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Executive summary

We are facing a huge increase in the older population over
the next 30 years. This brings an anticipated increase in the
prevalence of chronic pain and with this comes the chal-
lenge of assessment of pain in many varied settings. Our
first iteration of this document was published in 2007.
But there has been a proliferation of literature and
research since then, so we have developed a new set of
guidelines.

(1) Different patterns and sites of pain were seen in men
and women.

(2) Age differences suggest that pain prevalence increased
with age up to 85 years and then decreased.

(3) The available studies on barriers and attitudes to pain
management point towards an adherence to bio-medically
orientated beliefs about pain, concern amongst clini-
cians in relation to activity recommendations, and a
negative orientation in general towards patients with
chronic painful conditions.

(4) A multidisciplinary approach to the assessment and treat-
ment of pain is essential, but the assessment is a complex
process which is hampered by many communication
issues, including cognitive ability and socio-cultural fac-
tors. Such issues are part of the UK ageing population.

(5) Structured pain education should be implemented that
provides all health professionals (whether profession-
ally or non-professionally trained) with standardised
education and training in the assessment and manage-
ment of pain according to level of experience.

(6) Although subjective, patient self-report is the most
valid and reliable indicator of pain and it may be
necessary to ask questions about pain in different ways
in order to elicit a response.

(7) A number of valid and reliable self-report measures are
available and can be used even when moderate dementia
exists. The Numerical Rating Scale or verbal descriptors

can be used with people who have mild to moderate
cognitive impairment. For people with severe cognitive
impairment Pain in Advanced Dementia (PAINAD)
and Doloplus-2 are recommended.

(8) PAINAD and Doloplus-2 scales continue to show posi-
tive results in terms of reliability and validity. There has
been no recent evaluation of the Abbey pain scale
although it is widely used throughout the UK.

(9) There is a need for more research into pain assess-
ment using the collaborative role of the multidisciplin-
ary team in all care settings.

(10) Self-report questionnaires of function are limited in their
ability to capture the fluctuations in capacity and ability.
The concentration on items of relevance to the popula-
tion of interest means that issues of personal relevance
can be obscured.

(11) Strong associations were seen between pain and
depressed mood with each being a risk factor for the
other. Additionally, loneliness and social isolation were
associated with an increased risk of pain.

(12) Clinicians should be cognisant that social isolation and
or depressive signs and symptoms may be indicators of
pre-existing pain or a predictor of future pain onset.

(13) There are a number of evidence based guidelines on
pain assessment in older people with or without cogni-
tive impairment from around the world, including
Australia and Europe.
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Foreword from Prof Pat Schofield

This guidance highlights the problems in assessing and man-
aging pain in an ever increasing older population. The preva-
lence of pain has been established to be in the order of one
in four of the adult population, with between 25–30% having
pain that leads to other co-morbidities, resulting in a very
poor quality of life.

These problems become more frequent with advancing
years, and are often associated with difficulty in conveying
the intensity and quality of the pain, as well as the impact
that it has on the patient’s life. As we describe pain as the
‘fifth vital sign’ a fundamental principal underpinning this is
that we should measure the pain alongside routine
observations.

Just because someone does not have the ability to tell us
that they have pain in a language that we can understand,
does not mean that we should not measure it, as we would
with any other adult or patient in our care.

These guidelines provide a range of tools which demon-
strate good validity and reliability for clinical practice in
assessing pain in older people. There is permission to use
them and so they should be implemented from this formal
documentation by all healthcare providers in every care set-
ting across the UK.
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Dr Eileen Burns, President, British
Geriatrics Society

Older people often live with pain, and in many cases, its man-
agement is imperfect. Pain is frequently an especially important
issue for very frail older people, including those living in care
homes, and people living with dementia frequently experience
pain which they find difficult to express. Hence pain and its
management is a hugely important issue for older people.

In 2007 we published the first national pain assessment
guidelines which was a collaboration between the British Pain
Society and the British Geriatrics Society. This document is a
new version of the guidance and has taken a thorough and
systematic approach to reviewing the literature which has been
read and graded by a group of experts representing both soci-
eties; clinical practice and academia have been combined thereby
ensuring a high quality and up-to-date best evidence document
which can be used to guide practice and future research. This is
a timely document and the guidance therein will be welcomed
by practitioners around the UK.
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1. Glossary of terms

AD Alzheimer’s disease
Ax Assessment
BME Black and minority ethnic groups
BP Back pain
CBP Chronic back pain
CBT Cognitive behavioural therapy
CP Chronic pain
F Female
Hx History
LBP Low back pain
M Male
NP Neck pain
OA Older adult
PD Parkinson’s disease
PTSD Post traumatic stress disorder
SD Standard deviation
VAS Visual analogue scale
XS Cross sectional
Yr Years

Acute pain A temporary pain, time limited
situation with attainable relief

Adjuvant

medication

Describes any drug that has a
primary indication other than pain
but has been found to have
analgesic qualities

Behavioural

indicators

Behaviour changes that can be
used to assess pain and distress,
and thereby evaluate the efficacy
of interventions

Break-through pain A transient, moderate to severe
pain that increases above the pain
addressed by the ongoing analgesics

Graded Chronic

Pain Scale (GCPS)

A seven item tool that measures
facial pain intensity and associated
disability
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Neuropathic pain Pain initiated or caused by a
primary lesion or dysfunction in the
peripheral or central nervous system

Ontological The philosophical study of the
nature of being, becoming,
existence or reality, as well as the
basic categories of being and their
relations

Pain descriptive

tools

Tools that use a numeric or set of
words to assess the nature of pain
(pattern, nature and intensity)

Persistent pain Pain that lasts a month or more
beyond the usual expected
recovery period or illness, or goes
on for years (non-malignant)

Self-rated disability A patient related report of health,
function and disability

Titration The gradual increase/decrease of
medication to reduce or eliminate
pain while allowing the body to
accommodate the side effects or
toxicity [2].

2. Glossary of scales

Abbey Pain Scale An observational tool for measurement
of pain in people with dementia who cannot verbalise

Anxiety and Sensitivity Index (ASI) An 18 item scale
containing items specifying different concerns someone
could have regarding their anxiety

Assessment of Discomfort in Dementia protocol

(ADD) A tool for nurses to make a differential
assessment of physical pain and affective discomfort
experienced by people with dementia

Barthel Index Consists of 10 items that measure a
person’s daily functioning, specifically the activities of
daily living and mobility

Behavioural indicators Behaviour changes that can be
used to assess pain and distress, and thereby to evaluate
the efficacy of interventions

Brief Pain Inventory (BPI) A tool used to assess the
severity of pain and the impact of pain on daily functions

Behavioural Rating Scale (BRS-6) A six point
behavioural rating scale

Bolton Pain Assessment Tool (BPAT) A behavioural

observation tool based on PAINAD and the Abbey

Pain Scale

Brief Symptoms Inventory (BSI) A multidimensional
measure of psychological and somatic distress that is
used to obtain detailed symptom profiles

BS-11 (11 Point Box Scale) An 11 point self-report box
scale for pain

BS-21 (21 Point Box Scale) A 21 point self-report box
scale for pain

Cambridge Assessment for Mental Disorders of the

Elderly Examination (CAMDEX) A comprehensive
assessment tool for diagnosing dementia in older people

