ABSTRACT: Pain is highly prevalent
in residential care and has a pro-
found effect on every aspect of the
older adult’s life. Pain is reported
less and undertreated in older adults
with cognitive impairment. When
distress behavior is noted in cogni-
tively impaired residents, it is rea-
sonable to assume pain exists and to
commence a trial of analgesics. A
trial of low-dose, long-acting opioids
is indicated when distress behavior
has not responded to neuroleptics
or acetaminophen, either alone or
in combination. Nonsteroidal anti-
inflammatory agents should not be
used for chronic pain in this popu-
lation. Ongoing reassessment and
titration is essential to determine if
pain is the cause of the behavior and
to achieve satisfactory pain control.
Individual responses to opioids vary,
so trying more than one agentis indi-
cated. Using opioids to treat pain in
older adults with cognitive impair-
ment can improve social interaction
and performance of activities of
daily living without causing further
decline in cognitive function.
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Monitoring distress behavior, including need-driven behaviors and
resistance-to-care behaviors, can help caregivers determine if
patients with cognitive impairment are experiencing pain they are

unable to describe.

revalence of pain, particularly

severe disabling pain, is great-

er in the older adult population
than in the general population.'?
Research suggests that pain-related
disability may be due to a diminished
ability to cope with the stress of chron-
ic pain and the diminishing capacity
of the central nervous system to mod-
ulate pain.? Older adults also suffer
from more degenerative musculo-
skeletal conditions, which predispose
them to both acute and chronic pain.*

Unrelieved pain has a profound
effect on the gait and ambulation of
older adults, as well as on their mood,
psychosocial function, appetite, abili-
ty to sleep, and on their self-reported
degree of enjoyment of life.>¢ The
extent to which chronic pain interferes
with daily activities increases incre-
mentally with age.?

With 32% of seniors aged 85 and
older living in residential care facili-
ties,” and up to one-third of deaths in
BC occurring in facilities, many older
adults are spending the last weeks and
months of their lives inresidential care
coping with a terminal illness. The
pain experienced by these older adults
should be aggressively managed to
enhance their remaining life.
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Identifying pain in

older adults

Seniors in residential care are dying
from multiple morbidities, with de-
mentia being one of the most common
terminal illnesses. Cognitive impair-
ment exists in over 70% of those in
residential care.® Individuals with cog-
nitive impairment report pain less and
receive less analgesia than those who
are cognitively intact.”!? For the cog-
nitively impaired, being unable to
communicate leaves them vulnerable
to much suffering from unrelieved
pain. This vulnerability, their reliance
on health care providers to treat their
pain, and the terminal nature of their
illnesses should compel us to err on
the side of treatment at any sign of dis-
tress.!!

While a resident’s intact cognitive
abilities greatly assist the clinician
who is assessing pain by history, cog-
nitive impairment does not necessari-
ly rule out the use of pain scales or
verbal report.'> Using simple language
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Figure. Trial of analgesics for older adults with advanced dementia exhibiting distress behavior.

Adapted from the World Health Organization’s “Three-step analgesic ladder” for cancer pain relief'”

such as “Do you have pain right now?”
and “Where does it hurt?”” to obtain a
verbal report is a direct and concrete
way to question that does not rely on
the resident’s memory or ability to sum-
marize the past week’s experience.
When communication is severely
impaired, the health care provider
must rely on different sources of infor-
mation. Since proxy pain reports by
caregivers and relatives can be unreli-
able,'>'* behavioral observation is
thought to be the best method of as-
sessing pain.'s Behavioral observation
is a process of monitoring distress
behavior throughout the day, some-
times for weeks, watching for associ-
ated events or activities that result in
or exacerbate the distress behavior.

Since there are no specific behaviors
known to reliably indicate pain, it is
important that all distress behaviors
be viewed as a possible sign of pain in
this population. Thus, monitoring must
also include the need-driven behaviors
and resistance-to-care behaviors consi-
dered part of the behavioral and psycho-
logical symptoms of dementia (BPSD).

