CLINICAL GUIDELINES ALCOHOL USE DISORDERS IN OLDER ADULTS
*Last Updated January 1, 1997*

SCREENING

RECOMMENDATION

All patients 65 or older should be asked about their use of alcohol at least annually, to identify problem drinking.
RATIONALE

About half of the > 65 population drinks alcohol; 2-4% may have abuse or dependence ("alcoholism").

Older adults have higher blood alcohol levels per amount consumed than do younger adults, due to decreased gastric
alcohol dehydrogenase and lower volume of distribution.

Aging may increase sensitivity to alcohol, particularly in the central nervous system.
90% of older adults use medications, and as many as 100 may interact adversely with alcohol.

o Alcohol combined with H2 blockers, aspirin may raise alcohol levels
benzodiazepines, tricyclic antidepressants, narcotics, barbiturates, antihistamines may increase
sedation, impair psychomotor function
aspirin, NSAIDs may increase bleeding time and cause gastric inflammation and bleeding

o metronidazole, sulfonamides, oral hypoglycemics (tolbutamide, chlorpropamide) may cause
disulfiram-like response, with nausea/vomiting
reserpine, aldomet, nitroglycerine, hydralazine may produce hypotension
acetaminophen, isoniazid, phenylbutazone may increase hepatotoxicity

o antihypertensives, antidiabetic drugs, drugs for ulcers, gout, and heart failure may exacerbate the
underlying disease

o Dbenzodiazepines, narcotics, barbiturates, warfarin, propranolol, isoniazid, and tolbutamide may
alter drug metabolism

SPECIAL ATTENTION TO THE PATIENT WHO USES MORE THAN ONE SUBSTANCE

Be aware of use of other potentially addictive substances in addition to alcohol (prescription drugs like sedatives or
narcotic analgesics, illicit drugs, nicotine); they may interact/reinforce each other.

Added expertise with diagnosis and management, and inpatient treatment may be needed.
CLINICAL CLUES
Memory loss, cognitive impairment

Depression, anxiety
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Neglect of hygiene, appearance
Poor appetite, nutritional deficits
Sleep disruption

Hypertension refractory to therapy
Blood sugar control problems
Seizures refractory to therapy
Impaired balance and gait, falls

Recurrent gastritis and esophagitis

WHAT TO ASK FIRST

"Tell me about your use of alcohol,including any beer, wine, or liquor/spirits."

FOLLOW UP THOSE WHO HAVE HAD ANY ALCOHOL IN THE LAST YEAR, BY ASKING
"On average, how many days per week do you drink alcohol?"

"On a typical day when you drink, how many drinks do you have?"

(I drink = 72 ounces of beer, 5 ounces of wine, or 7.5 ounces of liquor/spirits)

What is the maximum number of drinks you had on any given occasion during the last month?

THEN, ASK THE CAGE QUESTIONS

Have you ever felt that you should Cut down on your drinking?

Have people ever Annoyed you by criticizing your drinking?

Have you ever felt Guilty about your drinking?

Have you ever had a drink (Eye opener) first thing in the morning to steady your nerves or get rid of a hangover?
LAB TESTING

Inadequate sensitivity/specificity for screening

Several may be useful adjuncts for corroboration:
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elevated gamma-glutamyl transpepticlase (GGT), mean corpuscular volume (MCV), carbohydrate-deficient
transferrin (CDT) for suspicion of heavy drinking; blood

alcohol level > 100 mg/dI without intoxication may suggest tolerance

CLASSIFYING YOUR FINDINGS

CLASSIFICATION

LIGHT, SAFE DRINKING

On average, drinking £ 1 drink per day, £ 7 drinks per week, and < 3 drinks on any heavier drinking occasions; 0
CAGE score, and no evidence of dysfunction related to drinking (physical, psychological, or social), and not using
medications that interact adversely with alcohol.

HEAVY AND/OR RISKY DRINKING

On average, > I drink per day, or > 7 drinks per week, or > 3 drinks on heavier drinking occasions; or any drinking
and _ I on the CAGE, or evidence of drinking-related dysfunction, or using alcohol and medications in combinations
that might interact adversely.

Possible alcohol abuse/dependence (DSM-1V)

DEPENDENCE: > 3 of the following criteria met

Tolerance, or requiring more alcohol to get "high"

Withdrawal, or drinking to relieve/prevent withdrawal

Drinking in larger amounts, or for a longer period of time than intended
e  Persistent desire to drink, or unsuccessful efforts to cut down or control drinking

A lot of time spent in activities necessary to obtain or use alcohol or recover from effects

Important occupational, social, or recreational activities given up or reduced due to drinking

Drinking continues despite knowledge of persistent/recurrent physical or psychological problems likely to
be caused/worsened by alcohol

ABUSE: > lof the following criteria met, and has never met criteria for dependence
e  Recurrent drinking resulting in the failure to fulfill major obligations at work or in the home

e Recurrent drinking in situations where it is physically hazardous
e Recurrent alcohol-related legal problems

Continued drinking despite persistent or recurrent social problems caused or worsened by alcohol
INTERVENING/THERAPY

RECOMMENDATION
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Counsel all non-abstainers about safe drinking, intervene if heavy/risky drinking or abuse/dependence. Be alert for
dual diagnoses (i,e. drinking/depression), involve family/caregivers whenever possible but watch for enabling
behavior.

LIGHT, SAFE DRINKING

prevent future drinking problems by periodically counseling on safe drinking

HEAVY AND/OR RISKY DRINKING

brief intervention to reduce risk associated with drinking

Give specific advice on safe amounts/frequency of drinking (on average, < 1 drink per day, < 7 drinks per week, < 3
drinks on heavier drinking occasions)

Counsel against concurrent drinking and use of drugs that interact with alcohol: clinician or pharmacist should
advise if patient unsure of interactions

Recommend no alcohol if planning activities impaired by alcohol (driving, operating machinery, caregiving for
others), give reminder that it takes about I hour for the body to metabolize 1 drink

Point out to patient their specific potential for alcohol-disease interactions, as incentive for following advice on
controlling their drinking

Consider formal prescription or contract with patient, specifying plan to adhere to your advice
ABUSE/DEPENDENCE

stress the need for therapy; avoid terms like "alcoholism" or "addiction"; emphasize adverse effects of drinking on
their health

BEFORE TREATING ABUSE/ DEPENDENCE

Assessment

Psychosocial history/social support

Physical exam, psychiatric exam (consider dual diagnoses such as depression), laboratory testing

Ability to abstain from alcohol for > 5 days?

Planning

Give feedback to patient about problem, emphasize alcohol effects on their overall health

Assess interest/motivation to change
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Review options for treatment
PSYCHOSOCIAL TREATMENT OPTIONS
Self-help groups (i,e. Alcoholics Anonymous)

Professional (i.e. psychodynamic, cognitive-behavioral, counseling, social support, family therapy, age-specific
inpatient/outpatient)

PHARMACOTHERAPY OVERVIEW
Disulfiram - Not effective in clinical trials, limited role in older adults due to cardiac effects

Psychoactive adjuncts - clinical trials of anxiolytics and antidepressants have shown modest benefit if patients have
concurrent anxiety and/or depression

Naltrexone - opioid antagonist; clinical trials (only 1 in older adults) showed it to be a relatively effective adjunct to
psychosocial therapy, reducing likelihood of return to clinically significant drinking and relapse

Future agents (in clinical trials, U.S.A. or Europe) - nalmefene: like naltrexone, an opioid antagonist, but possibly
greater potency and less toxicity; and acamprosate: a derivative of a GABA analogue

USE OF NALTREXONE THERAPY

Criteria for induction

Drinking in last 30 days, or abstinent but craving

Able to abstain for 5 days

Not in renal failure

Acceptable liver function tests (< 4 X normal)

No opioid dependence, opioid-free 7-10 days

Prior to starting treatment

Insist on patient's commitment to start psychosocial therapy (i.e. counseling and/or self-help groups)
Beginning treatment 25 mg/day for 2 days; 50 mg/day thereafter
Monitor response at least monthly, for 3 months

