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According to estimates of the National Center
of Health Statistics (Havlik & Suzman, 1987), by the
year 2020 the total population of the United States will
be approximately 300 million and 17% or 51 million will
be 65 years of age or older, almost an 80% increase in
this age group since 1985.  With the growing number of
elderly, quality of life issues re-lated to longer lifespans
are increasingly important.  One concept that greatly
influences quality of life and functional independence
is pain.  This chapter re-views the state of the science
for acute and episodic pain in the elderly and addresses:
1) pain dimensions, 2) assessment, 3) management,
4) research needs and opportunities, and 5) recom-
mendations for future re-search.

State of the Science

Pain is a significant health problem in the gen-
eral population and a common symptom associat-ed
with many disorders experienced by the elderly.  Pain
in the elderly is often the result of the age-related ris-
ing incidence and prevalence of chronic disorders, such
as those of neuromusculo-skeletal origin (e.g., arthri-
tis, low back pain), neuropathy (e.g., diabetes, her-
pes zoster), and peripheral vas-cular conditions (e.g.,
temporal arteritis, athero-sclerosis), as well as dis-
eases, such as cancer (Enck, 1991).  Acute pain re-
lated to conditions, such as de-generative skeletal joint
conditions, fractures, and cancer, is more common in
the elderly than in young-er age groups (Acute Pain
Management Guideline Panel, 1992; Enck, 1991).  Ap-
proximately 80% of the elderly are thought to have at
least one chronic condition that involves pain (Nation
& Warfield, 1989).  A survey sample of 500 households
randomly selected from a roster of a group family prac-
tice unit in the City of Burlington, Canada, reported
that the prevalence of persistent pain was approxi-
mately 1.5 times higher in subjects over 60 years of
age than in those 60 years or younger (Crook, Rideout,
& Browne, 1984).  Only a small number of additional
studies (Ceccio, 1984; Ferrell, Ferrell, & Osterweil,
1990; Helling et al., 1987; Lavsky-Shulan et al., 1985;
Morris et al., 1986; Ready, Chadwick, & Ross, 1987)
have investigated the prevalence or incidence of pain
in the elderly or have included age as a variable.  Other
studies, while including elderly subjects in their inves-
tigation of incidence and/or characteristics of pain
experienced by medical-surgical patients (Cohen, 1980;

Donovan, Dillion, & McGuire, 1987; Marks & Sachar,
1973), have not di-rectly examined or controlled the
variable for the influence of age.

The elderly population comprises a wide range
of ages; yet the elderly have been treated as a homo-
geneous group.  The National Institute on Aging (1987),
recognizing the vast range of ages categoriz-ing older
individuals, established subcategories, such as �older
adults� (65-74 years), �old-old adults� (75-84 years),
and �oldest-old adults� (85+ years).  The experiences
of subjects in their eighties may differ from those in
their sixties.

Age-related changes in the functioning of the
peripheral nervous system have been reported among
older individuals, such as a progressive negative rela-
tionship between increasing age and decreasing pe-
ripheral and central sensory nerve conduction (Dorfman
& Bosley, 1979).  Age-related differences in symptoms
associated with disease also have been found.  For
example, chest pain was the myocardial infarction symp-
tom reported approximately 70% of the time by all age
groups except for the group that included individuals
80 years or older who reported chest pains only 46% of
the time.  Individuals who were 85+ years reported
shortness of breath more frequently (43% versus 37%)
than chest pain (Bayer, Chadha, Farag, & Pathy, 1986).
Because little atten-tion has been directed to investi-
gating differences in pain threshold and pain tolerance
among subcategor-ies of ages of the elderly, further
investigation is needed.

It is not uncommon for elderly individuals with
chronic conditions to experience acute pain dur-ing
exacerbations or surgical treatment  of an existing
chronic illness.  In addition to their chronic pain, they
may experience acute pain accompanying new ailments
or injuries.  In general, although research on pain has
intensified, little attention has been directed to stud-
ies of pain assessment and management in the elderly.