Though many behavioral observa-
tion scales have been developed,' in
cognitively impaired residents these
scales need to be used in combination
with a rational approach to diagnosis
of pain. The rational approach incor-
porates multiple sources of informa-
tion, including resident report of pain;
professional staff, caregiver, or fami-
ly report of pain; distress-related be-

86 BC MEDICAL JOURNAL VOL. 55 NO. 2, MARCH 2013 www.bcmj.org

havior that is not responding to other
interventions; past or current medical
history of painful conditions or use of
analgesics; newly diagnosed condi-
tions or potentially undiagnosed pain-
ful conditions; and physical examina-
tion and observation during care,
transfer, or mobilization.

Although these sources of infor-
mation may provide a complete pic-
ture of the pain history, its mechanism,
and underlying pathology, it is more
likely that the pain (nociceptive, neu-
ropathic, or both) causing the distress
behavior is due to one or more path-
ologies. In situations where the indivi-
dual is distressed and the cause might
be pain or BPSD, a trial of analgesics

is the best strategy (see Efmey)."’
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Even when there is not compelling
evidence that a particular behavior of
concern is related to pain, a trial of
analgesics should be considered,
based on reports that the prevalence of
pain in residential care was found to
be over 65%'° in one study and up
to 83% in a systematic review.'s

Pharmacological
strategies for pain relief
The American Geriatrics Society has
released an updated version of the
clinical practice guideline on the phar-
macological management of persist-
ent pain in older adults (www.ameri
cangeriatrics.org/files/documents
/2009 _Guideline.pdf).! There are sev-
eral key updates in accepted practice,
and the 2009 guideline also adds the
quality of evidence (QOE) and strength
of recommendation (SOR) for each of
its recommendations.
Acetaminophen is still recommen-
ded as first-line therapy for mild to
moderate pain, particularly musculo-
skeletal pain. Previously, an NSAID
trial was recommended if acetamino-
phen did not control the pain. The
2009 guideline, however, does not
recommend the use of either COX-2
selective or nonselective NSAIDs
because of gastrointestinal, renal, and
cardiovascular toxicity in older adults
(strong QOE, strong SOR). Instead,
the 2009 guideline recommends that
all older adults with moderate to se-
vere pain, pain-related functional im-
pairment, or diminished quality of life
be considered for treatment with opi-
oids (low QOE, strong SOR). Almost
all older adults have a high risk of
experiencing NSAIDs adverse events,
so opioids are considered the safer
choice for pain relief. NSAIDs should
only be used for a day or two for
inflammatory conditions. Otherwise,
they have no role to play in managing
chronic pain in the frail elderly.
Many clinicians have concerns

about the toxicity of opioids in older
adults. A well-designed trial of 352
patients in residential facilities, with
agitation secondary to moderate to
severe dementia, were randomized to
receive usual care or a step-wise pain-
management intervention that includ-
ed regular opioids and adjuvant med-
ications.?® The intervention group had
asignificant reduction in agitation and
pain. There was no significant differ-

their efficacy or adverse events. One
certainty for all opioids, however, is
that there is significant variation in the
optimal dose, so it is important to indi-
vidually select and titrate opioids for
the relief of pain and shortness of
breath. There are also known changes
in the older adult’s metabolism and
excretion that can have a significant
impact on the pharmacokinetics of
opioids.?>?

One certainty for all opioids,
however, is that there is significant
variation in the optimal dose, so it is
important to individually select and
titrate opioids for the relief of pain

ence in activities of daily living or
cognition between the two groups.