Review compliance with medication

Review any drinking behavior - modify counseling as appropriate, based on consumption
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Review adverse effects (i.e, nausea, headache, dizziness, fatigue, insomnia, anxiety)

Repeat lab testing; discontinue if transaminases > 4 X normal or any bilirubin elevation

Assess need for further treatment at 3 months

FOLLOW-UP

Family/peer support critical for long-term success

Review need for maintenance counseling, for both successfully abstinent, and also refractory patients

Developed by Thomas V. Jones, MID, MPH, Univ. Of Nebraska Med. Ctr. and Omaha VAMC; with Wendy
Adams, MID, Carol Joseph, MID, and the American Geriatrics Society Clinical Practice Committee
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CLINICAL PRACTICE GUIDELINES

The Management of Chronic Pain in Older Persons

AGS Panel on Chronic Pain in Older Persons

BACKGROUND AND SIGNIFICANCE

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

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

Chronic pain is common in older people.** A recent
Louis Harris telephone survey found that one in five older
Americans (18%) are taking analgesic medications regularly
(several times a week or more), and 63% of those had taken
prescription pain medications for more than 6 months.®
Older people are more likely to suffer from arthritis, bone and
joint disorders, back problems, and many other chronic
conditions. This survey also found that 45% of patients who
take pain medications regularly had seen three or more doc-
tors for pain in the past 5 years, 79% of whom were primary
care physicians. Previous studies have suggested that 25 to
50% of community-dwelling older people suffer important
pain problems.”~'? Pain is also common in nursing homes."?
It has been estimated that 45 to 80% of nursing home
residents have substantial pain that is undertreated.'*~'¢
Studies of both the ambulatory and nursing home popula-
tions have found that older people often have several sources
of pain. This finding is not surprising inasmuch as older
patients often have multiple medical problems. A high prev-
alence of dementia, sensory impairments, and disability in
this population make assessment and management difficult.

The consequences of chronic pain among older people
are numerous. Depression,'"'*171% decreased socializa-

tion,'""!* sleep disturbance,'""'* impaired ambulation,'"-'*'?

These guidelines were developed and written under the auspices of the American
Geriatrics Society (AGS) Panel on Chronic Pain in Older Persons and approved
by the AGS Board of Directors on March 6, 1998.

Address correspondence and reprint requests to Patricia Connelly, Senior Direc-
tor, Special Projects and Education, American Geriatrics Society, 770 Lexington
Avenue, Suite 300, New York, NY 10021.

and increased healthcare utilization and costs'® have all been
associated with the presence of pain in older people. Al-
though less thoroughly described, many other conditions are
potentially worsened by the presence of pain, including gait
disturbances, slow rehabilitation, and adverse effects from
multiple drug prescriptions.

Psychosocial factors are known to be associated with
pain in older patients. Keefe et al. (1987) have shown that
older adults with good coping strategies have significantly
lower pain and psychological disability.>® Depression is often
associated with pain in the older patient. Parmelee et al.
(1991) showed a statistically significant correlation between
pain and depression among nursing home residents even after
controlling for self-reported functional status and physical
health.'® Older patients with cancer pain rely heavily on
family and informal caregivers.”?’ For these patients and
caregivers, pain can be a metaphor for death, resulting in
substantial suffering.*?

Classifying chronic pain in pathophysiologic terms may
help the clinician select therapy and determine prognosis.?
Treatment strategies targeted specifically to underlying pain
mechanisms are likely to be most effective. Although it is
beyond the scope of this guideline to describe the pathophys-
iology of individual pain syndromes in detail, most syn-
dromes can be classified into four basic categories. This
classification system, with examples, is shown in Table 1.
Nociceptive pain may be visceral or somatic and is most often
derived from stimulation of pain receptors.”* Nociceptive
pain may arise from tissue inflammation, mechanical defor-
mation, ongoing injury, or destruction. Examples include
inflammatory or traumatic arthritis, myofascial pain syn-
dromes, and ischemic disorders. Nociceptive mechanisms
usually respond well to traditional approaches to pain man-
agement, including common analgesic medications and non-
pharmacologic strategies. Neuropathic pain results from a
pathophysiologic process that involves the peripheral or cen-
tral nervous system.”® Examples include trigeminal neural-
gia, post-herpetic neuralgia, poststroke central or thalamic
pain, and postamputation phantom limb pain. These pain
syndromes do not respond as predictably as nociceptic pain
problems to conventional analgesic therapy. However, they
have been noted to respond to unconventional analgesic
drugs such as tricyclic antidepressants, anticonvulsants, or
anti-arrhythmic drugs.?® Mixed or unspecified pain is often
regarded as having mixed or unknown mechanisms. Exam-
ples include recurrent headaches and some vasculitic pain
syndromes. Treatment of these syndromes is more unpredict-
able and may require various trials of different or combined
approaches. Finally, when psychological factors are judged to
have a major role in the onset, severity, exacerbation, or
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Table 1. Pathophysiologic Classification of Chronic Pain

Nociceptive pain
Arthropathies (e.g., rheumatoid arthritis, Osteoarthritis,
gout, posttraumatic arthropathies, mechanical neck and
back syndromes)
Myalgia (e.g., myofascial pain syndromes)
Skin and mucosal ulcerations
Nonarticular inflammatory disorders (e.g., polymyalgia
rheumatica)
Ischemic disorders
Visceral pain (pain of internal organs and viscera)
Neuropathic pain
Postherpetic neuralgia
Trigeminal neuralgia
Painful diabetic polyneuropathy
Post-stroke pain (central pain)
Postamputation pain
Myelopathic or radiculopathic pain (e.g., spinal stenosis,
arachnoiditis, root sleeve fibrosis)
Atypical facial pain
Causalgia-like syndromes (complex regional pain
syndromes)
Mixed or undetermined pathophysiology
Chronic recurrent headaches (e.g., tension headaches,
migraine headaches, mixed headaches)
Vasculopathic pain syndromes (e.g., painful vasculitis)
Psychologically based pain syndromes
Somatization disorders
Hysterical reactions

persistence of pain, this is described as psychogenic pain.
Examples may include conversion reactions and somatoform
disorders.?” Patients with these disorders may benefit from
specific psychiatric treatments, but traditional medical inter-
ventions for analgesia are not indicated.

Age-associated changes in pain perception have been a
topic of interest ever since older adults have been observed to
present with unusually painless manifestations of common
illness.?® 3! Neuroanatomic and neurochemical findings
have shown that the perception of pain and its modulation in
the central nervous system are extremely elaborate and com-
plex.?*7** Unfortunately, little is known about the effect of
age alone on most of these complex neural functions. Al-
though there may be altered transmission along A-delta and
C nerve fibers associated with aging, it is not clear how this
might affect an individual’s experience of pain.**° Experi-
mental studies of pain sensitivity and pain tolerance across all
ages (young and old persons) have had mixed results. In the
final analysis, age-related changes in pain perception are
probably not clinically significant.?

The most common strategy for pain management is the
use of analgesic drugs. Unfortunately, older patients have
commonly been systematically excluded from clinical trials of
such drugs. In a 1993 report of 83 randomized trials of
nonsteroidal anti-inflammatory drugs (NSAIDs), which in-
cluded nearly 10,000 subjects, only 2.3% were aged 65 or
older and none were aged 85 or older.?” Although older
people are more likely to experience the side effects of anal-
gesic medications, they also appear to be more sensitive to
analgesic properties, especially those of opioid analgesics. For

example, single-dose studies comparing younger and older
subjects with postoperative and chronic cancer pain have
observed higher peak pain relief and longer duration of
action among older subjects for morphine and other opioid
drugs.>$-%°

The use of opioid analgesic drugs for chronic non-
cancer-related pain remains controversial.*! Reluctance to
prescribe these drugs has probably been overinfluenced by
political and social pressures to control illicit drug use among
people who take these medications for emotional rather than
medical reasons.** However, addictive behavior among pa-
tients taking opioid drugs for medical indications appears to
be very low.*"*>=* This is not to suggest that morphine and
other opioid drugs should be used indiscriminately but only
that fear of addiction and other side effects does not justify

failure to treat severe pain, especially in those near the end of
life.

