering
I l .  Re imburscment  shou ld  be  appropr i : i t t '  fo r  the  in -

creased t ime and rcsourccs often necessary for the

eare  o f  i ra i l ,  dcpenc lcn t ,  and d isab led  t ' l der  pa t ien ts

in  a l l  se t r rngs .

Hea l th  svs tenrs  ( i r r tegra ted  ne tworks  anc l  communi ry

hea l th  p lanr re rs )  shou ld  ensur r  access ib i l i t r  to  spec ia l ty

parn  serv lces .

Spec ia l ty  p i r in  serv ices  shou ld  be  accred i tcd  and adhere

t i r  gLr ide l ines  c ie f incd  by  qua l i t y  rev iew org , rn iza t ions '

Pa in -managcment  ec l t rca t ion  fo r  a l l  hca l th  care  pro fes-

s iona ls  shou ld  hc  improved a t  a l l  leve ls .

A .  Pro fcss iona l  hea l th  schoo l  cur r i c r - r la  sh t tL r [d  p rov ide

subs tan t ia l  t ra in ing  and exper ience in  , .  h ron ic  pa in

mana l iemenr  in  o lder  i rd r - r l t s .

1 .  f lu r r i cLr la  shou ld  ad l re re  to  cur r i cL ' lum gu ide-

l incs  cs tab l i shed by  the  In te rna t io r t r r l  Assoc ia -

r ion  io r  the  Study  o f  Pa in  ( IASP) .

2 .  Tr l inees  shou lc l  demonst ra re  p ro f i c rcncy  in  pa tn

t l ssessment  anc l  management '

rcl

wl)
n{(l

r$,.r
ilt!tl

lrr/,t

[fi!
r.rqi
rhJ,
\\..,

{"i!
M
rdl

t v .

VI

run
flaIl

P'est
lis, '

Brn
Coo
Hal
Uni'
)ale
!{at
lia
r f l
!at
Cen
lau
;ine
r 0 t
\iry

l1'

lil
l:i'
lJ-
I [ar

h:
ffi,

B.  Hca l th  sys tcms shor ' r ld  p rov ide  cont inurng  educa-

t ton  in  pa in  assessrnent  and managemcl r t  to  hea l th

pro fess iona ls  a t  a l l  levc ls .

C.  Accred i ta t ion  bod ies  shou lc l  inc lude pr r in  manage-

m c n t  c u r r l c l l l u m  e o n t e n t  i l \  e v a l u a t i o n  ' r i t e r i a '

D .  Pa in  manaElement  shou ld  be  inc luded i r r  consumer

in fo rmat ion  serv lccs .

VI I .  Programs and regu la t ions  des igned to  dee rease i l l i c t t

dru[ ' . ,se shotr ld be revised to el iminate barr iers to

chron ic  pa in  management  fo r  the  o lder  pa t r in t '

A .  S ta te  med ica l  l i . .n . .  boards  shou ld  puh l i sh  p ro fes-

s iona l  s tandards  or  gu ide l rnes  fo r  p resc : ib ing  con-

t ro l led  subs tances  fo r  pa in ,  inc lud ing  Fro fessronat
stanclards for chronic use, expecfat ions tor medlcar

record documentation, and standards ior prolev

s i t t n a l  e o n d u e t  r e v i e w .

I l .  S ta te  med ica l  l i cense boards  must  e l in r ina te  c l ln r '

cians' trepidation over conduct revrew that has ne'

come a malor barr ier to the prescript ion of ef iecttve

medica t ions .
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C. Law and drug enforcemenr agencies should recog_
nize their role in facil i tating and providing ea;y
access to the legirimare use of controlled substances
f ,  r r  pa r i en rs  i n  pa in .

D.  Law and drug enforcemenr agencies should publ ish
informat ion for  c l in ic jans and rhe publ ic  regarding
legal  and i l legal  prescr ib ing,  d ispensing,  s torage,
disposal, and use of controlled subsrances fo. pain
nlanagement.
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