Acetaminophen alone is not ade-
quate as a trial of analgesics, as many
older adults live with moderate to
severe pain. If the acetaminophen has
no effect on distress behavior, a low-
dose, long-acting opioid or a short-
acting opioid given every 4 hours
should be added to the resident’s reg-
imen and titrated upwards slowly. It is
essential to titrate the dose up to either
a significant reduction in distress-
related behavior or intolerable side
effects. If the resident exhibits intoler-
able side effects with no reduction in
distress behavior, try another opioid,
since individual response to opioids
varies significantly.?!

No studies have compared differ-
ent opioids in older adults for either
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and shortness of breath.

Codeine and tramadol require en-
zymatic conversion to the active anal-
gesic and are not drugs of choice in
analgesic trials, as they have ceiling
doses and cannot be titrated like opioids
with the parent drug as the analgesic.

Opioids of choice for frail older
adults are those that have no signifi-
cant active metabolites, such as oxy-
codone, fentanyl, buprenorphine, and
methadone. Active metabolites are
thought to contribute to opioid-
induced neurotoxicity,>* a syndrome
that ranges from drowsiness to my-
oclonus, hallucinations, and delirium.
Hydromorphone, despite active meta-
bolites similar to those in morphine, is
preferred in older adults and in those
with renal failure, as its active metabo-
lites are cleared more rapidly than
those in morphine.
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Table. Opioid equianalgesics and starting doses for frail older adults.

Opioid Equianalgesic dose Starting dose* Active metabolites
?gg;?&'??ﬁzsglig? 2 tablets Avoid +++
Morphine 10 mg 2.5-5mg every 4 hours 4+
Hydromorphone 2mg 0.5-1 mg every 4 hours +
Oxycodone 7.5mg 2.5-5mg every 4 hours 0
Fentanyl transdermal*® See note 0
Buprenorphine** See note 0
Methadone® 1mg 1 mg every 12 hours 0

*Fentanyl transdermal patch is not recommended for opioid-naive patients. Previous opioid should be
continued for first 12 hours of fentanyl patch as absorption is delayed. Recommended conversion from

morphine to fentanyl is as follows:

12 pg fentanyl patch = 50 mg oral morphine;
25 pg fentanyl patch = 100 mg oral morphine.

Calculate breakthrough dose based on morphine equivalents of the patch.
**Opioid-naive start at 5 patch and titrate g2 weeks up to maximum of 20 patch. Equivalence of 20
patch is approximately 20 mg of oral oxycodone/day. Effective for moderate pain. Not covered by

Pharmacare.

T Need special licence to prescribe. Variable half-life and dosing.
*Starting doses also apply in cases of chronic renal failure.

Long-acting opioids are preferable
because they provide long-lasting
relief, reduce adverse effects, and take
less time to administer than short-act-
ing opioids.?® Ideally, an individual
would be started on a short-acting opi-
oid and be titrated up to the optimal
dose before switching to a long-acting
opioid, but this process requires high-
er staffing levels than most facilities
can provide. There are long-acting
opioids in low enough doses to initi-
ate these formulations in frail elders,
especially if they have been using
short-acting opioids on an as-needed
basis prior to the initiation of the reg-
ular opioid. A recent addition, bupren-
orphine transdermal patch, is also a
good choice in older adults because it
can be started in opioid-naive patients,
does not need dosage adjustment in
older adults, and needs changing only
once weekly? (see IZH).

Methadone can be an ideal opioid
for frail elders, provided the physician

is familiar with its pharmacology and
drug interactions.?” It can be started at
a dose of 1 mg every 12 hours and
titrated upwards no sooner than once
weekly. Any physician can apply for
an exemption to prescribe methadone
for pain, but education and mentoring
are essential to learning how to use it
safely. Collaboration between physi-
cians and pharmacists will help prevent
drug interactions and ensure safe use.