GUIDELINE DEVELOPMENT PROCESS
AND METHODS

The American Geriatrics Society has published position
papers on the care of patients near the end of life.***” In these
publications the Society has promoted the goals of comfort
and dignity for all patients near the end of life. Inherent in
these goals is the obligation of clinicians to provide effective
pain management in all cases, even if doing so may hasten
death by a few hours or days.

Clinical practice guidelines have been published by the
Agency for Health Care Policy and Research to address the
management of acute and postoperative pain,*® the manage-
ment of cancer pain,*” and the management of acute back
pain.*® Guidelines have also been published by the American
Pain Society®! on analgesic medication for acute pain and
cancer pain. These guidelines have been broad in scope, but
they generally have not included considerations that are
unique to the care of older patients. Treatment for chronic
non-cancer-related pain has often been neglected, especially
among those with nonterminal illness. Alternative care set-
tings such as nursing homes and homes also present unique
challenges about which previous guidelines have not been
especially sensitive.

This project was organized to develop clinical practice
guidelines specifically for the management of chronic non-
cancer-related pain in older persons. The goals were to pro-
vide the reader with an overview of broad principles of
chronic pain management as they apply specifically to older
people and with specific recommendations to aid in decision
making about pain management for this population. This is
not meant to be an exhaustive, academic treatise on the
subject but, rather, a practical and usable guide for clinicians
so that they may rapidly upgrade their skills in the manage-
ment of chronic pain problems common in the geriatric
population. We have tried to avoid duplication of the work of
previous guideline panels. These guidelines focus on issues
that are unique to the geriatric population and on areas that
have been omitted or less well developed in previous publi-
cations. We hope that our efforts will be helpful to clinicians
in practice as well as to researchers and policy makers.
Ultimately, we hope the beneficiaries of this work will be our
patients who require effective pain management to maintain
their dignity and quality of life.

The recommendations that follow are largely derived
from consensus among a panel of experts from the fields of
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geriatrics, pain management, psychology, pharmacology,
and nursing. After an extensive search of the medical litera-
ture for data-based publications on the subject of pain in
older (or aged) persons, members of the panel abstracted and
reviewed the reports. It is important to note that existing
evidence-based literature on the assessment and management
of chronic pain - specifically in older people — was found to be
very limited in sample and design. Much of the literature
presented chronic pain in a disease-specific approach, and the
number of pain-producing diseases studied was very large.
Few randomized clinical trials were identified, and meta-
analyses were nonexistent. Outcome data were not adequate
to suggest definitive algorithms in most clinical situations.
Panel members sometimes drew on data derived from studies
of younger patients that could be extrapolated reasonably to
older persons. However, data-based literature describing
chronic pain in younger populations could not always be
extrapolated easily to the oldest old or to the alternative care
settings where older patients are often encountered. Once the
literature review was completed, panel members formulated
recommendations and then reassessed them to produce the
set of recommendations for external review by a variety of
experts from other organizations with interest in this subject.

Many issues in chronic pain management are beyond the
scope of this limited project and so are not addressed by
guideline recommendations. Clearly, a number of barriers
still stand in the way of the improvement of pain management
in clinical practice; these barriers often involve larger issues of
medical education, attitudes, medical economics, law, and
health systems organization. We hope that this initial work
will stimulate others to collaborate, study, revise, and de-
velop new solutions for the significant issues not addressed by
this panel.

The guidelines for improving clinical practice have been
divided into four sections: Assessment of Chronic Pain in
Older Persons, Pharmacologic Treatments of Chronic Pain in
Older Persons, Nonpharmacologic Strategies for Pain Man-
agement in Older Persons, and Recommendations for Health
Systems That Care for Older Persons. For each section,
general principles are presented with specific references pro-
vided, followed by the panel’s recommendations for improv-
ing clinical assessment and management of chronic pain in
older persons.

ASSESSMENT OF CHRONIC PAIN IN
OLDER PERSONS

General Principles

A thorough initial assessment is crucial to understanding
the causes and pathophysiology of chronic pain in the older
adult.>? Pain management is most successful when the under-
lying cause of pain is identified and treated definitively.
Inherent in the assessment of chronic pain is the need to
evaluate acute pain that may indicate new concurrent illness
and to distinguish this from exacerbations of chronic pain.
Among those for whom the underlying cause is not remedia-
ble or only partially treatable, a multidisciplinary assessment
and treatment strategy is often indicated.’® It should be
remembered that there are no objective biological markers
for the presence of pain. The most accurate and reliable
evidence of the existence of pain and its intensity is the
patient’s report.®> Even patients with mild to moderate cogni-
tive impairment can be assessed with simple questions and

screening tools.'®*=>8 Health care professionals as well as

family and informal caregivers must believe patients and take
their reports of pain seriously.

Older patients themselves may present substantial barri-
ers to accurate pain assessment.’® They may be reluctant to
report pain despite substantial physical or psychological im-
pairment.'* Not only do older people expect pain with aging,
but they often describe discomfort, hurting, or aching rather
than use the specific word pain.’” They may be reluctant to
talk about pain because they may fear the need for diagnostic
tests or medications that have side effects. For some patients,
pain is a metaphor for serious disease or death. For others,
pain and suffering represent atonement for past actions.>*
Sensory and cognitive impairment, common among frail
older people, make communication more difficult. Fortu-
nately, pain can be assessed accurately in most patients by the
use of techniques adapted for the individual patient’s needs
and handicaps.'®*®

Specific Recommendations

I. On initial presentation of any older person to any
health care service, a health care professional should
assess the patient for evidence of chronic pain.

II. Any persistent or recurrent pain that has a significant
impact on function or quality of life should be recog-
nized as a significant problem.

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

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

V. For those with cognitive or language impairments,
reports from a caregiver should be sought.

VI. Conditions that require specific interventions should be
identified and treated definitively if possible.
A. Underlying disease should be managed optimally.
B. Patients who need specialized services or skilled

procedures should be referred for consultation to a

healthcare specialist who has expertise in such ser-

vices and procedures.

1. Patients identified as having debilitating psychi-
atric complications should be referred for psy-
chiatric consultation.

2. Patients identified as abusing or as being ad-
dicted to any legal or illicit substance should be
referred for consultation with an expert who
has experience in pain and addiction manage-
ment.

3. Patients with life-altering intractable pain
should be referred to a multidisciplinary pain
management center.

VII. All patients with chronic pain should undergo compre-
hensive pain assessment. (Figure 1 provides an example
of a medical record form that can be used to summarize
the initial pain assessment.*”)
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GERIATRIC PAIN ASSESSMENT

Date:

Patient’s Name

Medical Record Number

Problem List: Medications:

Pain Description:
Pattern: Constant Intermittant Pain Intensity:
Duration: 01 2 3 4 5 6 7 8 9 10
Location: None Moderate Severe
Character:
Lancinating Burning Stinging Worst Pain in Last 24 hours:

Radiating Shooting Tingling

Other Descriptors:

Exacerbating Factors:

01 2 3 4 5 6 7 8 9 10
None Moderate Severe

Mood:

Depression Screening Score:

Gait and Balance Score:
Impaired Activities:

Relieving Factors:

Sleep Quality:
Bowel Habits:

Other Assessments or Comments:

Most Likely Cause of Pain:

Plans:

Figure 1. Example of a medical record form that can be used to summarize pain assessment in older persons.””
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A. Comprehensive pain assessment should include a
medical history and physical examination, as well
as areview of the results of the pertinent laboratory
and other diagnostic tests, with the goals of record-
ing a temporal sequence of events that led to the
present pain complaint and establishing a definitive
diagnosis, plan for care, and likely prognosis.

B. Initial evaluation of the present pain complaint
should include characteristics such as intensity,
character, frequency (or pattern, or both), loca-
tion, duration, and precipitating and relieving fac-
tors.

C. Initial evaluation should include a thorough anal-
gesic medication history, including current and
previously used prescription medications, over-
the-counter medications, and “natural” remedies.
The effectiveness and any side effects of current and
previously used medications should be recorded.