Dimensions of Pain

Physiological Dimension

Pain threshold is defined as the least ex-
perience of pain which a subject can recognize, whereas
pain tolerance is the greatest level of pain which a
subject is prepared to tolerate (International Associa-

Acute Pain in the Elderly



Volume 6
Symptom Management: Acute Pain

2

tion for the Study of Pain, 1986).  Pain thres-hold is an
indication of the sensory component of pain.

In order better to understand clinical pain,
numerous cross-sectional studies have been conducted
to determine if pain thresholds change with age (Table
6.1).  Thus far, the findings are equivocal and the is-
sue of whether pain thresholds increase with age re-
mains unsettled.  This may be the result of the dif-
ferent types of stimuli (e.g., radiant heat, electrical
shock) used to induce pain experimentally, and varia-
tions in design, procedures, and outcome measures of
the studies.

Some studies of pain induced by thermal heat
(Hardy, Wolff, & Goodell, 1943; Schumacher, Goodell,
Hardy, & Wolff, 1940) have reported no age-related
changes in thermal sensory threshold, whereas other
studies have reported an increase in thermal threshold
with age (Chapman & Jones, 1944; Schludermann &
Zubek, 1962; Sherman & Robillard, 1960, 1964).  The
increases in thermal pain threshold may be due to an
age-related decrease in skin thick-ness, which facili-
tates the dispersion of heat through the blood supply
(Procacci, Bozza, Buzzelli, & Della Corte, 1970).

When electrical shock was applied to the teeth
to induce pain, no age-related changes in pain thresh-
old were reported (Harkins & Chapman, 1976, 1977;
Mumford, 1965).  Although Collins and Stone (1966)
reported lower pain thresholds in the elderly than in
the young, most subsequent studies (Clark & Mehl,
1971; Procacci et al., 1970; Tucker, Andrew, Ogle, &
Davison, 1989) reported higher pain thres-holds in older
individuals than in the young.

In contrast to these studies (Table 6.1) report-
ing an age-related elevation in threshold for cutane-
ous pain induced by thermal stimuli, Woodrow, Fried-
man, Siegelaub, and Collen (1972) examined pain tol-
erance rather than threshold, because they believed
the former had greater clinical relevance.  They found
that tolerance to deep pain, produced by mechanical
pressure applied to the achilles tendon, decreased with
age (Woodrow et al., 1972).  This suggests that the
differences in pain-induced findings may be due to the
different pain tracts that various stimuli (e.g., heat,
electric, pressure) activate.

Chapman and Turner (1986) have suggested
that the variability in outcomes related to pain thres-
hold testing in the elderly could be related to psycho-
logical influences, such as expectancy and pre-test in-
structions, as well as stimulus modalities with wide
pre-pain intensity ranges.  In addition, physiological
changes and the subject�s attitude and sociocultural
background also could be factors affecting pain thres-

hold in the elderly.  Thus, criteria for defining pain also
are contributing factors to the pain experience.  Be-
cause pain induced in a laboratory setting under con-
trolled, artificial conditions may not be compar-able to
the pain experienced as a result of injury or disease,
pain tolerance, which reflects both the per-ception of
the noxious stimulus and the resulting distress, may
have greater relevance to clinical prac-tice than pain
threshold which reflects primarily the detection of pain
(Chapman & Turner, 1986; Witte, 1989).

Sociocultural Dimension

Most investigations relating age to pain have
used cross-sectional designs comparing young with older
groups (Moore, Vilderman, Lubenskyi, McCans, & Fox,
1990; Ready et al., 1987; Sorkin, Rudy, Hanlon, Turk,
& Stieg, 1990).  Investigators using this type of design
have not always reported whether they controlled for
confounding factors, such as sociocultural learning and
experiences, age-related pathology, socioeconomic sta-
tus, and cognitive, atti-tudinal, and motivational fac-
tors, all of which are postulated to influence the pain
experience over time (Harkins, Kwentus, & Price, 1984).