Frequent reassessment is neces-
sary, as it is rare that the initial dose of
an analgesic will result in satisfactory
pain control. Applying the maxim
“Start low and go slow” assures safe
and effective use of opioids for the
treatment of pain and shortness of
breath in frail older adults, including
those with cardiopulmonary disease.?®

Because much of the pain in older
adults involves a neuropathic compo-
nent, adjuvant medications should be
considered in addition to analgesics.
There is good evidence supporting the

88 BC MEDICAL JOURNAL VOL. 55 NO. 2, MARCH 2013 www.bcmj.org

effectiveness of anticonvulsants to
treat neuropathic pain, but often older
adults cannot tolerate the side effects
of a therapeutic dose.?” Antidepres-
sants are a better choice because they
improve mood, sleep, and appetite in
addition to reducing pain. Although
the evidence shows tricyclic antide-
pressants to be more effective, newer
antidepressants with noradrenaline
receptor action are thought to work
best for pain in older adults, since
many have cardiac conditions or do
not tolerate the side effects of tricyclic
antidepressants. Mirtazepine, venla-
faxine, and duloxetine are better
choices for older adults.*

Regardless of the pharmacologi-
cal strategy chosen, it is important to
titrate one agent or therapy at a time so
that a change can be clearly attributed
to the intervention.

Conclusions

There is ample evidence that pain is
highly prevalent in residential care
and needs to be identified and man-
aged. Distress behavior should be
noted and a trial of analgesics consid-
ered. Studies demonstrate that using
opioids to treat pain in older adults
with dementia results in improved
social interaction and performance of
activities of daily living with no de-
cline in cognitive function.’! Aggres-
sive management of pain to enhance
the quality of life should be a strategy
used by all clinicians working in resi-
dential care.

Competing interests
None declared.

References

1. Brattberg G, Parker MG, Thorsland M.
The prevalence of pain among the oldest
old in Sweden. Pain 1996;67:29-34.

2. Thomas E, Peat G, Harris L, et al. The
prevalence of pain and pain interference
in a general population of older adults:



13.

Practical and strategic pain management in residential care

Cross-sectional findings from the North
Staffordshire  Osteoarthritis  Project
(NorStOP). Pain 2004;110:361-368.

. Karp JF, Shega JW, Morone NE, et al.

Advances in understanding the mecha-
nisms and management of persistent
pain in older adults. Br J Anaesth
2008;101:111-120.

. Davis MP, Srivastava M. Demographics,

assessment and management of pain in
the elderly. Drugs Aging 2003;20:23-57.

. Scudds RJ, Ostbye T. Pain and pain-relat-

ed interference with function in older
Canadians: The Canadian Study of Health
and Aging. Disabil Rehabil 2001;23:654-
664.

. Shega J, Emanuel L, Vargish L, et al. Pain

in persons with dementia: Complex,
common, and challenging. J Pain 2007;
8:373-378.

. Turcotte M, Schellenberg G. A portrait of

seniors in Canada. Ottawa, ON: Statis-
tics Canada; 2007. 301 p. Catalogue no.
89-519-XIE. Accessed 14 July 2010.
www.statcan.gc.ca/pub/89-519-x/89
-519-x2006001-eng.pdf.

. Proctor WR, Hirdes JP. Pain and cognitive

status among nursing home residents in
Canada. Pain Res Manag 2001;6:119-
125.

. Reynolds KS, Hanson LC, DeVellis RF, et

al. Disparities in pain management
between cognitively intact and cogni-
tively impaired nursing home residents.
J Pain Symptom Manage 2008;35:388-
396.

. Torvik K, Kaasa S, Kirkevold O, et al. Pain
in patients living in Norwegian nursing
homes. Palliat Med 2009;23:8-16.

. Congedo M, Causarano R, Alberti F, et
al. Ethical issues in end of life treatments
for patients with dementia. Eur J Neurol
2010;17:774-779.

. Ferrell BA, Ferrell BR, Rivera L. Pain in

cognitively impaired nursing home pa-

tients. J Pain Symptom Manage 1995;

10:591-598.

van Herk R, van Dijk M, Biemold N, et al.