D. Initial evaluation should include a comprehensive
physical examination with particular focus on the
neuromuscular system (e.g., search for neurologic
impairments, weakness, hyperalgesia, hyper-
pathia, allodynia, numbness, paresthesia) and the
musculoskeletal system (e.g., palpation for tender-
ness, inflammation, deformity, trigger points).

E. Initial evaluation should include evaluation of
physical function.

1. Evaluation of physical function should include
a focus on pain-associated disabilities, includ-
ing activities of daily living (e.g., Katz ADLs,®°
Lawton IADLs,°! FIMS,®? Barthel Index®3).

2. Evaluation of physical function should include
performance measures of function (e.g., range
of motion, Up-and-Go Test,** Tinetti Gait and
Balance Test®’).

F. Initial evaluation should include evaluation of psy-
chosocial function.

1. Evaluation of psychosocial function should in-
clude assessment of the patient’s mood, espe-
cially for depression (e.g., a geriatric depression
scale,®® CES-D scale®”).

2. Evaluation of psychosocial function should in-
clude assessment of the patient’s social net-
works, including any dysfunctional relation-
ships.

G. A quantitative assessment of pain should be re-
corded by the use of a standard pain scale (e.g.,
visual analogue scale, word descriptor scale, nu-
merical scale®® ©®) (see Figure 2).

1. Patients with cognitive or language barriers
should be presented with scales that are tailored
for their needs and disabilities (e.g., scales
adapted for speakers of a foreign language,
scales in large print, or scales for the visually
impaired that do not require visual-spatial
skills).

2. Quantitative estimates of pain based on clinical
impressions or surrogate reports should not be
used unless the patient is unable to reliably
make his or her needs known.

VIII. Patients with chronic pain and their caregivers should
be instructed to use a pain log or pain diary with

regular entries for pain intensity, medication use, re-
sponse to treatment, and associated activities. (Figure 3
provides an example of a medical record form that can
be used as a pain diary or to record pain assessments
over time®?).

IX. Patients with chronic pain should be reassessed regu-
larly for improvement, deterioration, or complications
attributable to treatment. The frequency of follow-up
should be a function of the severity of the pain syn-
drome and the potential for adverse effects of treat-
ment.

A. Reassessment should include evaluation of signifi-
cant issues identified in the initial evaluation.

B. The same quantitative assessment scales should be
used for follow-up assessments.

C. Reassessment should include an evaluation of an-
algesic medication use, side effects, and adherence
problems.

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

PHARMACOLOGIC TREATMENT OF CHRONIC
PAIN IN OLDER PERSONS

GENERAL PRINCIPLES

The most common treatment of pain in older people
involves the use of analgesic drugs.”®> All pharmacologic
interventions carry a balance of benefits and burdens. The
patient should be given an expectation of pain relief, but it is
unrealistic to suggest or sustain an expectation of complete
relief for some patients with chronic pain.*” The goals, ex-
pectations, and tradeoffs of possible therapies need to be
discussed openly. A period of trial and error should be
anticipated when new medications are initiated and while
titration occurs. Review of medications, doses, use patterns,
efficacy, and adverse effects should be a regular process of
care, and seemingly ineffective drugs should be tapered and
discontinued.

Although older people are more likely to experience
adverse reactions, analgesic drugs are safe and effective for
use by this population.”® For some classes of pain-relieving
medications (opioids, for example), older patients have been
shown to have increased analgesic sensitivity.>®~*%7! How-
ever, because the older population is heterogeneous, opti-
mum dosage and side effects are difficult to predict. Recom-
mendations for age-adjusted dosing are not available for
most analgesics. The adage “start low and go slow” is prob-
ably appropriate for most drugs known to have high side-
effect profiles in the older adult.”””! In reality, dosing for
most patients requires careful titration, including frequent
assessment and dosage adjustments, to optimize pain relief
while monitoring and managing side effects.

Pharmacologic therapy is most effective when combined
with nonpharmacologic strategies to optimize pain manage-
ment.*>>”> Analgesic drugs should also supplement other
medications directed at definitive treatment or optimum
management of underlying disease. It is recognized that there
are major potential problems with multiple drug use by older
patients. However, polypharmacy (the use of more than one
agent to effect a therapeutic endpoint) may be necessary to
minimize dose-limiting adverse effects of a particular drug
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Figure 2. Examples of pain intensity scales for use with older patients. 1. A faces scale.’®:*® Reprinted from Pain 1990;41(2):139-150,
with kind permission of Elsevier Science — NL, Sara Burgerhartstraat 25, 1055 KV Amsterdam, The Netherlands. 2. Visual analogue

scales.*8+

class.*” Combining smaller effective doses of differing drug
classes may produce pain relief without as much risk of the
side effects associated with higher doses of a single medica-
tion. Close monitoring is important when multiple medica-
tions are prescribed, particularly for patients with concurrent
medical problems.

In older patients, the chronic use of NSAIDs is associated
with a high frequency of adverse effects.”>””® The risk of
gastrointestinal bleeding associated with NSAID use in a
general population is about 1%. For those aged 60 or older,
the risk reaches 3 to 4%, and for those aged 60 or older with
a history of gastrointestinal bleeding, the risk is about 9%.””
The relative risks and benefits of NSAIDs should be weighed
carefully against other available treatments for older patients.
For most patients with mild to moderate pain from degener-
ative joint disease, acetaminophen provides satisfactory pain
relief with a much lower risk of side effects than with NSAID
drugs.”®”® The concomitant administration of misoprostol,
histamine,-receptor antagonists, proton pump inhibitors,

and antacids is only partially successful in reducing the risk of
gastrointestinal bleeding associated with NSAID use,%°~%2
and the side-effect profiles of these additional medications in
this population must be weighed against their potential ben-
efits.®? It should also be remembered that these gastrointesti-
nal protective drugs do nothing to prevent the renal impair-
ment and other drug-drug and drug-disease interactions
commonly associated with NSAIDs. For many patients,
chronic opioid therapy, low-dose corticosteroid therapy (for
those with inflammatory conditions), or other adjunctive
drug strategies (e.g., the use of antidepressants or anticonvul-
sants for neuropathic pain) may have fewer life-threatening
risks than does long-term daily use of high-dose NSAIDs.
Table 2 lists some examples of NSAID choices as well as
acetaminophen.

The use of opioid drugs for chronic non-cancer-related
pain remains controversial, but they are probably underuti-
lized in the treatment of older people.” Table 3 provides
examples of some opioids used for treating chronic pain in
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Date:

Patient’s Name:

CHRONIC PAIN RECORD

Pain Medications and Directions:

Medical Record Number

Pain Scale Used*

Date

Time

Pain Intensity*

Activity

Action

Results

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

Figure 3. Example of a medical record form that can be used to document pain control over time.®” Additional columns may be added
to monitor side effects or the use of other treatments.



