
Organised by: 

Malaysian Healthy Ageing Society 

Co-Sponsored: 





Outline 

 Epidemiology of  pain in the elderly 

 Challenges of  managing pain in elderly 

 Analgesic drugs in the elderly 

 Principles of  management of  chronic pain in the 

elderly 

 Pharmacotherapy 

 Non-drug techniques 

 Interventions 

 

 



Although few 

people die of Pain, 

Many die in Pain 

And even more live 

in Pain 

EFIC declaration, 

Global Day Against 

Pain, 2004 





Pain is more common in 

the elderly person 

 Australia 

 Prevalence of chronic pain:   

18.5% (17% M 20%F) 

80-84 y Females  31%  
 
 

 

 

Blyth et al PAIN 2001 ;89:127-134 



Prevalence of  chronic pain 

according to age group 

http://www.health.nsw.gov.au/public-health/nswhs/pain/nsw 



Pain is more common in 

the elderly person 

Malaysia 

 Overall Prevalence of  chronic pain = 7.1% 

(6.2% M 7.7%F) 

 Prevalence according to age group  

 >75y: 21.5(18.4-24.4%) 

 <25y: 2.5% (2.1-3.0%) 

 
 

 

 NHMSIII, Ministry of Health Malaysia 2006 



Chronic pain  
Interference with daily activities 
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Common causes of  pain in 

the elderly 
 Musculoskeletal disorders  

 Osteoarthritis  

 Low back and neck pain   

 Osteoporotic fractures 

 Peripheral vascular disease 

 Post-herpetic neuralgia 

 Painful diabetic neuropathy 

 Post-stroke pain 

 Cancer-related pain 

 Increasing numbers 

of  elderly patients 

are undergoing 

major surgery  

 

ANZCA Acute Pain management 
Scientific Evidence 3rd edition  



Factors that make managing pain 

in the elderly more challenging 

 Coexisting disease and concurrent medications, putting 

them at risk from drug-drug and disease-drug 

interactions  

 Diminished functional status and physiological reserve 

 Age-related changes in pharmacodynamics and 

pharmacokinetics 

 Altered pain response 

 analgesic dose adjustment and dose titration required 

 
Macintyre et al 2003, Pain in the elderly.  

In Rowbotham & Macintyre, Clinical Pain Management: Acute Pain 



 Difficulties in the assessment of  pain, 
including problems related to cognitive 
impairment 

 Hearing and sight impairment 
 Communication difficulties 

 Psychological factors important 
 Anxiety and distress of  patient and family 

 

Factors that make managing pain 

in the elderly more challenging 



Changes in pharmacodynamics and 

pharmacokinetics 

 With aging, there are significant physiological 
changes that result in decreased renal, hepatic and 
cardiac function.  

 In turn, these may affect the absorption, metabolism 
and excretion of  many drugs and this may cause 
increased adversed effect 

 Our knowledge about these aspects is poor 

 The elderly are known to take more medication 
because of  their multiple pathology, therefore 
opportunity for drug interaction is more 



Changes in pain perception 

 Widespread belief  that elderly patients 
experience less pain lacks scientific support 

 Degenerative changes in peripheral and central 
nervous systems 
 Increase in experimental pain threshold 

 Reduced ability to tolerate strong pain stimuli  

 Cognitive impairment  
 Confusion / delirium 

 Diminished memory  

Difficulty in assessment of  pain  

 

Gibson & Farrell, Clin J Pain 2004 



Changes in pain perception 

 Severe pain associated with MI and intra-
abdominal emergencies - pain reported later, 
less frequently, or not at all in the elderly. The 
mechanisms behind this is unclear 

 Ambepitya GB et al. Age Aging 1993 

 Regardless of  any possible changes in pain 
perception, the management of  pain in the 
elderly should receive at least as much 
attention as their younger counterparts. 

 



Pattern and distribution of 

pain in the elderly 

 Different pattern and distribution than in younger 

persons 

 Frequently there are multiple pain sites often related 

to osteoarthritis and soft tissue pathology. 