Studies were conducted of pain sensitivity re-
lated to ethnicity and gender.  Zola (1964) reported
that Italian-American patients complained of pain sig-
nificantly more frequently than Anglo-Americans.
Koopman, Eisenthal, and Stoeckle (1984) not only repli-
cated Zola�s (1964) study, but extended it to include
the patients� reports of their emotional dis-tress, as
well as requests for medical treatment. Similarly,
Koopman et al. (1984) found that Italian-American pa-
tients complained of pain significantly more frequently
than Anglo-Americans, but the dif-ferences were con-
fined primarily to females over 60 years of age.  The
two groups were essentially simi-lar in their reports of
low emotional distress which did not correlate with their
reports of pain.  These investigators concluded that
women, especially older women, were more likely than
men to carry on the role expectations and traditions of
their culture.  Further, the patients� reports of low
emotional dis-tress were probably due to focusing on
their physical problems, rather than psychological re-
actions to their problems.  In contrast to the patients
of Zola�s (1964) study, the Italian-Americans in Koopman
et al.�s (1984) study wanted both pain relief and expla-
nations about their pain.  Koopman et al. (1984) recom-
mended that future research on ethnic differences re-
lated to pain should address the subjects� religious
background, country of origin, generation in the cur-
rent country, and degree of acculturation.
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Both older men and women have shown de-
creased pain responses to thermal heat, but the basis
for their responses differs (Clark & Mehl, 1971).  Older
men reportedly are as sensitive to pain as younger sub-
jects, but have a higher pain criterion (i.e., a higher
rating on a physical measurement of pain along a mag-
nitude axis scaled to mcal/sec/  cm3/d�) and seldom
report pain.  On the other hand, older women are re-
portedly less sensitive to pain than younger women and
also have a higher pain criterion (Clark & Mehl, 1971).

In a sample population of 41,119, Woodrow et
al. (1972) investigated pain tolerance to mechanical
pressure on the achilles tendon and reported the fol-
lowing: 1) pain tolerance to mechanical pressure de-
creased with age, 2) men had a higher tolerance for
this type of pain than women, 3) Anglo-Americans tol-
erated more pain than African-Americans, and 4) Afri-
can-Americans tolerated more pain than Asian-Ameri-
cans.  These racial differences for pain toler-ance were
consistent across age groups, gender, and educational
levels (Woodrow et al., 1972).  As the ethnic diversity
of the United States continues to grow, further inves-
tigations of cultural and ethnic influences on pain tol-
erance and pain manifestation are needed, especially
in the elderly.

Socioeconomic status also may be a factor in
pain sensitivity.  When college students were com-pared
to skilled and unskilled workers, the students exhib-
ited less thermally-induced pain sensitivity.  It was also
shown that pain sensitivity remains relatively stable in
individuals 12-59 years of age and is mark-edly lower
in individuals 60-83 years of age.  (Schlu-dermann &
Zubek, 1962).

Behavioral Dimension

Although the data on pain threshold, sensi-
tivity, and tolerance vary widely, data obtained from
laboratory pain-induced studies suggest that the el-
der-ly demonstrate a response bias when reporting pain.
Older individuals are more hesitant than younger ones
to label low intensities of a stimulus as �painful�
(Harkins & Chapman, 1976, 1977; Harkins et al., 1984;
Harkins, Price, & Martelli, 1986; McMillan, 1989).
However, results obtained from laboratory-induced pain
studies should be extrapolated to clinical pain with
extreme care.

The elderly may be reluctant to report pain
because it may be thought of as an expected com-
ponent of aging (Ferrell et al., 1990; Forman &
Stratton, 1991).  Moreover, their sociocultural learn-
ing and experiences may greatly influence how pain is
manifested.  The apparent under-reporting of pain by
the elderly may be due to the following: 1) the be-lief

that good patients do not complain about pain (Ward
et al., 1993); 2) a reflection of stoicism or a greater
cautiousness in reporting pain because of age-related
changes in the processing of external stimuli (Nation
& Warfield, 1989; Portenoy, 1987); 3) actual sensation
of less pain than the young (Portenoy, 1987); 4) an ex-
perience of the same amount of pain as younger indi-
viduals but different coping, thus a higher pain toler-
ance; and/or 5) younger individuals experience the
same amount of pain as the elderly but exaggerate its
severity (McMillan, 1989).  Further, the older individual
may not report pain because he/ she may be afraid to
find out the true �cause� of the pain, may think noth-
ing can be done to relieve it, and/or does not want to
inconvenience anyone (Fer-rell & Ferrell, 1989).