642 CLINICAL PRACTICE GUIDELINES MAY 1998-VOL. 46, NO. 5 JAGS

) older persons. Fears of drug dependency and addiction are
2 g g g < often exaggerated by the desire to reduce illicit drug use in
S E = = = society. The prevalence of narcotic abuse among older people
< 17} .
w| BB %0 5 g g is not known, but those aged 60 or older account for less than
c| @ @ g > = .
21288 33 = 1% of patients attending methadone maintenance pro-
| oo o 9Q 5
S| ESS 5 2 ° grams.®® Fears of drug dependency and addiction do not
C Q . . . N . .
o| Eaa Q o £ ustify the failure to relieve pain, especially for those near the
g| & o k. justify ; y
083 3 > B end of life. Some state agencies have released prescribin
£ o o % o > = 3]
8| cc¢c SE9 g guidelines for the appropriate use of narcotic analgesic drugs
o| ES& 0o o 3 2 . . 85.87
o g 30 S n 8 S g for chronic non-cancer-related pain.®
A A — = . . . . .
Tl g Q0 s 8o £ 3 The doses of opioid analgesic medications needed for the
[ é [ « O O = %) . .
©f£LQ S, 3 s = treatment of non-cancer-related chronic pain are often
) = . . .
S| 4 9 2T o £ 3 smaller than those used for cancer-related pain. Monitorin
S| &3 3 b=+ - : o ;
5| 500 00> 2 = the side effects of opioid therapy should focus on neurologic
Rolhe] S=3 = . ) . .
8 % c c c 58 2 8 and psychologic functions such as sedation, concentration,
o) =1 = . . . . . .
il 322 25 2 § £ and ability to drive. Side effects such as impaired conscious-
Y —_— . . .
ST O T 0 g P E ness, hypoxia, myoclonus, and pruritus rarely occur with the
jefolie! el Ty '
Q09 Q2 v g5 s 2 use of low- to moderate-dose opioid therapy, especially when
g3 23¥° | ’
= 2 = doses are started low and escalated slowly.
£ 3
s £ The so-called adjuvant analgesic drugs are medications
5 > 2 = 35 not classified formally as analgesics but found to be helpful
8 = = s =
S0 .2 o E 5 = i.e., they reduce pain) in certain intractable pain syn-
o € c O X > 5 £ 2Z
S298E€E 25 ° g dromes.”® The term adjuvant, although used frequently, is a
ol o288 3% 2 % misnomer because these non-opioid drugs may be the pri-
O 9B DS, E* =R mary pain-relieving pharmacologic intervention in certain
Yy p
91 OO0 T2 = o g ° > ..
& g Sogt ° S < ¢ 8 cases. Table 4 provides some examples of non-opioid drugs
< — = T 5T . . .
O| 35 g o8 9c i ) g2 < that may help certain kinds of pain. The largest body of
o N = 58 . . . .
ol EESES5ES5E~T® A5 x5 literature concerns the use of tricyclic antidepressants.®®%”
| XESgg2Q o = £= . . . ! .
e} g o5 = ‘g [Sge) § ; e The newer antidepressants (including selective serotonin-
o} 7 g7 SN |
S| o 8 g g2 52 g 80 [529 reuptake inhibitors (SSRIs)) often have fewer side effects but
£ _§ 55922 LE0G ¢ s have not been demonstrated to be very effective as analge-
- C O P — [ . . .
S|l o535 § S _2FLE|E0D sics.®” Anticonvulsants (e.g., carbamazepine) have also been
el g8 5 ° 5 'é -% 56 o EE; shown to be helpful in some conditions.*® It has been ob-
% g sRe8 e 55930 % served that failure of response to one agent does not neces-
— = . . . .
SES>EESS28 |z sarily predict the response to another agent within the same
SEHS8coc=2 ;0 |£5E v P . >
PBCEOOEQRT |Zes class. Although antidepressants and anticonvulsants may be
TGO B a o 4
5 8 used simultaneously for some refractory neuropathic pains
c =5 5
- gx2 . . ) .
% =g this increases the potential for adverse drug reactions, partic-
» 29 . .
& 555 ok 555 ularly in the older patient. Unfortunately, many of these
— cC C 3] . . .
ccc BB Sk drugs have high side-effect profiles in older adults. It should
[T o 0O =) .. K
z Q00 tolhe gy be remembered that non-opioid drugs are often only partiall
1) )| ©T O 2 54 . .88
2| 2 ccc < c a8 F successful and rarely provide complete relief.°® They are
S o 558
E| 3| 0o - - &z 3 often most effective when used for baseline pain management
gl ol 0 Ll v . .
Sl eglTye © © 225 and when supplemented by other specific analgesic drugs for
o .
= 2 % :g f % :g FEE breakthrough pain. .
Elzlssw - %é = The timing of medications is important.”> For continu-
<| 2|99q NN SR ous pain, medications are best given on a regular basis.
—=| 2| 2905 > > 505 e ; e
EEE € E L®x Additional doses may be required before activities that are
] ER:
e 2399 == B known to exacerbate pain. Chronic pain is an exhausting
= [N eN] o O S'=g .
o - ? . . . .
2 LY 8 829 experience.”® Deconditioning, poor sleep, and poor eatin
i <t < AN — 0 =5 O ] 14 b}
S E&g habits can result from unrelieved pain.'* Most patients can
Z = §gs cope better if analgesic drugs are prescribed in an effort to
o o - [SEREEE] p
= c = T TS support appropriate exercise, enjoyable activities, and a good
< S S = 3 5% g¢ p > ENjoy >
g E\ 2 > _ 8 EEE 5¢ night’s sleep. With these goals in mind, the clinician should
—— 7o B = . . . . .
= c o E== E28enms simplify drug regimens as much as possible, and patients and
g & = &2 E £8EESZ . e .
£l ol % T P> SE2LE s caregivers should have some flexibility in designing regimens
E| 2| & =737 5% c3mTas for their particular needs and life styles.”* Clinical endpoints
slals 2¢ o 22 FEEEEE p yles. p
k5] b 5= 3 .. .
5 o = 83 ESSC 28 for pharmacologic interventions should not concentrate on
< =5 % £ 2 o % e reduced drug dose but rather focus on decreased pain, im-
; £90sgs o g 3 .
o % £5 3 552 “é go=3 g proved function, and improved mood and sleep.
5= =) .. . . .
,.'T% 2 § 257 SE0=<S Economic issues do play a major role in current pain
= 5 management and should enter into decision-making pro-



643

CLINICAL PRACTICE GUIDELINES

MAY 1998-VOL. 46, NO. 5§

JAGS

“3n1p Y Jo L3AndE SULIDI[E INOYIIM UOLSISUT 1IsEd 10§ donesa[dde uo papjurrds syuaruod pue pauado aq ued sansde)

“SuIsop Inoy 7[-§ A1oAY
“Sursop oy 47 A1oag,

*A11ATIOR 9SEI[AI-SNONUIIUO0D dp1A0Id 01 PaIe[NUIIO] SB Pasn aq ISNW LY [ "PIA[OSSIP 10 ‘paysnid ‘uaxoiq aq 03 70u dxe suoneredard asay 1,
TAl I ! P! pasef }sep q UL "PIAJOSSIp 10 "pay 019 29 ! YL«

U vc-81h

oye} Aew asop isJi JO s109ye Mead

‘ured ybBnouypiealq Joy soisebleue
ases|al-a1eIpawwl Buisn Amols arei |

ured ybnouypiealq Joy Alessadsu
uayo pioido asesjaJ-a1eipaww|
ured ybnouypiealiq Joy Aiessadau usyo
oisebjeue ploido ases|ai-a1elipawlLll
‘uolye|nwinooe Bnup ajqissod
10 @sneoaq A|Mo|s 8sop 81e[eds]

slopJosip
ured 21UOJYD SNONUIUOD JO} (Y
—¢ b) Ailsnonunuos aaIb ‘uojwod o1
o]eJ1l} pue MO| Jels ‘eulydiow o} Jejiwis

9SOP WNWIXBW PapUsWILLIODa) PadIXd
10U op ‘Aues weiboud jomoq uibaq

‘{S10940 9pIs 1wanaid pue sredionuy
9SOP WNWIXBW PapUSWILLIODa) PasIXe
10U op ‘Ales weiboid |omoq uibaqg

{s10040 apIs Juanaid pue ayedionuy

9SOP WNWIXBW PapUSWILLIODSI PadIXd

10U op ‘Apes weiboid [pmoq uibag
s100y0 apis juanaid pue siedionue
‘ured o1poside 4o} 8sn jusnIWIBIUI
‘ured snonuIUOD JO} @SN SNONUIIUOD