 Multiple pain in the various sites is transitory, eg: 

prominent in one leg one day and the next day in the 

arm and shoulder. Pain may be from bone, soft 

tissue, muscle or vascular pathology  



Assessment of  pain 

 Assessment of  pain and evaluation of  pain 

relief  therapies in elderly may present problems 

due to: 

 

 Differences in reporting 

 Cognitive impairment 

 Difficulties in measurement 



Reporting of  pain 

 Physiological, psychological and cultural 
changes assoc. with aging result in differences 
in the reporting of  pain, including 
 Fear, anxiety, depression. (Fear of  reporting pain – 

felt that it will annoy the professional carers, as that 
they would be given medication to ‘quieten’ them) 

 Cognitive impairment 

 Implications of  the disease 

 Loss of  independence 

 Feelings of  isolation 

 Quality of  social support available 

 Culture and family (The elderly may see pain as part 
of aging) 
 



Cognitive impairment 

 Cognitive function declines with age. 

 Cognitively impaired patients are known to be at 
greater risk of  under treatment of  acute pain. 

 In a study of  pain relief  after hip fracture, patients 
with advanced dementia (average age 88 years) 
received one-third of  the amount of  opioid given 
to those who were cognitively intact (average age 
82 years). 
 44% of  the cognitively intact still reported severe to 

very severe pain. 
 

Morrison RS et al. A comparison of pain and its treatment in advanced dementia and cognitively intact patients 
with hip fracture. J Pain Symptom Manage 2000;19:240-8 



Measurement of  pain 

 Self  report  
 VAS (visual analogue scale) 
 NRS (Numerical rating scale) 
 VDS (verbal descriptor scale) 

 Hearing and visual impairment may result in 
problems using all the above 

 VDS found to be most sensitive and reliable in 
elderly, cognitively impaired or intact 

Chibnal & Tate 2001, Pain 92:173-86 

 Memory impairment may lead to inaccuracy in 
report of  past pain  

Parmelee 1993, J Am Geriatr Soc 41:517-22 



Measurement of  pain 

 In mild to moderate cognitive impairment – 
may require repeated questioning, reliable 
present pain report but recall of  pain 
experience over time less reliable 

 In nonverbal older adults with dementia, many 
tools based on behavioural indicators for pain 
assessment e.g. Abbey, FLACC, Doloplus, etc. 

 no standardised tool that can be recommended 
Herr et al, J Pain & Symptom Mx 2006  

 

 



FLACC SCORE 



Measurement of  pain in 

cognitively impaired adults 

 Anticipate and assume the presence of  pain based on 

the pathology (disease, injury, procedure or surgery) 

  Observe the older person for behaviors to establish a 

baseline of  behavior, esp during activity / movement 

 Pain behaviors or cues in older adults with dementia may not 

be present, or they may present with less obvious indicators 

such as agitation, aggression 

 Analgesic intervention may be warranted to evaluate 

presence of  pain if  uncertain 

Herr et al, J Pain & Symptom Mx 2006  

 



Best analgesics for elderly 

patients 

 Limited knowledge 

 At one extreme, health professionals are 
overcautious, as seen in the reluctance to use 
carefully monitored low-dose opioid.  

 At the other extreme, there is carelessness in the 
liberal prescribing of  NSAIDs which are 
responsible for many problems in susceptible 
persons. 



Analgesic drugs 

 NSAIDs 
 Increased risk of  gastric and renal adverse 

effects from NSAIDs  
 Elderly may also develop cognitive 

dysfunction 
  Renal failure risk higher cos of  pre-existing 

renal impairment, concomitent use of  
diuretics, etc.  

 
Royal College of  Anaesthetists, London.  

Guidelines for the use of  NSAIDs in the perioperative period.   
 

 



Analgesic drugs 

 Paracetamol 
 Safe to use  preferred oral analgesic 
 No need to reduce dose 
 

 COX2 inhibitors may be advantageous over 
NSAIDs because of  less GI effects 
 But caution re CV side effects 

 contraindicated in IHD, stroke 
 use with caution in HT, pts with risk factors for 

heart disease 

 

ANZCA Acute Pain Management Scientific Evidence 
 



Analgesic drugs 

 Opioids 
 2 to 4-fold decrease in morphine / fentanyl 

requirements  

 Both pharmacokinetic and pharmacodynamic 
changes 

 Dose still has to be titrated to effect in each 
patient 

Macintyre & Jarvis 1996 Pain 64:357-64 

 

 More rapid accumulation of  active opioid 
metabolites (M3G, M6G, norpethidine) because of  
reduced renal clearance 



Opioids in the elderly 

Opioid side effects  

 Nausea/vomiting and pruritus less in elderly 

 No need for routine antiemetics 

 Constipation can worsen the situation (discomfort) 

 Cognitive impairment may result in poor coping 

strategies  

 Respiratory depression similar in old and young 

persons 

 preventable with proper monitoring  

 Do not withhold opioids because of  fear of  

respiratory depression 

Arunasalam et al. Anesthesia 1983 38:529-33 



Opioids for the elderly 

 Tramadol – less respiratory depression, less 
constipation.  