The elderly may present many diseases qual-
itatively differently from younger adults (Witte, 1989).
Acute myocardial infarction, with little or no chest pain,
has been widely reported in the elderly (Bayer et al.,
1986; MacDonald, 1983; Pathy, 1967; Zoob, 1978).  In
a survey of 1,474 subjects who had experienced a myo-
cardial infarction, MacDonald (1983) found that elderly
patients reported less pain than younger patients. In
fact, 30% of the subjects 70 years or older did not list
pain as a chief presenting symptom compared with only
23% of those younger than 60 years.  These findings
were confirmed by Bayer et al. (1986), who found a
lower frequency of reports of chest pain in patients
over 75 years of age (n=409) than in younger ones and
a higher frequency of reports of shortness of breath
than chest pain in patients 85 years of age and older
(n=88).

Similarly, pain associated with other serious
conditions, such as acute abdomen, pancreatitis, and
appendicitis, may not be reported or manifested by
the elderly in a typical manner (Bender, 1989; Thomas,
1990, 1991).  An investigation of the rela-tionship be-
tween age and symptom intensity in 105 cancer pa-
tients showed that the older group (n=51), consisting
of patients 56 years and older, reported significantly
less intense pain symptoms than the younger group
(n=48), which consisted of indi-viduals 55 years and
younger (McMillan, 1989).

Although pain sensitivity is generally thought
to decrease with age, it is important not to stereotype
older individuals.  Early studies on pain threshold and
aging have resulted in equivocal findings, while pain
induced studies have suggested that older individuals
are less likely to identify low levels of stimuli as pain-
ful, and may have a decreased tolerance to deep pain
(Woodrow et al., 1972).  Yet, many questions remain
unanswered.  Do older individuals actually experience
less pain stimuli than younger individuals?  Do they
feel the same amount of pain stimuli but not perceive
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the same level of pain intensity?  And final-ly, do they
perceive the same degree of pain intensity but toler-
ate it better and thus, are not inclined to report it until
the intensity is much greater?

Studies (Kaiko, Wallenstein, Rogers, Grabinski,
& Houde, 1982; Moore et al., 1990; Ready et al., 1987)
showing that the elderly require smaller and/or less
frequent doses of analgesics, may be indicative of al-
terations in drug metabolism and excretion rather than
a higher pain threshold.  Thus, current available re-
search in this general area is sug-gestive of a relation-
ship between pain and age, but further investigation
is needed.

Sensory Dimension

Age-related changes in special senses, such as
visual impairment and hearing loss, should be recog-
nized and assessed.  For example, hearing im-pairment
increases markedly with aging; a significant loss of
hearing is experienced by approximately 35% of indi-
viduals past the age of 65 years (Ruben & Kruger, 1983).
The cause of hearing loss in older individuals is thought
to be a normal consequence of aging and/or a patho-
logical response over time to noise.  Aging also is as-
sociated with degenerative eye changes.  The preva-
lence of visual impairment (e.g., cataracts, glaucoma,
and macular degeneration) as-sociated with aging is
approximately eight times higher in individuals over
85 years than in individuals younger than 65 years of
age (Wright & Henkind, 1983).  Thus, impairments in
the special senses (e.g., hearing and visual) must be
considered in the as-sessment and management of the
elderly�s pain.