Centre for Epidemiological Studies Depression scale

(CES-D) A screening test for depression
Checklist of Non-verbal Pain Indicators (CNPI) A

summation score of pain behaviours at rest and on
movement

Clinical Dementia Rating scale (CDR) A tool that
stages the severity of dementia

Colour Analogue Score (CAS) A vertical numerical pain
rating scale ruler with slide

Colour Pain Analogue Scale (CPAS for pain

intensity) A wedge shaped coloured vertical numerical
pain rating scale anchored by descriptors with a slider
marker

Coping Strategies Questionnaire (CSQ) A measure of
coping in chronic pain patients

Depression and Anxiety Stress Scale (DASS) Measures
negative emotional states of depression, anxiety and stress

Depression rating scale (DRS) Rating scale for
depression

Diagnostic and Statistical Manual of Mental Disorders

(DSM-IV) Criteria for psychiatric diagnoses, including
major depression

Discomfort Scale Dementia of Alzheimer Type

(DS-DAT) A nine item behavioural tool for assessing
discomfort in patients with Alzheimer type dementia

Distress checklist A coping checklist for patients and
carers to identify if professional support is required to
aid coping

Doloplus (2) tool Used for behavioural pain assessment
in elderly with verbal communication problems. It has
specifically been designed for patients with mild or
moderate cognitive impairment

Douleur Neuropathique en Quatre Questions

(DN4) A screening tool for neuropathic pain consisting
of interview questions (DN4-interview) and physical
tests

Echelle Comportementale pour Personnes Agées

(ECPA) A French behavioural scale for communicative
and non-communicative elderly. The version for non-
communicative patients consists of 11 items divided into
two periods of observation: before care and during care

Enrich Social Support Instrument (ESSI) A seven item
instrument used to assess the four defining attributes of
social support: emotional, instrumental, informational,
and appraisal

EuroQoL (EQ-5D) A generic self-complete measure that
is used to measure health outcome

Face, Legs, Activity, Cry, Consolability scale

(FLACC) This five item scale was designed for use in
children from two months to seven years

Facial Grimace Scale (FGS) Scores the level of pain
between 0 and 10 as assessed by the caregiver observing
the facial expressions of the resident

Faces Pain Scale (FPS) The original self-report measure
using seven facial images (see FPS-R)

Faces Pain Scale - Revised (FPS-R) A self-report
measure of pain intensity developed for children but
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revised to offer the chance to provide metric scores
against six facial images (0–10). A variety of versions are
available

Functional Activity Scale (FAS) A simple three-level
ranked categorical score designed to be applied at the
point of care to measure the functional impact of pain

Functional Pain Scale (FPS) An instrument that
incorporates both subjective and objective components
to assess pain

Geriatric Depression Scale (GDS) A screening test for
depressive symptoms in older adults

Geriatric Pain Measure (GPM) A pain measure for
older adults

Geriatric Depression Scale (GDS) The short form is a
15 item instrument which can be used in patients with
mild to moderate cognitive impairment

Gracely Box Scale (GBS) Pain intensity and
unpleasantness are measured directly by presenting
adjectives that are scaled along these separate
dimensions of pain. Respondents are instructed to focus
on the words to determine their level of pain intensity or
unpleasantness and then select the number that
corresponds to this level

Guillain-Barre Syndrome (GBS) A rare but serious
condition of the peripheral nervous system which causes
muscle weakness

Horizontal Visual Analogue Scale (HVAS) tool to rate
the intensity of pain on a scale between 0 and 10

Hospital Anxiety and Depression Scale (HADS) A 14
item scale that measures anxiety and depression

Insomnia Severity Index (ISI) A seven question self-
administered severity tool that assesses insomnia over
the last two weeks

Instrumental Activities of Daily Living (IADL) A
measure of daily functioning

Inter Rating Long Term Care Facilities standardised

questionnaire (interRAI LTCF) Enables
comprehensive, standardized evaluation of the needs,
strengths, and preferences

Inventory of Socially Supportive Behaviours

(ISSB) Measures received social support
Iowa Pain Thermometer (IPT) A 13 point vertical

numerical scale with descriptors, for use with patients
with moderate to severe cognitive deficits

Life Satisfaction Inventory (LSI-Z) Measures the level
of satisfaction with life

McGill Pain Questionnaire (MPQ) A self-report
questionnaire that explores the qualities, pattern and
intensity of a patient’s pain. A variety of versions are
available

McGill Present Pain Intensity (MPQ-PPI) A numerical
measure of pain contained within the MPQ

McGill Pain Questionnaire Number of Words

Chosen (MPQ-NWC) A measure of the number
of words chosen from the sensory, affective
and evaluative categories of the McGill Pain
Questionnaire

M.D. Anderson Symptom Inventory assessment (M.D.

ASI) Assesses symptoms and their interference with
daily functioning

Mechanical VAS A tool that measures pain intensity
using a slide and ruler

Memorial Symptom Assessment Scale/Card

(MSAS) A self-report instrument developed to provide
multidimensional information about a diverse group of
common symptoms

Mini Mental Stat Examination (MMSE) A tool that
uses a series of questions and tests to help diagnose
dementia and disease progression

Minimum Data Set (MDS) A comprehensive functional
assessment for identifying pain in cognitively impaired
older adults in US nursing homes

Mobilization Observation Behaviour Intensity

Dementia (MOBID) An observational tool for use in
early morning by carers to assess pain behaviours on
five movements

Modification of Geriatric Pain Measure (GPM-M2) A
geriatric pain measure

Multidimensional Health Locus of Control

(MHLC) A set of three locus of control measurement
scales, two general and one specifically for patients with
an existing health or medical condition

Multidimensional Pain Inventory (MPI-DLV) Dutch
language version

Multidimensional Pain Inventory (MPI) A self-report
instrument that measures the impact of pain on an
individual’s life

Nottingham Health Profile (NHP) A generic quality of
life survey used to measure subjective physical, emotional
and social aspects of health. Part one surveys pain

Numerical Rating Scale (NRS) A tool to rate the
intensity of pain on a scale between 0 and 10

Older American Resources and Services ADL (OARS

ADL) An assessment of physical function
Pain Anxiety Symptom Scale (PASS) Measures fear and

anxiety responses specific to pain. A variety of versions
is available

Pain Assessment in Advanced Dementia (PAINAD)

Scale This scale for patients with advanced dementia is
derived from the DS-DAT and FLACC tools. It includes
five items: breathing, negative vocalization, facial
expression, body language and consolability

Pain Assessment Checklist for Seniors with Limited

Ability to Communicate (PACSLAC) Used to assess
pain in patients/residents who have dementia and are
unable to communicate verbally

Pain Assessment in Dementing Elderly (PADE) A 24
item checklist for use in long term care facilities

Pain Assessment in Non-communicative Elderly

persons (PAINE) A behavioural assessment tool for
chronic pain in advanced dementia

Pain Assessment Tool in Confused Older Adults

(PATCOA) An ordinal scale of nine items of non-
verbal cues for pain rated as absent or present
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Pain Behaviour Measure A tool that can be delivered in
‘real time’ during a standardised functional assessment to
give immediate feedback to clinicians and that could be
used as an outcome measure

Pain Impairment Relationship Scale (PAIRS) A tool
developed to assess the extent to which chronic pain
patients believe that they cannot function normally
because of their pain, and the relationship of this belief
to functional impairment