 Elimination half-life slightly prolonged in the elderly 
(>75y) lower daily doses. 

 Morphine – “Start low and go slow”. Age rather 
than weight a better determinant of opioid 
requirement in an adult. 

 Low doses effective in nociceptive pain 

 Higher doses may have cognitive effects 



Adjuvants 

 Tricyclic antidepressants 
 Use lower initial doses as clearance is 

impaired in elderly 
 Elderly also more sensitive to side effects - 

sedation, confusion, dry mouth, urinary 
retention 

 Contraindicated / caution with co-morbid 
conditions e.g. ECG abnormalities 
 

Bryson & Wilde 1996. Drugs Aging 8:459-76 
Baron 1998. Drugs Aging 12:361-76 



Adjuvants 

 Anticonvulsants 
 Reduced dose required because of  renal and liver 

impairment  

 Titrate dose slowly 

Bernus et al 1997. Drugs Aging 10:278-89 

Baron 1998. Drugs Aging 12:361-76 

 Topical agents 
 Lignocaine patch 5% (PHN), Capsaicin (PDN) and 

EMLA cream – suitable for elderly as efficacy 
demonstrated in RCTs and safety profiles 

 





MULTIDISCIPLINARY MANAGEMENT 

ANALGESIC  

MEDICATIONS 

PSYCHOLOGICAL 

THERAPY 

SURGERY 

ASSESSMENT PHYSIOTHERAPY 

Occupational  

therapy 

IMPROVEMENT IN  

QUALITY OF LIFE 

T/CM 

NERVE  

BLOCKS PAIN 



Management 

 Holistic approach 

 Initial assessment to determine underlying 
cause 

 Aim is improvement of  pain  
 In some cases, may be able to eliminate pain e.g. with 

joint replacement surgery in OA hip/knee 

 Optimisation of  function / daily activities 
just as important  

 May not be able to eradicate pain 
 However can improve function and mood 

 

 



Management  

 Combination of  pharmacological and 
non-pharmacological techniques 
important 
 TENS, hot / cold packs, topical agents 
 Complementary therapy 
 Massage, acupuncture,etc  

 Physiotherapy / exercise 
 Relaxation 
 Psychological techniques 

 



Principles of  drug therapy 

 WHO analgesic ladder 

 Start with simple analgesics 

 Step 2: weak opioids 

 Step 3: Strong opioids 

 Use of  adjuvants - 

antineuropathics - where 

appropriate 



Principles of  drug therapy 

 WHO analgesic ladder 

 Start with simple analgesics 

 Step 2: weak opioids 

 Step 3: Strong opioids 

 Use of  adjuvants - antineuropathics - where 

appropriate 

 Regular dosing rather than PRN 

 Better analgesia, less anxiety and lower total dose 

used 

Three Principles of  Analgesic Use 

Glare P et al. Int Med Jnl 2004;34:45-49.  

By the mouth 

By the clock 

By the ladder 



AGS Guidelines 2010 

 Acetaminophen should be considered as initial and 

ongoing pharmacotherapy in the treatment of  

persistent pain, particularly musculoskeletal pain, 

owing to its demonstrated effectiveness and good safety 

profile  

  Nonselective NSAIDs and COX-2 selective inhibitors 

may be considered rarely, and with extreme caution, in 

highly selected individuals  

 Older persons taking nonselective NSAIDs should use 

a proton pump inhibitor or misoprostol for 

gastrointestinal protection.  

AGS Clinical Practice Guideline. Pharmacological Management of Persistent Pain in Older Persons.  