Cognitive Dimension

Intellectual ability, as indicated by tests of vo-
cabulary, information, and comprehension, peaks be-
tween the ages of 20 to 30 years.  In the absence of
disease or injury, intellectual ability remains relatively
stable until approximately the seventh decade of life.
There is relatively no loss of stored information with
aging.  In contrast, generally a pro-gressive loss of
speed of learning, processing, and responding to simple
or complex tasks occurs (Katz-man & Terry, 1992).
These changes should be taken into consideration when
interacting with elderly individuals, especially when
assessing older indi-viduals or providing health-care
teaching.  The pace of interactions should be evalu-
ated to determine whe-ther it may need to be slowed
down to provide suf-ficient time for elderly individuals
(especially those 70+ years) to process and respond to
information or communication.

Cognitive impairment is an alteration in nor-
mal thought processing resulting from the effects of
drugs, injury, or disease.  Acute confusional state (ACS),
also called delirium, is a transient condition, which
occurs abruptly and causes temporary cognitive impair-
ment of relatively brief duration with symp-toms  that
tend to wax and  wane  (Foreman,  1986;
O�Brian, 1989).  The prevalence of ACS in hospital-
ized elderly patients has been estimated to be approxi-
mately 10 - 50% (Chisholm, Deniston, Igrisan, & Barbus,
1982; Foreman, 1986; Johnson, 1990; Welch-McCaffrey
& Dodge, 1988).

Dementia, on the other hand, is a condition
characterized by a gradual decline in cognitive func-
tioning which may or may not be reversible.  In the
community, the overall prevalence rate for indi-viduals
more than 65 years of age was 11.5 to 18.4% for mild
dementia and 5 to 6% for severe dementia (Myers et
al., 1984).  Although dementia may be caused by many
conditions (e.g., certain strokes), Alzheimer�s disease
is considered the major cause of moderate to severe
cognitive impairment in older in-dividuals (Evans et
al., 1990).  In 1980, the overall prevalence estimate
for Alzheimer�s disease in in-dividuals 65 years and
older in the United States was 11.3%. Probable
Alzheimer�s disease prevalence, when stratified by age,
was assessed to be 3.9% for persons 65 to 74 years
old, 16.4% for those 75 to 84 years old, and 47.5% for
those over 85 years of age (Evans et al., 1989, 1990).
The prevalence of chron-ic conditions involving cogni-
tive impairment and possibly associated with pain in-
creases with age; yet, little is known about how pain is
experienced and communicated by cognitively impaired
individuals.

Cognitive impairment can alter the clinical pre-
sentation of pain.  Marzinski (1991) reported that a
patient with Alzheimer�s disease climbed out of bed
several hours after major abdominal surgery and was
found running down the hallway.  Although pain should
have been associated with such early post-operative
strenuous activity, the patient did not exhibit any overt
pain behavior.  Because pain usual-ly is defined as a
subjective sensation, this example of a confused pa-
tient failing to exhibit pain behavior has raised some
questions.  Do patients with Alz-heimer�s disease, or
other problems that render them unable to perceive,
remember, interpret or report pain, not experience pain
(Marzinski, 1991)?

Because little attention has been given to the
study of pain in nonverbal and cognitively impaired
individuals, elderly individuals who have difficulty ex-
pressing themselves due to language difficulties and/
or sensory or cognitive impairment are at in-creased
risk of not having their need for pain relief recognized.
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Marzinski�s (1991) interview survey of pain assessment
in the confused, nonverbal elderly suggests that subtle
changes in behavior and vocaliza-tions could be used
as indices of pain, but further research is needed.

Affective Dimension

Findings related to anxiety associated with pain
have been equivocal.  For example, Bruegel (1971) re-
ported that anxiety was not related to post-operative
pain perceptions of 85 intra-abdominal surgical pa-
tients.  These findings may be misleading, because:
1) the anxiety instrument measured char-acteristic trait
anxiety rather than situational or state anxiety; and 2)
the tool was administered only on the preoperative
evening, while pain was rated by the patients only once,
32 hours after surgery.  Even though older individuals
were included in this study (Bruegel, 1971), no explicit
age related findings were reported.