Pain-O-Meter Visual Analogue Scale (POM-VAS) – A
plastic tool that measures 8 × 2 × one inches. Two pain
tools are located on the POM: a 10 cm visual analogue
scale (POM-VAS) with a moveable marker, and a list of
15 sensory and 11 affective word descriptors

Pain Rating Index (PRI) A measure of pain
Pain Rating Index affective (MPQ-PRIa) The score from

the affective section of the McGill Pain Questionnaire
Pain Rating Index mixed (MPQ-PRIm) The score

from the mixed section of the McGill Pain Questionnaire
Pain Rating Index somatosensory (MPQ-PRIs) he

score from the somatosensory section of the McGill
Pain Questionnaire

Pain Thermometer A pictorial coloured pain intensity
scale with a vertical thermometer (see Iowa Pain
Thermometer)

Philadelphia Geriatric Centre Pain Intensity Scale

(PHILADELPHIA PIS) A five point intensity scale
where 1 = no pain and 6 = extreme pain

Pictorial Representation of Illness and Self-Measure

(PRISM) A visual and generic measure of suffering. It
assesses the subjective position of one’s illness in relation
to the self by asking patients to undertake a simple test
with circles that represent themselves and their illness

Primary Care Evaluation of Mental Disorders (PRIME-

MD) A diagnostic tool for mental health disorders
Proxy Pain Questionnaire (PPQ) A three item

assessment tool
Quality of Life Inventory (QOLI) A positive psychology

test of happiness, meaning, and quality of life
Rand Coop Scale This tool combines a five point

numerical rating scale with descriptors and cartoon figure
Self-Reported Pain Score (SRPS) A score of pain

intensity and nature as reported by the person
experiencing the pain

Short Physical Performance Battery (SPPB) A group
of measures that combines the results of the gait speed,
chair stand and balance tests

Spiritual Well-Being Scale (SWBS) A general indicator
of well-being providing an overall measure of the
perception of spiritual quality of life and also subscale
scores for religious and existential well-being

Standardized assessment for Elderly Patients in a

primary care setting (STEP) A general health
assessment for older adults

Structured Pain Interview (SPI) A standardised means
of exploring a patient’s pain and the impact upon living
and behaviours

UCLA Loneliness Scale A measure of loneliness
Verbal Rating Scale (VRS) Pain is rated verbally on a

Likert Scale: no pain, mild pain, moderate pain, severe
pain, very severe pain, worst possible pain.

Visual Analogue Scale (VAS) The intensity of pain is
rated on a 10 cm line, marked from ‘no pain’ at one end
to ‘as bad as it could possibly be’ at the other end

Western Ontario and McMaster OA Pain Index

Scale A 24 item tool with three subscales to measure
pain, stiffness and physical function

Western Ontario and McMaster Universities Arthritis

Index (WOMAC) A measure of arthritis
Wong-Baker FACES Pain Scale A six-point self-

assessment scale that combines faces, numbers (0–10)
and intensity descriptors

World Health Organisation Quality of Life-BREF

(WHO QoL-BREF) A quality of life assessment
instrument

3. Aims

The primary aim of this revised systematic review was to
examine the evidence for the effectiveness of pain assess-
ment strategies in older people with or without cognitive
function.

The objectives were to:

(1) Explore the attitudes and beliefs of older people with
pain about the assessment of their pain and interactions
with carers

(2) Evaluate the effectiveness of the assessment of function
as a measure of pain in older people

(3) Evaluate the effectiveness of self-assessment to quantify
pain in older people

(4) Determine if changes in pain assessment strategy are
required for people with cognitive impairment, mental
health or psychological problems.

4. Methodology

The overall methodology for this assessment document fol-
lows the procedures in the British Pain Society Publication
Process Manual [1].

4.1. Criteria for considering studies for inclusion in
this guidance document

The strategies to identify and evaluate, and the methods
used to identify recommendations were based upon the
Scottish Intercollegiate Guideline Network SIGN 50 guid-
ance document [3].

4.2. Types of studies

All pain assessment interventions in adult humans with malig-
nant and non-malignant pain over 65 years of age were con-
sidered. Patients with and without cognitive impairment,
mental health and psychological problems were included.
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Pain assessment methods included the use of patient self-
report, behavioural studies, plus observation by clinicians and
carers. All care settings were considered including: the acute
hospital setting, geriatric hospitals, and the community includ-
ing: retirement apartments, residential homes, nursing homes
and other long term care settings.

4.3. Types of outcomes measures

Outcome measures were chosen that were considered per-
tinent to the assessment of older patients in pain:

(1) Patient- or observer-rated pain intensity, or pain relief,
or both

(2) Patient compliance with pain assessment strategy
(3) Impact of cognitive impairment, mental health or psy-

chological problems upon self-report
(4) Barriers to effective pain assessment.

4.4. Search strategy

All publications on acute and chronic pain screening and
assessment in adults over 60 years of age including case
reports, cohort studies, review papers, observational studies,
randomised controlled trials and systematic reviews in all
languages in all care settings were identified from searches
of Medline (PubMed), CINAHL, Amed, PsycINFO,
Embase, Google Scholar and Cochrane Library between
01.01.2002 and 30.04.2017.

The archives of the British Pain Society, European Pain
Society, Irish Pain Society, The British Geriatric Society and
the Steinberg Collection were reviewed together with pub-
lished conference papers and abstracts for the same time peri-
od. Professional and patient related internet sites were
searched by section contributors. Searches were undertaken by
specialist medical librarians in consultation with section contri-
butors who were then provided with abstracts. Search strat-
egies are described in Section 17 with an example of a detailed
search provided for the section that explores pain assessment
in older adults with mental health and psychological problems.
Duplicate abstracts were removed by the librarians in collabor-
ation with the section contributors. Additional references and
abstracts were included at this point by the subject experts.

The section contributors then reviewed all abstracts and
selected for inclusion those that met the working party pre-
defined criteria, search terms and the clinical questions posed
by the section editors. Seminal work, published prior to 2002

was included in the subject review section. Individual section
contributors applied the NHMRC levels of evidence criteria
to publications [4]. The decision to include a paper within a
section was made by consensus between the authors and pro-
ject lead where appropriate. All section papers are identified
in a specific reference list and are tabulated by section.

4.5. Evaluations of the literature

The selected publications were considered as potential
sources of evidence. Each publication was assessed inde-
pendently by two individual raters using an agreed method
ensure to its methodological quality including study design,
statistical analysis and validity of conclusions. Observational
studies were assessed using MERGE guidance [5].

4.6. How recommendations were made

The recommendations made by the section contributors were
explicitly linked to the supporting evidence that resulted from
the search strategies for individual topics. Recommendations
were made based on the NHMRC designation [4] levels of
evidence (see Table 1), and these recommendations were fur-
ther confirmed through agreement between two reviewers.

5. Background

Pain is described as an ‘unpleasant sensory and emotional
experience associated with actual or potential tissue damage
or described in terms of such damage’ [7]. It is classified as
acute – associated with trauma or injury – or chronic (last-
ing longer than three months).