{JOJWIOD 0} B)eJ}} pPUB MO| UEIS

(uonoe jo uoneinp Aep-g Joy
paubisap sayoled |ewlapsue))
yened Jopjo ury g/

paaoxa Aew Aunioe aAnosyg

aulydiow
pases|al-paulelsns 0} Je(lwIS

vasul abeyoed
uo papuswwoal ueyy Buisop
1uanbaJy aJow salinbal Ajpiey

Jejiwis Ayo1xoy {(y g) suiydiow
ueyl Jepoys aq Aew ajl|-jeH

juabe a|buls

B SE 9|ge|l_AB S| SUOPOIAXO

‘oulydiow o} Jejiwis A10IXo}

{9SOp Wi suoleuIquwod
«dIVSN-usydouiwe}edy

aulydiow oy Jejiuwis AJoIxo}

{9SOp W] SUOIBUIqUIOD
«QIVSN-uaydou|wejaoy

anssi Jofew e s| uonedisuod

{9SOp Wi suoleuIquwod
+QIVSN-usydou|weledy

s109)10 apIs 0} 9|doad JabunoA
uBy} 9AI}ISUSS aJow aJe s|doad
Jop|o :ajij-jey Sielpawiisiy|

sjuaiyed aAleu-ploldo
Ul papuUsWILIODdI
jou y/b7 Gg<
y gl b sesop
papIAIp Ul soisebleue
Joud |e10} Jo jusjeAinbs
Uz 4oy gl b bw oz-0L
y g b sesop
papIAIp ul soisabjeue
Joud [e10} JO jusjeAinba
Uz doy gl bBw og-gt

Y v—¢ b bw gy

y y-¢ b bw o1-5

y y-¢ b bw 01-g

y 9- b bw 09-0¢

y ¥ b Bw og-G1

(pesul
abeyoed 9s9s) YN

Bw 0g-02

Bw og

Bw g2

Bbw 0g-02

Bw og

Bbw oz}

Bw og

(o1sebeunq) |Aueiusy [ewlspsuel |

(UnUo2AXQ)
BUOPOIAXO ,8SES|I-PaUIRISNS

(+4S ydiowelQ g, ‘Ueipey 4 ‘URUOD
SIN) dulydiow ,esesjai-pauleisng
sBbnip Buoe-buo

(p1pnejq) suoydiowolpAH

(19002184 ‘x0JA] ‘uepodlad
‘Y| AXQ ‘@uopo2IX0y) 8UOPOIAXD

(s1oyo
‘gepno] ‘uspool/\) SUOPOD0IPAH

(suoireulquiod Jay10 ‘aulepod
yum [ous|A] ‘eulepod uied) sulepon

(HISIN ‘louexoy) ayejns aulydio
sbnip Bunoe-uoys

SUOIIEPUBWILLIODSY pue SUolNeodald

s100)3 Bulby

abeso(q buipers

WwieeAInby el

Bniqg

s8ni( o1saS[euy proidQ "¢ 9|qe,




JAGS

"UOTIdUN [BUAI = JY $51891 UONDUNJ AT = [ 7T Ownpaq 1e 10 dag[s Jo 1oy = GH ‘WeISoIpIed0nda[d = HF fWAISAS SNOAIIU [BAUD = GND) SIUN0D ]2 poo[q 219[dwod = HgD

MAY 1998-VOL. 46, NO. 5

AWliqeIl SND 0} 8np uofeNUIUOSIP
1dnige pioAe ‘uonounisAp aoueRJIB9|D pasealosp swiseds
Areuun ‘ssauyeam Jo} JOJUOIN pue AlAlISUSS pasealoul 8|qeqold a|osnw ‘ured olyredoinaN Bw g usjojoeg
sjuabe Jayi0

pabeuew aq UedD suoljeIo} e
olweuApoway pue ‘|0Juod Aemile
‘wnuIep ‘eJnzies aJaym JUSWUOIIAUS
paJoliuow e ul Ajuo 3se} onsoubelp

‘ured olyjedounau Jo} soileyiseue sa1nuIw
[8D0] [BJO JBY}0 IO BUIIS|IXaW 08-G| Aione auIeo0opI (SnouaAeJiul)
0} asuodsal Jo Jojoipald |njesn aq Ae uowiLlod wnuieQg 1891 2nsoubelq pasnjul By/6w G-¢ SOl18Y31sauy [e007]
Buisop
pib-pi1 01 814111 {SHDHT dN-MO||0}4 JN220 seiIselosAp poo|q
pue |efiul puswiwoosal ‘AiMols a1elyy  pue abewep oljeday Ajases ‘Uowiwod
pue 8sop MO| YIM Uels ‘osessip Ueay aJe seisayisaled ‘ssaulpeaisun
Buisixe-aid yum sjuaized Ul 8sn PIOAY  ‘SSBUIZZIP ‘dowal} SB YyoNs S}09ye apIS ured oiyyedoinaN Bw oS (InIxeN) sunaIXaN

solwyihye-juy
pi Bw 008-001 papodal
Ajjeroposue Aoeoiyse Joy abues asop
‘eixele ‘Buijjoms spjue ‘B9 ‘s1oays
apIs 211eJIOUASOIpI JO} Jojuow Buisop
pii O} 81eJ} ‘paysI|gesIse 184 jou

sasop olyredoinau {1098 o} Aimols dn auidezeweqied uey} s}oayd
aleJy} pue (Bw QQ}) 9SOp MO| YIMm LEeIS apIS sSnouds ss9| aAey 0} anoud Aejy ured oiyredoinaN Bw 001 (unuounaN) unuadeqen)
ISYEENN elwaue onseide
g Uay} g 1e DGO ‘euleseq 18 44 ‘0g0 AjoJes pue ‘eluadojfooquioly
‘s]47 99Yo ‘pig usy ‘pb Bw 0og ‘eluadoyng| ‘ssauizzip elbeinau [euiwebuy 6o
‘pIg Aimols asealoul ‘pb Bw Q| 18 HeIS ‘eIxele ‘©oUs|ouWos asned ueD ‘ured Buneuroue) Joy AluQ Bw 0oL  (j010469]1) suidezeweqien

ured oiyyedoinaN Bw G0-52°0 wedezeuo|)
SJUBS|NAUODIIUY
shep g-¢ Aans Bw Q| Ag psemdn
9sop SH 8kl pue ‘Bw Q| ‘esop
3|ge|leAB 1SOMO| 1B LIE]S (S10848 apIsS

CLINICAL PRACTICE GUIDELINES

Jama} yum auljfiduiiue se aAij0aye se (eunfrduou ‘suiweadiwi
8q Aew aujweidisap ‘s}09ye asIonpe s1084e o1bisuljoyonue Ajeroadss 9oueqINISIP ‘uidexop ‘eujweldissp
o1bJauljoyonue 1o} Aj|njoied JOHUON ‘S10940 9pIS 01 ALAILISUSS pasealou| doag|s ‘ured oiyredoinaN SH Bw g} ‘eunAidupwe) syuessaidepnuy
uouswouayd
Buiysno pue ‘elusdosiso
asn wJey-buoj 4oy asop ybiy ploAy ‘elwsoA|biadAy Jo Msu pasealou| aseasip Alojewiweu| Arep Bw 0'g-G'z  (suosiupaid) spioJa}sodiuoD
SUOIIEPUSWILIODSY PUE SuolNeda.d sabueyn oibojooewIBYyd suoljeolpu| oi1oadg (od) esoq bBuers Bnig

eisag[euy 10§ ssni(q prordQ-uoN ‘¢ d1qe],

644




JAGS MAY 1998-VOL. 46, NO. 5§

CLINICAL PRACTICE GUIDELINES 645

cesses at some level.”> Economic considerations should be
used to make balanced decisions after sound principles of
assessment and treatment have been followed. Clinicians
should be aware of common economic barriers patients and
their families may encounter, including the lack of Medicare
reimbursement for outpatient oral medications, limited for-
mularies, and delays from mail-order pharmacies in some
managed-care programs, as well as limited availability of
strong opioid analgesics from some pharmacies.

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

Specific Recommendations

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

II. The least invasive route of administration should be
used (this is usually the oral route).

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

IV. Acetaminophen is the drug of choice for relieving mild
to moderate musculoskeletal pain. The maximum dos-
age of acetaminophen should not exceed 4000 mg per
day.

V. NSAIDs should be used with caution.
A. High-dose, long-term NSAID use should be
avoided.
B. When used chronically, NSAIDs should be used as
needed, rather than daily or around the clock.