In contrast, Chapman and Cox (1977) found
that state anxiety and postoperative pain were sig-
nificantly (p <0.01) and highly correlated (r not re-
ported) on postoperative days one and three for pa-
tients (n=75) in three groups (kidney donors, kid-ney
recipients, and general surgery patients). Anxiety and
pain ratings were obtained preoperatively and daily
after the surgical day for the duration of the hospital-
ization stay.  The results showed trends that were qua-
dratic rather than linear and differed across the groups.
Like Bruegel�s (1971) findings, no sig-nificant relation-
ship was found between trait anxiety and immediate
postoperative pain in the kidney donor group; but was
found in the kidney recipient and gen-eral surgical
groups.

Decreasing the perception of powerlessness
may decrease the intensity of the pain experience
(Walding, 1991).  One method of decreasing anxiety
and powerlessness may be to routinely assess the pa-
tient�s pain and offer analgesics as indicated.  Rou-
tinely assessing the pain of 14 patients (5 males and 9
females) recovering from hip surgery and offering them
analgesics, Nelson, Taylor, Adams, and Parker (1990)
found that the patients rated their pain inten-sity higher
and took more analgesics, but had similar mobility when
compared with patients who received analgesics only
on request.  Although the research question addressed
in this study was good, the sample size was small, the
subjects were not randomly sel-ected or randomly as-
signed to treatment and control groups, and informa-
tion concerning gender and age composition of the
groups was not reported.  How comparable the groups
were at the beginning of the study and the extent of
incomplete data collection and how the data were
handled statistically were not re-ported.  The investi-
gators acknowledged that data collection for the con-

trol group was more often in-complete; specifically, they
had fewer opportunities to complete the visual ana-
logue scale used to assess pain.  This may have con-
tributed to the control group�s lower mean pain inten-
sity score.

The relationship between pain and depression
is not clear.  Most of the research examining this rela-
tionship has focused on chronic or recurrent, benign
pain.  Lindsay and Wyckoff (1981) investi-gated the
prevalence of depression in patients with recurring
benign pain (n=150) and those with chron-ic pain
(n=150), and found that 87% of all patients fit the cri-
teria for depression.  They next studied depressed
patients (n=196) and found that 59% had some signifi-
cant complaint of chronic pain; 83% of the patients
with both chronic pain and depression received sig-
nificant pain relief associated with the administration
of several antidepressant medications.  The authors
suggested that the pain-depression syn-drome is best
viewed as a single entity rather than each condition as
a symptom of the other.  Even though older individuals
were included in these studies, age as a variable was
not addressed.

Is the association of depression and pain lim-
ited to chronic pain?  An investigation (Chapman & Cox,
1977) of depression and acute postoperative pain re-
vealed no significant relationship, which was attrib-
uted to a lack of statistical power due to a small sample
size.  On the other hand, Williams and Schultz (1988)
investigated depression and acute pain related to ex-
acerbation of a physical illness and found a significant
(p <0.05) though moderate (r=0.41) relationship.  No
significant association was found between these vari-
ables and age.

Assessment of Acute Pain

Acute pain is manifested by: autonomic ner-
vous system changes, such as increased heart rate,
arterial blood pressure, perspiration, and dilated pu-
pils; behavioral expressions, such as crying, scream-
ing, facial grimacing, immobility, muscle guarding, and
clenched fists; and subjective reports of pain (Chapman
& Bonica, 1983).  Because no bio-logical or behavioral
indices exist which accurately reflect the characteris-
tics and intensity of a patient�s pain, it is extremely
important to assess an indivi-dual�s subjective pain
report.  It is also important to ascertain how the pa-
tient usually describes, manifests or expresses pain.
For example, McDaniel et al. (1986) developed an ob-
servation method for assessing pain behavior in rheu-
matoid arthritis patients, identi-fying guarding, pas-
sive rubbing of body parts, and self-stimulation as the
most frequently observed behaviors that were related
to pain intensity scores (r=0.55, p <0.05).  Although
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elderly subjects were included in this study, the influ-
ence of age was not examined.