Millions of people who live in the United Kingdom
experience chronic pain and as we go into older age, it is sug-
gested that up to 93% of people have pain which is often
‘expected to be part of ageing’ or something that they have to
‘learn to live with’. One of the fundamental issues regarding
pain management in any age group is assessment of pain.
This can be particularly challenging in older adults due to the
age related changes in vision, hearing and cognition.
Literature has suggested in the past that we have around 50%
of the older population who live in the community experien-
cing uncontrolled chronic pain. However, what is more
worrying is the fact that this number increases significantly to
80% when we look at care home populations. This is really
worrying considering that our oldest, often most frail, mem-
bers of society often live in care homes and yet it appears

Table 1. Levels of evidence (according to the NHMRC* designation [6])

I Evidence obtained from a systematic review of all relevant randomised controlled trials
II Evidence obtained from at least one properly designed randomised controlled trial
III-1 Evidence obtained from well-designed pseudo-randomised controlled trials (alternate allocation or some other method)
III-2 Evidence obtained from comparative studies with concurrent controls and allocation not randomised (cohort studies), case-controlled studies or interrupted

time series with a control group
III-3 Evidence obtained from comparative studies with historical control, two or more single-arm studies, or interrupted time series without a parallel control

group
IV Evidence obtained from case series, either post-test or pre-test and post-test

*[6] A guide to the development, implementation and dissemination of clinical practice guidelines. Commonwealth of Australia, Canberra. Reproduced by permission.
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that they are experiencing more moderate to severe uncon-
trolled pain. Furthermore, it seems accepted that this popula-
tion are often cared for by the least experienced and non-
professionally qualified members of staff.

Recent systematic reviews of epidemiological studies
suggest that the estimates of prevalence of chronic pain in
the older population are not in fact accurate, and range
from between 0 and 93% [8]. Clearly, more work needs to
be done in terms of prevalence studies.

If we focus specifically on those who are unable to
articulate their pain, thus adults with dementia or other cog-
nitive impairments, we estimate that we have over 700,000
people in the UK with dementias and this is expected to
rise significantly. Over the next few years we expect there to
be 44 million people worldwide with dementia.

As far back as September 1990 [9], the Royal College of
Surgeons, Faculty of Anaesthetists published their report –
Pain after Surgery. In that report, it was suggested that pain
should be assessed along with other routine observations of
blood pressure and pulse. Since then, we have seen recom-
mendations from around the world regarding pain assess-
ment, suggesting that it become the 5th vital sign.

We published national guidance on pain assessment in
the older population in 2007 [10]. The purpose of the ori-
ginal version of this document was to focus on the assess-
ment of pain in older people (aged 65 years of age and
above) in chronic pain. These new guidelines seek to build
upon the original guidelines and to add some new areas of
interest which seem to be emerging from the literature, such
as the role of interpersonal interaction. It is interesting that
things have moved on since our original publication and the
recommendations herein are different from those made in
2007.

The management of pain in older people has been
addressed elsewhere: Abdulla A, Adams N, Bone M et al.
2013 Guidance on the management of pain in older peo-
ple. Age and Ageing 42 (Suppl 1) 1–57 (http://ageing.
oxfordjournals.org/content/42/suppl_1.toc) [Accessed
11.09.2017]

6. Introduction

Until relatively recently our knowledge of the prevalence of
pain in older people, particularly the oldest old, was relatively
poor. Pain tended to be considered as part of the ageing pro-
cess and was rarely investigated in its own right. There have
however been an increasing number of studies into the preva-
lence of pain in older persons in the last decade.

6.1. Prevalence of pain in older persons

The work on prevalence has been published recently within
the Management of Pain Guidelines [11], but there are some
take home messages that have been incorporated within this
document. The prevalence of any type of pain ranged widely
from a low of 0% to a high of 93%, clearly illustrating how
variations in the population, methods and definitions used

can affect prevalence estimates. The vast majority of studies
found that women had a higher prevalence than men.

Different patterns of pain prevalence were seen in men
and women and in different sites of pain, however the age
differences could be broadly categorised into four groups:

(a) A continual increase in pain prevalence with age
(b) An increase in prevalence with age up to 75–85 years

and then a decrease with age
(c) A decrease in pain prevalence with age and
(d) No difference in pain prevalence with age

Chronic pain was most frequently reported in knees,
hips and back.

While previous evidence suggests that chronic pain typic-
ally affects those of working age, there is growing evidence to
demonstrate that chronic pain continues to increase into the
oldest old. [12] found that, although older people experience
a decrease in non-disabling back pain, described as benign or
mild pain, they experience increased prevalence of disabling
back pain, described as severe. This work is further supported
by the findings of Thomas et al. [13] who reported that the
onset of pain that interferes with everyday life continues to
increase with age.

7. Attitudes and beliefs
Derek Jones

Research into beliefs which are of an ontological nature is
limited. Investigation into ‘just world’ beliefs indicated that
older participants had stronger beliefs in a personal and gen-
eral just world and experienced less pain, disability and psy-
chological distress. The influence of spiritual/religious
beliefs (and coping) has been the subject of more investiga-
tion but with mixed findings regarding positive outcomes
for different elements of the pain experience; cultural differ-
ences need particular consideration. Stoicism has been impli-
cated in the underreporting of pain in older people,
although pain related stoicism has been subjected to limited
empirical investigation. There is some evidence from qualita-
tive and quantitative research to support the existence of age
related differences in attitudes of stoicism in the face of
pain, its role in influencing pain reporting, and in mediating
the chronic pain experience in general.

A bio psychosocial model of pain and a cognitive behav-
ioural approach to its management highlight, in particular,
the potentially important roles of the attitudes and beliefs
of informal caregivers and professionals in mediating the
pain experience. There has been little research conducted
into the attitudes and beliefs of these groups; the evidence
that does exist suggests that reduced function and increased
psychological distress are related to maladaptive spousal
beliefs about pain. Whilst investigation of health and social
care professionals’ attitudes has been more extensive, it has
focused on attitudes and beliefs in relation to working age
populations and low back pain. It has also suffered from a
lack of conceptual clarity, has not differentiated between
cancer and non-cancer pain, and is limited by the absence
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of well-established robust measures. The available studies
point towards an adherence to bio medically orientated
beliefs about pain, a degree of fear-avoidance amongst clini-
cians in relation to activity recommendations, and a negative
orientation to chronic pain patients in general.

Extract taken from Abdulla A et al. [11].

8. Communication
Carlos Moreno-Leguizamon and Pat Schofield

The literature on pain in older people acknowledges the
fact that the process of communication between those in
pain and their care givers, either professionals or family, is a
complex and difficult process to be grasped. In this context
the strong tendency in the literature is to generate tools,
mainly scales, which would contribute to an effective diag-
nosis, expression, assessment and management of chronic
pain. Some studies have focused on legitimising the validity
and reliability of those scales [14, 15].

A second emerging trend in the literature reviewed is to
recommend the inclusion of a more comprehensive concept
of communication, which includes important and comple-
mentary components such as nonverbal communication
(facial expressions), kinesics (body movement), and prox-
emics (use of space) [16]. There are difficulties when health
professionals conceptualise the process of communication
as only verbal communication [17]. Again, the latter is, in
many ways, the one with which professional caregivers and
families are more familiar. Thus a frequent recommenda-
tion in the literature is the integration of various compo-
nents (bio-psycho-social) of the communication process in
order to grasp the experiences of those in pain [18]. In
turn, this recommendation translates practically to training
and education for professional (nurses, physicians and
others) and family caregivers in how the communication
process works [14, 16, 18, 19].