Assessment of pain: Can caregivers or

relatives rate pain in nursing home resi-

dents? J Clin Nurs 2009;18:2478-2485.

14. Horgas AL, Dunn K. Pain in nursing home
residents: Comparison of residents’ self-
report and nursing assistants’ percep-
tions. J Gerontol Nurs 2001;27:44-53.

15. Horgas AL, Elliott AF, Marsiske M. Pain
assessment in persons with dementia:
Relationship between self-report and
behavioral observation. J Am Geriatr Soc
2009;57:126-132.

16. Herr K, Bjoro K, Decker S. Tools for
assessment of pain in nonverbal older
adults with dementia: A state-of-the-
science review. J Pain Symptom Man-
age 2006;31:170-192.

17. World Health Organization. Cancer pain
relief with a guide to opioid availability.
2nd ed. Geneva: WHO; 1996. 63 p.
Accessed 7 January 2012. http://whqlib
doc.who.int/publications/9241544821
.pdf.

18. Fox PL, Raina P, Jadad AR. Prevalence
and treatment of pain in older adults in
nursing homes and other long-term care
institutions: A systematic review. CMAJ
1999;160:329-33.

19. American Geriatrics Society Panel on the
Pharmacological Management of Per-
sistent Pain in Older Persons. Pharma-
cological management of persistent pain
in older persons. J Am Geriatr Soc
2009;57:1131-1346.

20. Husebo B, Ballard C, Sandvik R, et al. Effi-
cacy of treating pain to reduce behav-
ioural disturbances in residents of nurs-
ing homes: Cluster randomized clinical
trial. BMJ 2011;343:d406.5.

21. Smith MT. Differences between and

—

combinations of opioids re-visited. Curr
Opin Anaesthesiol 2008;21:596-601.

22. Smith HS. Opioid metabolism. Mayo Clin
Proc 2009;84:613-624.

23. Dean M. Opioids in renal failure and dial-
ysis patients. J Pain Symptom Manage
2004,28:497-504.

24. Ravenscroft P, Schneider J. Bedside per-
spectives on the use of opioids: Trans-
ferring results of clinical research into
practice. Clin Exp Pharmacol Physiol
2000;27:529-532.

www.bcmj.org VoL. 55 NO. 2, MARCH 2013 BC MEDICAL JOURNAL 89

25. Thomsen AB, Becker N, Eriksen J. Opi-
oid rotation in chronic non-malignant pain
patients: A retrospective study. Acta
Anaesthesiol Scand 1999;43:918-923.

26. Pergolizzi J, Boger R, Budd K, et al. Opi-
oids and the management of chronic
severe pain in the elderly: Consensus
statement of an international expert
panel with focus on the six clinically most
often used World Health Organization
step Ill opioids (buprenorphine, fentanyl,
hydromorphone, methadone, morphine,
oxycodone). Pain Practice 2008;8:287-
313.

27. Gallagher R. Methadone: An effective,
safe drug of first choice for pain man-
agement in frail older adults. Pain Med
2009;10:319-326.

28. Clemens KE, Quednau |, Klaschik E. Is
there a higher risk of respiratory depres-
sion in opioid-naive palliative care pa-
tients during symptomatic therapy of
dyspnea with strong opioids? J Palliat
Med 2008;11:204-216.

29. Oneschuk D, al-Shahri MZ. The pattern
of gabapentin use in a tertiary palliative
care unit. J Palliat Care 2003;19:185-187.

30. Baca E, Roca M, Garcia-Calvo C, et al.
Venlafaxine extended-release in patients
older than 80 years with depressive syn-
drome. Int J Geriatr Psychiatry 2006;
21:337-343.

31. Won A, Lapane KL, Vallow S. Long-term
effects of analgesics in a population of
elderly nursing home residents with per-
sistent nonmalignant pain. J Gerontol A
Biol Sci Med Sci 2006;61:165-169. [1HH