Pain does not occur in isolation.  It has a mul-
tidimensional impact not only on the individual�s physi-
ological, psychological and social makeup, but also on
the individual�s family and loved ones, as well as on
society.  The time orientation of a culture and the way
the people of the culture express their pain affects the
way pain is communicated (Martin-elli, 1987).

Although the findings have been equivocal,
many studies have suggested that correlates of per-
sistent pain include depression (Ferrell et al., 1990;
Parmelee, Katz, & Lawton, 1991; Williams & Schultz,
1988), anxiety (Bruegel, 1971; Chapman & Cox, 1977;
Chapman & Turner, 1986), fatigue, sleep disturbances
(Cohen, 1980), limited mobility, social isolation
(Engelking, 1988; Ferrell et al., 1990; Marzinski, 1991;
Witte, 1989), and loneliness (Rod-gers, 1989).  Most
of the studies of correlates of pain have focused on
chronic rather than acute pain, and did not include age
as a variable.  The question is raised whether these
correlates also are associated with acute pain, and
whether age is an influential factor.

Strategies for the assessment and man-
agement of pain should be individualized and multi-
dimensional for each patient because the pain experi-
ence varies greatly in the elderly.  In a community set-
ting, an investigation of elderly indi-viduals with pain-
ful conditions indicated that pain should not be assessed
in isolation from other related factors, such as anxi-
ety, depression, loneliness, cognitive deficits, and so-
cial isolation (Walker, Akinsanya, Davis, & Marcer,
1990).   Pain assess-ment in the elderly should explore
their: 1) ability to cope with pain and understand their
condition; 2) in-volvement in self-care, social, and rec-
reational activities; 3) dynamic relationships with fam-
ily; 4) sociocultural background; and 5) other stressful
problems (Enck, 1991; Walker et al., 1990).  The as-
sessment process may indicate that some elderly pa-
tients may need to be taught the importance of com-
municating their pain.

Whether in a community setting, nursing
home, or hospital, a baseline description of the pain
experience should be obtained. This must include physi-
cal, cognitive, psychological, behavioral, and functional
evaluations.  Specific, rather than general, questions
should be asked.  Because generally a pro-gressive loss
of speed of learning, processing, and responding to
simple or complex tasks occurs with aging (Katzman &
Terry, 1992), assessments of older individuals may take
longer.  Therefore, when gath-ering information, it is
important to allow sufficient time for their responses
so that they do not feel rushed (Herr & Mobily, 1991).

If sensory deficits or language problems exist, strate-
gies should be aimed at facilitating the communica-
tion process.  In ad-dition, pain assessments should
be performed at regular intervals and systematically.
If the older patient�s recall is hindered by cognitive or
sensory impairments or altered moods, family and
friends or caregivers may be needed as additional
sources of information (Ferrell, 1991; Ferrell & Ferrell,
1989).  Although the value of the above suggestions is
gen-erally accepted for pain assessment, little research
has been conducted to validate their effectiveness, pos-
sibly due to challenges related to design and low re-
searcher interest.

Verbal and sensory impairments associated with
aging should be taken into consideration when assess-
ing an individual�s pain.  If patients are nonverbal, but
not cognitively impaired, they should be encouraged
to communicate their pain in non-verbal ways, such as
writing and gesturing.  Large print, nonglare colored
paper, written instructions, simple pain scales (e.g.,
visual analogue scales), pain �thermometers�, body
diagrams to indicate pain loca-tion, and facial expres-
sion pain scales are a few ex-amples of the tools that
can aid in nonverbal pain assessment (Herr & Mobily,
1991).

Assessment of pain in older individuals who
are cognitively impaired or nonverbal, may present a
challenge requiring different assessment tools.  An
assessment of an individual�s ability to understand and
process information is important.  Many tools, includ-
ing the Wechsler Adult Intelligence Scale-Revised (WAIS-
R), Folstein Mini-Mental State Scale, and Short Por-
table Mental Status Questionnaire, are available for
use in assessing mental status (Fraser, 1988; Kallman
& May, 1989).  Whether these instru-ments can be used
to ascertain the individual�s ability to report pain, how-
ever, has not been extensively studied.  Ferrell et al.
(1990) reported finding little correlation between pain
and the Folstein Mini-Mental State Scale score.