In the particular case of those with pain in advanced age,
with cognitive impairments or from different cultural back-
grounds, the process of communication by caregivers becomes
even more complex and uncertain. This is because care-
givers face more challenges in grasping the process of com-
munication, the consequence of which is that the probability
for those in pain to be undertreated or underdiagnosed
becomes higher. Jorge and McDonald [20] highlighted this
issue in particular in their study, working with 24 Hispanic
community dwellings for elder adults in the United States.
They found that, when given the opportunity to do so, these
groups are able to describe their pain successfully.

The issue we face in the United Kingdom, given the
limitation of time for consultation, is that it is difficult for
health care professionals to spend time on discussion or
consultation. We need not only to understand how the
communication process works between vulnerable groups
and their caregivers (professional or family), but also to
realise that pain is more than mere biology; it is also a bio-
psychological (subjective) and social force [18]. Similarly,
[21] highlighted in their study that, by providing older

adults with time to discuss their pain through open-ended
questions, more success was achieved in completing the
Brief Pain Inventory (BPI). Thus, the key message of both
of these studies as well as some others [22] is that, assess-
ment is not just about the completion of scales; it should
also emphasise that individuals should have an opportunity
to talk about their pain experience. In other words, the
challenge is how to obtain their pain stories within short
time frames.

Finally, while discussing the issue of a multidisciplinary
team, Boorsma et al. [23] pointed out the need for a system-
atic multi-disciplinary approach to managing and treating
pain. However, this study did not clarify who those profes-
sionals should be. It is recommended that a multi-disciplinary
team should comprise not only health professionals but also
social scientists. The latter are trained to understand the cul-
tural, social, political, economic and communicational aspects
of pain and can, therefore, enrich the clinical views.

9. Interpersonal interaction in pain
assessment

Jonathon Davies and Sonia Cottom

Assessing pain in older adults is complex ([24]; Level III-2)
and in many cases, a lack of caregiver ([25]; Level III-2; van
Herk et al. [26]; Level III-2) and family knowledge ([27];
Level III-1) results in half of those living in pain continuing
to do so ([28]; Level III-2) for longer than necessary, due to
a lack of early detection ([29]; Level III-1). This failure effect-
ively to identify and manage pain results in a reduced quality
of life ([30]; Level III-2) and impacts negatively on interper-
sonal relationships between the older person and the caregiver
due to the association between pain and increased aggression
([31]; Level IV; Bradford et al. [28]; Level III-2).

For specific groups, such as communicative or non-
communicative nursing home residents, pain is often not
detected ([27]; Level III-1) and older people with cognitive
impairment have reported more intense pain than their cog-
nitively intact counterparts ([32]; Level II). Also, due to the
difficulties dementia patients have in communicating their
pain, they are at far more risk of being untreated with
pharmacological treatments than those without dementia
([33]; Level III-2). It has been suggested that approaches
to measuring pain should be multi-dimensional ([26]; Level
III-2) including attempts of self-reported pain for seniors
with mild to moderate dementia ([25]; Level III-2).

Structured pain education should become a standard
training ([34]; Level II), including for nursing assistants
([24]; Level III-2), to support caregivers in correctly asses-
sing chronic pain in older people and learning how to alle-
viate it through pharmacological ([30]; Level III-2) and
non-pharmacological interventions ([31]; Level IV). Pain
assessment tools should be congruent with the educational
levels of those being asked to complete them ([35]; Level
IV) and further training to understand verbal and non-verbal
communication ([27]; Level III-1) particularly when working
with patients with dementia ([36]; Level III-2) should be
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provided. Systematic records of patient experiences of pain
should also be kept ([25]; Level III-2) to help improve con-
tinuity of care for older people transferred across settings
([35]; Level IV) and for information transferred between
staff and family ([27]; Level III-1; Buffum and Haberfelde
[37]; Level III-2).

10. Self-report measures of pain assessment
Felicia Cox and Karin Cannons

The literature search was limited to English language papers
only. Key search terms included: guidelines, pain assess-
ment, older people, self-report. In addition, citations and
references in selected journal articles were screened to sup-
plement the search strategy.

• 86 papers were identified
• 73 once duplicates were removed
• 47 papers were considered relevant to the aim of the
review. These were read to identify studies and review
publications that described pain assessment that employs
patient self-report in older people.

The majority of papers were from the US (n = 22) with
15 from Europe, four from Australia, three from the UK,
two from Canada and one from Brazil. Over 30 different
pain assessment tools were described in the included litera-
ture. A range of settings were explored including palliative
care/inpatient hospice, acute post-operative ward, and long-
term nursing home. Most studies explored the accuracy and
clinical utility of self-report measures in older patients with
and without cognitive impairment.

The most accurate and reliable evidence of the existence
of pain and its intensity is the patient’s self-report ([38];
Level III-2, Phillips [39]) although there are reports of fair
agreement between self-report and proxy reports of pain in
patients with cognitive impairment associated with dementia
([40]; Level II, Leong et al. [41]; Level IV). That the patient
self-report is the most reliable and accurate is true even for
patients with impaired cognition [42, 43]. The responsibility
for the inclusion of a regular assessment of pain during dis-
cussions with the patient lies with the clinician or carer.

Identifying appropriate words that elicit meaningful
responses and consistently using this language supported
by communication tools is an important part of the com-
prehensive assessment of a patient’s pain. Older people often
deny pain, but may respond positively when asked using
related terms, such as soreness, aching or discomfort. Re-
wording your question to elicit the presence of pain such as
‘Do you hurt anywhere?’ or ‘What is stopping you from doing
what you want to do?’ can substantiate the presence or
absence of pain. The strategies employed to identify the pres-
ence or absence of pain that have been successful for this indi-
vidual patient should be clearly recorded in the patient’s care
record and Hospital Passport. Behaviours that might indicate
unrelieved pain such as vocalising, postures and gestures are
also important ([44]; Level IV) and should be included. This
information must be communicated to the care team.

Using a self-report pain measurement tool for a patient
with known cognitive, sensory, or motor deficits can be
useful. There are a number of validated and reliable tools
and the choice of tool should be based on the patient’s abil-
ity to use the tool. Many patients with moderate to severe
cognitive impairment are able to report pain reliably when
prompted [45] and there is evidence that supports the
assessment being performed by someone who knows the
patient well ([46]; Level II). By employing the same tool at
each pain assessment or using standardised wording during
a pain discussion the clinician/carer can elicit a more reli-
able measure of the effectiveness of any pain interventions.
Training and education in the selection of appropriate tools
and their use in pain assessment is required ([39]; Level
III, McAuliffe et al. [47]).

One of the key features of facilitating an effective pain
assessment or conversation is to ensure that sufficient time is
allowed for the older adult to process the question and to for-
mulate a response. Instructing the patient with cognitive
impairment on the use of the pain assessment tool each time
it is administered can be helpful. Patients that have sensory
deficits may require adjustments such as the tool provided in a
more accessible format e.g. enlarged font or enhanced lighting.

11. Clinical assessment
Anneyce Knight

There are barriers to delivering optimum pain assessment
and management, including practitioners not translating infor-
mation and knowledge about pain assessment and manage-
ment into their clinical practice ([48]; Level I). Furthermore,
severe cognitive impairment and speech difficulties are also
well documented barriers to pain assessment ([49]; Level IV,
Blomqvist and Hallberg [50]; Level IV). Nurses’ pain assess-
ment skills can also be a potential problem as registered
nurses’ assessment of pain is seemingly more reliable than
that of nursing assistants ([48]; Level I, Yi-Heng et al. [51];
Level IV). This is a challenge for optimal pain assessment if
the majority of care for older people is provided by the latter
group. In addition, the level of education of staff seems to
influence beliefs and knowledge about pain in older people in
residential care settings ([44]; Level IV).