The American Geriatrics Society, 2010  



AGS Guidelines 2010 

 Patients taking a COX-2 selective inhibitor with aspirin 

should use a proton pump inhibitor or misoprostol for 

gastrointestinal protection  

 All patients taking nonselective NSAIDs and COX-2 

selective inhibitors should be routinely assessed for 

gastrointestinal and renal toxicity, hypertension, heart 

failure, and other drug-drug and drug-disease 

interactions  

AGS Clinical Practice Guideline. Pharmacological Management of Persistent Pain in Older Persons.  

The American Geriatrics Society, 2010  



AGS Guidelines 2010: 

Opioids 

 All patients with moderate-severe pain, pain-related 

functional impairment or diminished quality of  life due 

to pain should be considered for opioid therapy.  

  Patients with frequent or continuous pain on a daily 

basis may be treated with ATC time-contingent dosing 

aimed at achieving steady state opioid therapy.  

 Clinicians should anticipate, assess for, and identify 

potential opioid-associated adverse effects  

 

AGS Clinical Practice Guideline. Pharmacological Management of Persistent Pain in Older Persons.  

The American Geriatrics Society, 2010  



AGS Guidelines 2010: 

Opioids 

 When long-acting opioid preparations are prescribed, 

breakthrough pain should be anticipated, assessed, 

prevented and/or treated using short acting immediate 

release opioid medications  

 Patients taking opioid analgesics should be reassessed 

for ongoing attainment of  therapeutic goals, adverse 

effects, and safe and responsible medication use  

 

AGS Clinical Practice Guideline. Pharmacological Management of Persistent Pain in Older Persons.  

The American Geriatrics Society, 2010  



AGS Guidelines 2010: 

Adjuvants 

 All patients with neuropathic pain are candidates for 

adjuvant analgesics.  

 Patients with other types of  refractory persistent pain 

may be candidates for certain adjuvant analgesics (e.g., 

back pain, headache, diffuse bone pain).  

 Tertiary tricyclic antidepressants (amitriptyline, 

imipramine, doxepin) should be avoided because of  

higher risk for adverse effects (e.g., anticholinergic 

effects, cognitive impairment).  

AGS Clinical Practice Guideline. Pharmacological Management of Persistent Pain in Older Persons.  

The American Geriatrics Society, 2010  



AGS Guidelines 2010: 

Adjuvants 

 Agents may be used alone, but often the effects are 

enhanced when used in combination with other pain 

analgesics and/or non-drug strategies.  

 Therapy should begin with the lowest possible dose 

and increase slowly based on response and side effects 

(some agents have a delayed onset of  action and 

therapeutic benefits are slow to develop.  

AGS Clinical Practice Guideline. Pharmacological Management of Persistent Pain in Older Persons.  

The American Geriatrics Society, 2010  



Drug therapy in chronic 

pain: summary  
 

 Paracetamol 
 First line, recommended 

 NSAIDs / COX2 inhibitors  
 use with caution  

 Short term for flare-ups 

 Opioids 
 Tramadol - reduce dose for elderly 

 Morphine SR or immediate release (aqueous) 

 Oxycodone 



 Antineuropathics 
 Tricyclics - use nortriptyline vs 

amitriptyline 
 Anticonvulsants - reduce dose in 

view of  possible end organ 
dysfunction 

 Titrate dose up very slowly 
 Watch for side effects especially 

CNS  

Drug therapy in chronic 

pain: summary  



Psychological and other 

non drug techniques  

 Non-drug techniques 
 TENS, acupuncture, 

acupressure 

 Self-management 
techniques  
 Relaxation  

 Cognitive restructuring 

 Activity pacing 



Physical therapy 

 Exercise – stretches, 
strengthening 

 posture correction 

 Use of  aids e.g. 

walking stick / 

frame  
 

 



Interventions 

 Nerve blocks may be useful  

 e.g. epid steroids, coeliac 

plexus block   

 Implanted devices to deliver 

spinal opioids may be 

appropriate in some cases 

e.g. intolerable side effects with 

systemic opioids / 

antineuropathics 

(Used more in cancer pain) 



Summary 

 Pain is more common in the elderly 

 The elderly respond to pain and pain therapies 

differently  management is more challenging 

 Important to balance treatment with pain, anxiety, 

depression, sleep disorders with resultant effect on 

functionality 

 Efficacy of therapy must be considered along with 

the possible side effects and drug-drug interactions 

 Remember non-drug techniques especially in chronic 

pain 

 