C. Short-acting NSAIDS may be preferable to avoid
dose accumulation.

D. NSAIDs should be avoided in patients with abnor-
mal renal function.

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

tory of peptic ulcer disease.

F. NSAIDs should be avoided in patients with a bleed-
ing diathesis.

G. The use of more than one NSAID at a time should
be avoided.

H. Ceiling dose limitations should be anticipated (i.e.,
maximum dose may be unattainable because of
toxicity or may be accompanied by lack of efficacy).

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

continuous) pain should be prescribed as needed,

rather than around the clock.
B. Long-acting or sustained-release analgesic prepara-
tions should be used only for continuous pain.

1. Breakthrough pain should be identified and
treated by the use of fast-onset, short-acting
preparations. Breakthrough pain includes the
following three types:

a. End-of-dose failure is the result of decreased
blood levels of analgesic with concomitant

h.

L.

increase in pain before the next scheduled
dose.

. Incident pain is usually caused by activity

that can be anticipated and pretreated.

. Spontaneous pain, common with neuro-

pathic pain, is often fleeting and difficult to
predict.

. Titration should be conducted carefully.
a.

Titration should be based on the persistent
need for and use of medications for break-
through pain.

. Titration should be based on the pharmaco-

kinetics and pharmacodynamics of specific
drugs in the older person and the propensity
for drug accumulation.

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

. Constipation should be prevented.
a.

A prophylactic bowel regimen should be ini-
tiated with commencement of analgesic ther-
apy.

Bulking agents should be avoided.
Adequate fluid intake should be encouraged.
Exercise, ambulation, and physical activities
should be encouraged.

. Bowel function should be evaluated with

every follow-up visit.

Rectal examination and disimpaction
should occur before use of motility agents.
An osmotic, stimulant, or motility agent
should be prescribed, if necessary, to provide
regular bowel evacuation.

Motility agents should not be used if signs or
symptoms of obstruction are present.

If fecal impaction is present, it should be
relieved by enema or manual removal.

. Mild sedation and impaired cognitive perfor-

mance should be anticipated when opioid anal-
gesic drugs are initiated. Until tolerance for
these effects has developed:

a.

b.

patients should be instructed not to drive.
patients and caregivers should be cautioned
about the potential for falls and accidents.
monitoring for profound sedation, uncon-
sciousness, or respiratory depression (de-
fined as a respiratory rate of <8 per minute
or oxygen saturation of <90%) should
occur during rapid, high-dose escalations.
Naloxone should be used carefully to
avoid abrupt reversal of pain and auto-
nomic crisis.

. Severe nausea may need to be treated with anti-

emetic medications, as needed.

a.

b.

Mild nausea usually resolves spontaneously
in a few days.

If nausea persists, a trial of an alternative
opioid may be appropriate.

Anti-emetic drugs should be chosen from
those with the lowest side-effect profiles in
older persons.
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6. Severe pruritus may be treated with antihista-
mine medications.

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

VII. Fixed-dose combinations (e.g., acetaminophen and opi-
oid) may be used for mild to moderate pain.

A. Maximum recommended dose should not be ex-
ceeded to minimize toxicity of acetaminophen or
NSAID.

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

VIII. Patients taking analgesic medications should be moni-
tored closely.

A. Patients should be re-evaluated frequently for drug
efficacy and side effects during initiation, titration,
or any change in dose of analgesic medications.

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

1. Patients on long-term opioid therapy should be
evaluated periodically for inappropriate or even
dangerous drug-use patterns.

a. The clinician should watch for indications of
the use of medications prescribed for other
persons or of illicit drug use (the latter being
very rare in this population).

b. The clinician should ask about prescriptions
for opioids from other physicians.

¢. The clinician should watch for signs of nar-
cotic use for inappropriate indications (e.g.,
anxiety, depression).

d. Requests for early refills should include eval-
uation of tolerance, progressive disease, or
inappropriate behavioral factors.

e. These evaluations need to take place with
the same medical equanimity accompanying
similar evaluations for long-term manage-
ment of other potentially risky medications
(i.e., antihypertensive medications) in order
not to burden the patient with excessive
worry or unnecessary fears, or to promote
“opiophobia.”

2. Patients on long-term NSAIDs should be peri-
odically monitored for gastrointestinal blood
loss, renal insufficiency, and other drug-drug or
drug-disease interactions.

IX. Non-opioid analgesic medications may be appropriate
for some patients with neuropathic pain and some other
chronic pain syndromes.

A. Carbamazepine is the medication of choice for tri-
geminal neuralgia.

B. Agents with the lowest side-effect profiles should be
chosen preferentially.

C. Agents may be used alone but often are more help-
ful when used in combination and to augment other
pain management strategies.

D. Therapy should begin with the lowest possible
doses and increased slowly because of the potential
for toxicity of many agents.

E. Patients should be monitored closely for side effects.

F. Clinical endpoints should be decreased pain, in-
creased function, improvements in mood and sleep,
not decreased drug dose.

NONPHARMACOLOGIC STRATEGIES FOR PAIN
MANAGEMENT IN OLDER PERSONS

General Principles

Nonpharmacologic approaches, used alone or in combi-
nation with appropriate pharmacologic strategies, should be
an integral part of care plans for most chronic pain patients.”*
Nonpharmacologic pain management strategies encompass a
broad range of treatments and physical modalities. Education
programs,’>”?3¢ cognitive-behavioral therapy,”” exercise
programs,”*~® acupuncture,”® transcutaneous nerve stimu-
lation,”” chiropractic,'® heat, cold, massage, relaxation, and
distraction techniques have each been helpful for some pa-
tients.'°° Moreover, these strategies carry few adverse effects
other than cost. Many patients use these approaches, not
always with the advice of their primary healthcare provid-
er.%1% Although many of these interventions provide short-
term relief, few have been shown to have greater benefit than
placebo controls in randomized trials for the long-term man-
agement of chronic pain in older people. Nonetheless, non-
pharmacologic interventions used in combination with ap-
propriate drug regimens often improve overall pain
management, enhancing therapeutic effects while allowing
reduction of medication doses to prevent or diminish adverse
drug effects.*’

A variety of alternative therapies are also used by many
patients.'®® Healthcare providers should be aware that pa-
tients with unrelieved chronic pain often seek alternative
medicine approaches, including use of homeopathy, naturo-
pathic preparations, and spiritual healing.® Although there is
little scientific evidence to support these strategies for chronic
pain control, it is important that healthcare providers not
leave patients with a sense of hopelessness in an effort to
discourage unapproved but benign therapies or to debunk
healthcare quackery and fraud.

The importance of patient education cannot be overem-
phasized. Studies have shown that patient education pro-
grams alone significantly improve overall pain manage-
ment.”’ Such education programs commonly include
information about the nature of pain and how to use pain
assessment instruments, medications, and nonpharmacologic
pain management strategies. For many patients, especially
older persons, family caregiver education is also essential.
Whether the program is conducted one-on-one or organized
in groups, it should be tailored to patients’ needs and levels of
understanding. The use of suitable written materials and
appropriate methods for reinforcement is important to the
success of the program.

Cognitive strategies are aimed at altering belief struc-
tures, attitudes, and thoughts in order to modify the experi-
ence of pain and suffering.’®! These include various forms of
distraction, relaxation, biofeedback, and hypnosis. Behav-
ioral therapy discourages abnormal, unpredictable, or self-
defeating behavior and provides positive reinforcement for
successes in achieving goals. Cognitive strategies are usually
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combined with behavioral approaches, and together they are
known as cognitive-behavioral therapy. Cognitive-behav-
ioral therapy in its most effective form includes a structured
approach to teaching coping skills that might be used alone or
in combination with pharmacologic therapies for chronic
pain control.'®"19% Effective programs can be conducted with
patients individually or in groups. There is some evidence
that the involvement of a spouse, caregiver, or significant
other enhances the effects. Cognitive-behavioral therapy usu-
ally requires 6 to 15 sessions (60 to 90 minutes per session)
with a trained therapist and includes components of educa-
tion, rationale for therapy, coping skills training, methods to
generalize coping skills, and relapse prevention.”” Although it
may not be appropriate for patients with appreciable cogni-
tive impairment, the favorable results of controlled trials
support the use of cognitive-behavioral therapy as a part of
the management of most patients with significant chronic
pain.