Pain management based on medical assessment alone is
seen as insufficient and a collaborative multi-disciplinary Team
(MDT) approach is perceived to be essential ([48]; Level I,
Cadogan et al. [52]; Kaasalainenen et al. [53]; Level IV,
Layman et al. [54]; Level IV). However, it is recognised that
there is a range of knowledge and attitudes to pain manage-
ment within the MDT and that there is a need to improve
this by training/education. This should not be restricted solely
to initial introductory education, but should be ongoing to
ensure that health care professionals understand the factors
that influence the best possible assessment for pain manage-
ment, alongside time and continuity in pain assessment ([55,
56]; Level III-3, Blomqvist and Hallberg [50]; Level IV,
Mrozek and Steble Werner [57]; Level IV, Weiner and Rudy
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[58]; Level IV, Yun-Fang et al. [59]; Level IV, Zwakhalen
et al. [44]; Level IV).

Furthermore, daily recording of pain improves compari-
son of pain and pain management ([60]; Level IV) and nurs-
ing home staff should consider self-report as their initial
assessment tool ([61]; Level IV). Overall there seems to be a
need for more differentiated research relating to members of
the MDT, in particular in respect of registered nurses and
their assistants relating to the assessment of pain.

12. Self-report measures of function
for older people with chronic pain

Denis Martin

Chronic pain affects physical function in older people as in
people of all ages and it is commonly assessed by self-
report questionnaires. A major consensus statement offered
recommendations on self-report measures of physical func-
tion in older people with pain, based on review of literature
and expert opinion ([62]; Level II-IV). This section offers
an update from that statement.

A range of self-reported measures are available for use
with adults with pain. These measures have been used in
studies on older people, and specific validity and reliability
in older people has been examined in some measures.

Hadjistavropoulos et al. [62] provide a list of measures,
which they view as performing well psychometrically and
practically in clinical and research settings with older people.
For assessment of overall function (as opposed to function
related to a specific anatomical area) they list:

• Functional Status Index
• MPI-General Activity Scale
• Physical Activity Scale
• Human Activity Profile
• Groningen Activity Restriction Scale
• Sickness Impact Profile
• SF36 – specifically in relation to its physical functioning
and role limitations-physical scales

• Older Americans Resources Service, which is primarily
applicable to a USA-based population.

These measures are designed for use in a range of con-
ditions. For a measure of pain and its impact the Pain
Disability Index is recommended. Of these measures it is
the SF36 that Hadjistavropoulos et al. [62] recommend in
their suggested battery of measures for assessing pain and
its effects in older adults.

A recent addition to that family of measures is the
WHO Disability Assessment Schedule (WHODAS) 2.0
[63]. The WHODAS 2.0 (replacing the WHODAS II)
addresses physical function within its domains of mobility,
self-care, getting along, life activities, cognition and participa-
tion. It has a possible added value of being directly linked to
the theoretical basis of the well-recognised WHO International
Classification of Functioning, Disability and Health. As well
as a straightforward procedure for analysis, broadly similar
to that in the other measures, it also features the facility to

conduct an advanced (and complex) analysis using Item
Response Theory. This has yet to be validated on older peo-
ple over 65 with chronic pain.

Measures are also available for assessing function related
to specific anatomical areas. The major consensus statement
[62] is listed the Oswestry Disability Scale and the Roland
Morris Disability Questionnaire for back pain; the Neck
Pain and Disability Scale for neck pain; the Western
Ontario and McMaster Universities Osteoarthritis Index
(WOMAC) for hip and knee pain; and the Disabilities of
the Arm, Shoulder and Hand (DASH) for the upper limb.
The statement does not include any measure for the foot,
which is an oversight given how commonly foot pain fea-
tures in older people and how disabling it can be. For
assessment of function in the foot the Manchester Foot
Pain and Disability Index (MFPDI) has demonstrated good
psychometric properties in older adults over 65 years ([64];
Level II+). A large scale study, which was not exclusively
focused on adults over 65 as it also included adults over 50
years, also supported the use of the MFPDI ([65]; Level II).

Self-report questionnaires of function are limited in their
ability to capture the fluctuations in people’s capacity and abil-
ity; the concentration on items of relevance to the population
of interest means that issues of personal relevance can be
obscured [66]. In large research trials and surveys the high
numbers involved can iron out such limitations. Innovative
uses of technology are also beginning to combine self-report
measures with more direct observation (e.g. Wilson et al. [67]).
However, in a one to one clinical assessment these limitations
should be acknowledged and taken into account. It should
also be acknowledged that self-report questionnaires are open
to biases from such factors as recall and interpretation. For
example, in a study on young/middle aged adults with acute
back pain, discrepancies were found between self-reported
reports of function and more direct measures, with depression
noted as influencing the self-report [68]. Therefore, in assess-
ment of an individual any self-report measures should be used
alongside a thorough physical examination [62].

13. Pain assessment of older adults with
mental health and psychological
problems

Rachael Docking & Louise Tarrant

The literature search (Jan 1990–April 2017) identified 5,766
papers, of which 539 were duplicates and 32 were relevant.
Three UK papers were included, with the remainder from
US, Germany, Australia, Canada, China, Czech Republic,
Greece, Jerusalem, Denmark, Sweden, Holland, Hong
Kong and Spain.

A range of settings was used, including palliative care/
inpatient hospice, acute post-operative ward, veteran rehabili-
tation unit, long-term nursing home, outpatient tertiary pain
management service. The majority were community settings.
Most studies used a cross-sectional design of associations
between pain, physical functioning, and demographic, social
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and psychological factors. Two studies used a longitudinal
design.

The most common self-report assessment tools for pain
included: Multidimensional Pain Inventory (MPI), Pain &
Impairment Relationship Scale (PAIRS), McGill Pain
Questionnaire (MPQ), PRI, Brief Pain Inventory (BPI)
(and in some cases: interRAI, Long term care facility
(LTCF), STEP, Oswestry Disability Index (ODI), and items
from Short Form (SF-36). The self-report assessment tools
for mood most commonly used were: Geriatric Depression
Scale (GDS), Centre for Epidemiologic Studies (CES-D),
Disability Rating Scale (DRS), Depression Anxiety Stress
Scale (DASS) (and in some cases: Postural Assessment
Scale (PASS), Hospital Anxiety & Depression Scale
(HADS), Addiction Severity Index (ASI), CAMDEX, PVS,
and selected items from Kessler (K6), Movement Disorder
Society (MDS), SF-36). Physician recorded diagnosis, struc-
tured interviews, body map diagrams, simple checklists,
multiple choice questions and Likert scales designed specif-
ically for the research were also used to assess pain and
mood.

Strong associations were seen between pain and depressed
mood with each being a risk factor for the other.
Additionally, loneliness/social isolation were associated with
an increased risk of pain. Older adults who experienced com-
munication difficulty coupled with depression, also reported
higher pain scores.

Clinicians should be cognicent that social isolation and or
depressive signs and symptoms may be indicators of pre-
existing pain or a predictor of future pain onset. Additionally,
clinicians need to be aware of the added effects of communi-
cation difficulty on pain report in those who also experience
symptoms of depression.

The levels of evidence for the included studies are
shown in Table 17.7.

14. Pain assessment in cognitive impairment
Patricia Schofield

The literature search identified 164 papers, of which 54
were duplicates and 32 were relevant. Forty nine papers
were reviewed in total. The majority of papers were from
the US (n = 27), the remainder were from Germany,
France, Australia, Austria, UK, Canada, New Zealand and
Norway. Fifteen of the papers were systematic reviews
which were aimed at consolidating the state of the science.
All but five of the studies involved the testing of pain
scales. Four studies were intervention studies and three
studies [69–71] involved surveys of the staff and perceived
barriers to pain assessment implementation. Rainfray et al.
[71] surveyed 221 hospital staff in France regarding the use
of the Doloplus scale. Whilst Keane et al. [70] surveyed 58
consultant geriatricians in Ireland regarding the use of a
number of scales (Numerical Rating Scale (NRS), Visual
Analogue Scale (VAS), Verbal Rating Scale (VRS), NRS,
Faces Rating Scale (FRS)). A range of settings were used
including: nursing home, acute, dental.

The intervention studies varied between: measuring the
impact of education upon pain assessment practice ([72];
Level II++), to the use of pressure or aversive stimuli used
to inflict pain which is then subsequently measured using a
behavioural scale or facial expression.

In terms of behavioural pain assessment scales, we identi-
fied a total of 12 scales (Abbey, PAINAD, Pain Assessment
Scale for Seniors with Severe Dementia (Pacslac), Disability
Distress Scale (DisDat), Pade, Universal Pain Assessment Tool
(Paine), Doloplus, NoPain, Checklist of Nonverbal pain indica-
tors (CNPI), Assessment of discomfort in Dementia (ADD),
Mobilization-Observation-Behavior-Intensity-Dementia Pain
Scale (Mobid) & COOP). The recent review undertaken for
these guidelines has identified sixteen scales, an increase of
four scales. In 2007, we recommended the use of the Abbey,
PAINAD or Doloplus scales based upon the best evidence
at the time. We also recommended that more work needed
to be done in terms of validating scales as opposed to devel-
oping any new scales. There has been no further work in
terms of validating the Abbey scale, yet it still remains popu-
lar in the UK. The Bolton Pain Assessment Tool (BPAT)
continues to be evaluated in clinical practice in different set-
tings [73].

There have been a number of studies which have further
explored the Doloplus scale ([74]; Level I+, Holen et al.
[75]; Level II+, Rainfray et al. [71]; Level II, Hutchison
et al. [76]; Level II+, Pickering [77]; Level II+).
Furthermore, this scale has now been translated into many
languages including English for use across Europe, yet it
remains unpopular in the UK.

More work has been carried out using Pacslac ([78];
Level II+, Schiepers et al. [79]; Level II, Zwakhalen et al.
[80]; Level II, Lints-Martindale et al. [81]; Level II+) and
PAINAD ([82]; Level III, Jordan et al. [83]; Level III,
Lane et al. [84]; Level III, DeWaters et al. [85]; Level III).
The Pacslac scale has good inter-rater reliability ([78]; Level II+),
is the scale most valued by nurses ([80]; Level III), but
does need a short form and more testing in larger scale
studies. PAINAD is a sensitive tool for detecting pain in
adults with dementia, but does have a high false positive
rate ([83]; Level III). The scale has not been evaluated in
adults with mild to moderate dementia, but we do know
that adults with mild to moderate dementia can appropri-
ately use self-report measures and scales such as numerical
rating scale and verbal descriptors. Nevertheless, PAINAD
has a high sensitivity (92%) but low specificity for pain
(62%). It is easy and simple to use. More research is needed
using larger sample sizes and Black & Minority Ethnic
groups.

15. Pain assessment guidelines for older
adults

Gary Bellamy and Aza Abdulla

We conducted a review which aimed to identify existing
guidelines (national and international) relating specifically to
pain assessment in older adults in order to set in context
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this revision of the 2007 guidelines. Pain assessment is a
fundamental process in effective pain management. For
more detailed information please see Turk D, Melzack R
[86] Handbook on Pain Assessment.

Search strategy: A three phase process was adopted.
Based on the assumption that existing guidelines might not
be available or published solely via academic journals, two
additional searches were also conducted (see 2 and 3
below).

(1) A literature review of key databases was conducted,
including: Academic Search Premier, MEDLINE,

Psychology and Behavioural Sciences Collection,

PsycINFO, CINAHL Plus with Full Text,
MEDLINE, EMBASE of journal articles published
between 1997 and 2013. The search was limited to
English Language papers only. Key search terms
included: guidelines; pain assessment; older people.
In addition, citations and references in selected jour-
nal articles were screened to supplement the search
strategy.
• 73 papers were identified
• 47 once duplicates were removed
• 43 papers were considered relevant to the aim of the
review. These were read to identify existing guidelines
for pain assessment in older people (see attached
document for articles reviewed).

• The 43 papers were reviewed to identify and review
pain guidelines relating specifically to older people

(2) A list of world countries was also identified via the web-
site: http://www.nationsonline.org/oneworld/countries_
of_the_world.htm
Using the search engine Google scholar and the same

search terms, each country on that list was added to the
initial search terms. This was done so as not to miss any
guidelines which may have been published elsewhere but
may not have featured in academic journal articles.

(3) To ascertain additional pain assessment guidelines not
identified via the above searches, an advanced search of
the websites: The National Guideline Clearinghouse
http://www.guideline.gov and NICE http://www.nice.
org.uk/ were conducted. The site aims to provide phy-
sicians and other health professionals, health care provi-
ders, health plans, integrated delivery systems, purchasers
and others, with an accessible mechanism for obtaining
objective, detailed information on clinical practice
guidelines, and to further the dissemination, implementa-
tion, and use of these guidelines.

The advanced search filters used were:

• Search strategy key words: ‘Pain’
• Age of target population: Aged 65–79 and 80 years plus
• Clinical speciality: Geriatrics
For the most part, guidelines relating to pain assess-

ment in older adults are manifest in the USA, Australia
and the UK. To a lesser extent, work has also been con-
ducted in Spain, Belgium and Switzerland. The work of

the latter three countries has been mentioned briefly in
this document.

USA

In 1998 the American Geriatrics Society (AGS) provided
the first clinical practice guideline on the management of
chronic pain in older people [87]. This was updated in 2002
[88]. Both versions concentrated on the assessment of pain
and its pharmacological management.

The guidelines put forward by the AGS [88] are divided
into four sections. These include: the assessment of persistent
pain, pharmacologic treatment, non-pharmacologic strategies,
and recommendations for health systems that care for older
persons. For each section, general principles are followed by
the panel’s specific recommendations for improving the clin-
ical assessment and management of persistent pain in older
persons. These recommendations are meant to serve as a
guide to practice and should not be used in lieu of critical
thinking, sound judgment, and clinical experience.

The guidelines produced in 2002 by the AGS were subse-
quently revised in 2009 by an expert panel assembled under
the auspices of the American Geriatrics Society, with recom-
mendations for pharmacologic management of pain in older
adults [89]. It was determined that the sections of the 2002
guideline dealing with assessment and non-pharmacologic
treatment did not need updating and were still relevant to
today’s practicing clinicians. However, another guideline was
developed describing medications to avoid and dosing modi-
fications for older adults with poor renal clearance [90]. The
American Society for Pain Management Nursing Task Force
on Pain Assessment in the Nonverbal Patient (including indi-
viduals with dementia) also recommended a comprehensive,
hierarchical approach that integrates self-report and observa-
tions of pain behaviours [91].