Physical exercise has also been shown to improve pain
management in older patients significantly.”3~?>103-19% Clin-
ical trials involving older patients with chronic musculoskel-
etal pain have shown that moderate levels of training (aerobic
and resistance training) on a regular basis are effective in
improving pain and functional status. Initial training usually
requires 8 to 12 weeks and supervision by a knowledgeable
professional who can focus on the special needs of older
adults with musculoskeletal conditions. There is no evidence
that one type of exercise is better than another; thus, the
exercise program should be tailored to the needs and prefer-
ences of the patient. The intensity, frequency, and duration
should be adjusted to avoid exacerbation of pain while in-
creasing and later maintaining overall conditioning. Feeling
better may give the false impression that the discipline of
ongoing self-directed exercise is no longer necessary. Contin-
ual encouragement and reinforcement is often necessary.
Unless contraindications supervene, the program should be
maintained indefinitely to prevent deconditioning and deteri-
oration.

Specific Recommendations

I. All patients with diminished quality of life as a result of
chronic pain are candidates for nonpharmacologic
pain management strategies.

II. Patient education should be provided for all patients
with chronic pain.

A. Content should include information about the
known cause(s) of pain, methods of pain assess-
ment and measurement, goals of treatment, treat-
ment options, expectations of pain management,
analgesic drug use for pain management (prescrip-
tion and over-the-counter medications), and self-
help techniques, such as the use of heat, cold,
massage, relaxation, and distraction.

B. Educational content should be reinforced during
every patient encounter.

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

III. Nonpharmacologic interventions can be used alone or
in combination with pharmacologic strategies for
chronic pain management.

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

A. Cognitive-behavioral therapy should be applied as
a structured program that includes components of
education, rationale for therapy, coping skills
training, methods to generalize coping skills, and
relapse prevention.

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

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

V. Exercise should be a part of the care of all older
patients troubled by chronic pain.

A. Initial training should be conducted over 8 to 12
weeks and should be supervised by a trained pro-
fessional with knowledge of the special needs of
older adults.

B. Exercise should be tailored to the needs and pref-
erences of the patient in consultation with the pri-
mary clinician.

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

VI. A trial of physical or occupational therapy is appropri-
ate for the rehabilitation of impaired range of motion,
specific muscle weakness, or other physical impair-
ments associated with chronic pain.

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

VII. Other nonpharmacologic therapies may be helpful for
some patients with chronic pain.

A. Chiropractic, acupuncture, or transcutaneous
nerve stimulation may be helpful for some patients,
but they are expensive and have not been shown to
have greater benefit than placebo controls in the
management of chronic pain. These interventions
should be provided only by professionals.

B. Self-administered heat, cold, and massage and the
use of liniments and other topical agents may be
helpful for some patients.

1. Initial instruction and demonstration should be
provided by a trained clinician.

2. Precautions against thermal injury should be
provided, especially for patients with sensory
disturbances (e.g., diabetic patients) or with
cognitive impairment.

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

RECOMMENDATIONS FOR HEALTH SYSTEMS
THAT CARE FOR OLDER PERSONS

General Principles

The United States healthcare system is probably the most
complex in the world. Access to and delivery of quality health
care vary considerably, depending on economic and social
priorities in each of the 50 states. Medical care is provided by
a large number of independent for-profit and not-for-profit
healthcare businesses, including ambulatory care facilities,
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hospitals, nursing homes, and home-health agencies. Free-
standing pharmacies, emergency services, and a variety of
other community services contribute substantially to the
quality of the American healthcare system. Because of the
growing population of older people, many of whom have
chronic illnesses, almost every component of the U.S. health-
care system can be expected to care for a substantial number
of older patients with chronic pain.

The health care system has an obligation to provide
comfort and pain management for older patients. Healthcare
facilities, quality review organizations, and government reg-
ulatory agencies should work together to facilitate structures
and processes that ensure access and delivery of quality pain
management services. In some cases, organizations need to
revise existing regulations that have actually created barriers
to effective pain management. Medical license boards and
law enforcement agencies, in their efforts to reduce illicit drug
use, should recognize their equal obligation to ensure the easy
availability of safe and effective pain medications (i.e., opioid
analgesic drugs) for those with legitimate medical needs.®*

Traditionally, health care professionals have not been
adequately trained in pain assessment and manage-
ment." %1€ This lack of sensitivity to the problem of pain
and its sequelae has contributed to both underrecognition
and undertreatment of pain in older adults. Progress has
been limited by a lack of professional attention to the
interdisciplinary model critical to effective care of older
adults. Refocusing not only the curricula for trainees but
also continuing education for healthcare professionals is
the key to assuring optimum care for older adults. Using
such education as an indicator of quality by healthcare
organizations and accreditation bodies will serve to more
fully integrate the principles of pain management into
clinical practice. Likewise, empowering consumers with an
appreciation of the principles of pain management will
create an advocacy for standards by which all providers
will eventually be measured.

Today, financial considerations are a part of every
healthcare decision. Insurance companies, managed care
plans, and federal and state health agencies should recognize
the importance of pain management. Adequate reimburse-
ment should be provided for those services that ensure com-
fort, rehabilitation, and palliative care, especially for those
near the end of life. Third-party payers need to consider
carefully the financial incentives they create. Policies that
favor expensive procedures appropriate for only a few pa-
tients may result in needless suffering for many patients.
Although these policies may seem financially prudent in the
short term, they may result in needless disability and in-
creased health care utilization in the long run.

Specific Recommendations

I. Health care facilities should support policies and proce-
dures for routine screening, assessment, and treatment
of chronic pain among all older patients. Health orga-
nizations should include pain management as a major
domain in the development of clinical pathways.

II. Healthcare facilities (ambulatory care facilities, hospi-
tals, nursing homes, and home-care agencies) should
periodically conduct quality assurance or quality im-
provement (QA or QI) activities in pain management.

III.

Iv.

V.

VL

VIIL

A. QA or QI activities should include appropriate
structure and process indicators of pain assessment
and treatment activities.

B. Benchmarks for quality improvement should be es-
tablished internally and should include quantifiable
pain outcomes, including (but not limited to) pa-
tient satisfaction.

Healthcare financing systems (third-party payers, man-

aged care organizations, and publicly financed pro-

grams) should extend resources for chronic pain man-
agement.

A. Present diagnosis-driven reimbursement systems
should be revised to improve incentives for pain
management and symptom control.

1. Effective pharmacologic and nonpharmacologic
strategies for pain management should be pro-
vided.

2. Cost-containment strategies must not result in
the inaccessibility of effective treatment or need-
less suffering.

B. Reimbursement should be appropriate for the in-
creased time and resources often necessary for the
care of frail, dependent, and disabled older patients
in all settings.

Health systems (integrated networks and community
health planners) should ensure accessibility to specialty
pain services.

Specialty pain services should be accredited and adhere
to guidelines defined by quality review organizations.

Pain-management education for all health care profes-

sionals should be improved at all levels.

A. Professional health school curricula should provide
substantial training and experience in chronic pain
management in older adults.

1. Curricula should adhere to curriculum guide-
lines established by the International Associa-
tion for the Study of Pain (IASP).

2. Trainees should demonstrate proficiency in pain
assessment and management.

B. Health systems should provide continuing educa-
tion in pain assessment and management to health
professionals at all levels.

C. Accreditation bodies should include pain manage-
ment curriculum content as evaluation criteria.

D. Pain management should be included in consumer
information services.

Programs and regulations designed to decrease illicit
drug use should be revised to eliminate barriers to
chronic pain management for the older patient.

A. State medical license boards should publish profes-
sional standards or guidelines for prescribing con-
trolled substances for pain, including professional
standards for chronic use, expectations for medical
record documentation, and standards for profes-
sional conduct review.

B. State medical license boards must eliminate clini-
cians’ trepidation over conduct review that has be-
come a major barrier to the prescription of effective
medications.
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