Guidelines created by an expert group convened by the
American Pain Society and the American Academy of Pain
Medicine evaluated the current evidence on safe practices for
the use of opioids to treat non-cancer pain [92]. Notably, com-
prehensive approaches were recommended to address psycho-
social factors and functional impairment as well as pain.
Specific recommendations for older patients include low-dose
initiation and slow titration of opioid therapy, constipation
prophylaxis and frequent monitoring of patient responses to
therapy. These guidelines provide some of the landmark prin-
ciples for pain treatment decisions and care of older adults
today. Current guidelines in relation to general principles of
pharmacological pain management for older people [89] state:

• Use the least invasive route for medication
• Where possible, choose sustained release formulations
• Introduce one agent at a time, at a low dose, followed by
slow dose-titration

• Allow a sufficiently large interval between introducing
drugs to allow assessment of the effect

• Treatment should be constantly monitored and adjusted if
required to improve efficacy and limit adverse events

• It may be necessary to switch opioids.
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Australia

The Australian Pain Society addresses the issue of pain in its
first ever publication focused exclusively on older adults; it is
entitled Pain in Residential Aged Care Facilities: Management
Strategies [93]. It presents strategies and guidance to assist in
identifying and assessing residents’ pain effectively across a
range of areas that includes managing pain using a combin-
ation of pharmacological and non-pharmacological treatment
options. It also examines issues of quality management and
organisational structure related to pain management. An add-
itional document, the Pain Management Guidelines (PMG) Kit for
Aged Care [94] has been designed to be used with the
Australian Pain Society’s document [93] to assist in the imple-
mentation of best practice for pain management in aged care
facilities.

The APS document [93] draws upon relevant inter-
national best practice approaches, expert opinion and pub-
lished research evidence up to 2004 – particularly from the
American Geriatric Society and the American Medical
Directors and Health Care Associations. The document is
evidence based and should be used to guide decision mak-
ing about changes to current practice. The pain manage-
ment guidelines are a summary only and should not be
used in isolation to guide practice.

United Kingdom (UK)

In 2007 the Royal College of Physicians, British Pain Society
and British Geriatric Society published their guidelines on the
assessment of pain in older adults [95]. The emphasis of the
document is on chronic pain management and it is a compre-
hensive guide to the methods of assessment and the tools
available. The guidelines recommend that for older adults
with mild to moderate dementia, the numerical rating scale
and the verbal rating scales can be applied. However, as the
level of cognitive impairment becomes more severe, specific
behavioural scales should be used, of which there are 11, to
measure pain intensity. The guidelines suggest that the Abbey
Pain Scale appears to be the most user-friendly. They are
designed to allow clinicians to make rapid, informed decisions
based wherever possible on synthesis of the best available evi-
dence and expert consensus gathered from practising clini-
cians and service users. A key feature of the series is to
provide both recommendations for best practice, and where
possible practical tools with which to implement it.

The concise guidelines for pain management in older
adults include the following:

(1) Pain awareness

All healthcare professionals should be alert to the pos-
sibility of pain in older people, and to the fact that
older people are often reluctant to acknowledge and
report pain.

(2) Pain enquiry

Any health assessment should include enquiry about
pain, using a range of alternative descriptors (e.g. sore,
hurting, and aching).

(3) Pain description

Where pain is present, a detailed clinical assessment
of the multidimensional aspects of pain should be
undertaken including:
• Sensory dimension: the nature, location and intensity
of pain

• Affective dimension: the emotional component and
response to pain

• Impact: on functioning at the level of activities and
participation.

3.1 Pain location

An attempt to locate pain should be made by asking
the patient to point to the area on themselves, and by
using pain maps to define the location and the extent
of pain.
3.2 Pain intensity

Pain assessment should routinely include the use of a
standardised intensity rating scale, preferably a simple
verbal descriptor scale or a numeric rating scale if the
person is able to use these.

(4) Communication

Every effort should be made to facilitate communica-
tion particularly with those people with sensory
impairments (hearing aids and glasses for example).
Self-report assessment scales should be offered in an
accessible format (e.g EasyRead) to suit the strengths
of the individual.

(5) Assessment in people with impaired cognition/

communication

People with moderate to severe communication pro-
blems should be offered additional assistance with
self-report through the use of suitably adapted scales
and facilitation by skilled professionals. In people with
very severe impairment, and in situations where pro-
cedures might cause pain, an observational assessment
of pain behaviour is additionally required. Pain beha-
viours differ between individuals, so assessment
should include insights from familiar carers and family
members to interpret the meaning of their behaviours.

(6) Cause of pain

Careful physical examination should be undertaken to
identify any treatable causes. However, staff should be
aware that pain can exist even if physical examination
is normal.

(7) Re-evaluation

Once a suitable scale has been identified, serial assess-
ment should be undertaken using the same instrument
to evaluate the effects of treatment [95].
Another guidance document was produced in 2013 which
reviews the epidemiology and management of pain in
older people via a literature review of published research.
This document informs health professionals in any care
setting who work with older adults regarding best practice
for pain management [96]. The document is separated
into sections addressing pharmacology, interventional
therapies, psychological interventions, physical activity and
assistive devices and complementary therapies.
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(8) Spain

Spanish geriatricians typically rely on the American
Geriatrics Society (AGS) Panel on Persistent Pain in
Older Persons guideline [88] and the recommenda-
tions of the Assessing Care of Vulnerable Elders
(ACOVE) project (Rand Health 2000). A regional
guideline for the management of chronic pain in older
adults in nursing homes was released in Valencia, but
no geriatricians contributed and it is rarely used. The
Sociedad Española de Geriatría y Gerontología
(SEGG) has published two booklets with recommen-
dations on pain management in older people [95, 97,
98], but these are not used widely either.

(9) Belgium

There are no official clinical guidelines or standards
for the management of chronic pain that focus exclu-
sively on older patients. However, there is a pocket
guide concerning the treatment of pain in older people
written by Belgian pain specialists and geriatricians
[99]. Many hospitals and nursing homes have devel-
oped their own tools and standards. These are mostly
locally available and not widely known.

(10) Switzerland

According to Pautex et al. [100] the management of
chronic pain in older patients has received some atten-
tion in Switzerland recently. In collaboration with the
division of clinical pharmacology and toxicology,
guidelines have been developed in Geneva University
Hospitals for the use of opioids in the older popula-
tion, in particular for those with renal impairment.
Some other local tools might be available in the
German or Italian part of Switzerland [100].
The importance of pain assessment is clearly acknowl-
edged and specific tools and strategies are promoted
in older patients, especially for those with impaired

communication abilities. Furthermore, pain manage-
ment has received increased attention, in stationary
and ambulatory settings, and for different types of
pain. It has been stressed that chronic pain in older
people does require taking into account both the som-
atic co-morbidities and the psychosocial dimensions.
Indeed, chronic pain and associated functional limita-
tions may be an indicator of distress and of a need for
help. The therapeutic response will then address and
highlight the patient’s functional capacities, aiming to
re-mobilise the patient’s resources; pain management
will focus on restoring self-esteem and increasing qual-
ity of life. Treating a concomitant depression requires
a true commitment from the therapist; its benefits are
clearly documented in older patients. However, no spe-
cific standards have yet been devised for the manage-
ment of chronic pain in older patients [101].
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