If the patient is cognitively impaired, to what
extent does that impairment influence the individual�s
self-report of pain?  Could nonverbal behavioral ex-
pressions of pain be used as a reliable indication of
pain?  The findings of four studies conducted by
McDaniel et al. (1986) suggested that behavioral ob-
servations of pain behaviors were a reliable, valid, and
relatively objective method of assessing pain in rheu-
matoid arthritis patients.  Because the subjects in these
studies were less than 65 years of age, similar studies
are needed in individuals older than 65 years of age.
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If observations are to be used as an indi-cat-
ion of pain, an assessment of the cognitively impaired
individual�s usual behavior would be neces-sary to alert
caregivers to changes in vocalizations and behavior
(e.g., changes in gait, facial expres-sions, posture,
ability to concentrate) suggestive of pain.  Marzinski
(1991) reported an anecdotal account of the ability of
experienced nurses in a nursing home to recognize pain
based on subtle changes in Alz-heimer�s disease pa-
tients� behavior.  This suggests that detection of be-
havioral and vocalization changes may be used as indi-
ces of pain in nonverbal or cogni-tively impaired indi-
viduals.  However, these methods require systematic
and rigorous validation.

Turk and Flor (1987) found that behavioral
manifestations of pain can be sources of com-
munication.  They cautioned that overt behavior is only
one aspect of a complex experience.  Additional infor-
mation is needed about other factors, such as types of
pain and pathology, the setting in which the individual
is observed, the function of the pain be-havior, and
when possible, the individual�s beliefs and appraisal of
the pain experience.

It should not be assumed that an elderly
individual�s report of pain is a reflection of an existing
chronic condition without evaluation.  Any abrupt
changes in pattern and/or intensity of pain or pain-
related limitation of functional activities must be as-
sessed carefully.  Careful examination of the loca-tion
of the pain also is important (Portenoy 1987).  Because
the neurological and musculoskeletal systems change
with age, these systems should be thoroughly exam-
ined for signs of deficits, disease, or injury (Enck, 1991;
Ferrell, 1991).

Some of the most prevalent chronic ailments
in the elderly that may be associated with intermittent
acute pain are:  1) cancer, 2) arthritic degenerative
joint disease, and 3) vascular disease (Thienhaus,
1989).  Prostate cancer is a common cancer in males
(African-Americans more than Caucasians) and oc-curs
most frequently around the age of 70 years.  The pain
associated with prostate cancer is usually the result of
metastasis to the bone (Nocks, 1989).  The type of
cancer most responsible for causing pain in women is
adenocarcinoma of the breast (Stillman, 1989).  Ar-
thritis (rheumatoid, osteoarthritis, gout, spondylo-
arthropathies, etc.) is a widespread, dis-abling chronic
degenerative joint disease that afflicts approximately
37 million Americans of whom one-third are over 65
years of age (cited in Lambert & Lambert, 1987).  Gi-
ant cell arteritis, also called temporal arteritis, is a
painful inflammatory vascular disease, usually re-
stricted to cranial vessels, which is more prevalent in
individuals over 50 years of age (DiBartolomeo & Brick,
1992; Lamey, Taylor, & Devine, 1988).

Davis, Cortez, and Rubin (1990) reported that
the pain experience associated with osteo- and rheu-
matoid arthritis did not differ significantly between 31
individuals older than 65 years (m=72 yrs) and 52 indi-
viduals younger than 65 years (m=49 yrs); nor did their
report of experiences of physical well-being and de-
pression.  Although the types of pain management tech-
niques were essentially similar, the younger group used
a greater number; for ex-ample, the younger group
used two more pain man-agement techniques and found
guided imagery and meditation more helpful than did
the older group.

Pain originating in an area of injured or dis-
eased tissue may be referred to other areas of the
body and can also confuse pain assessment (Cohen &
Sherman, 1988; Guyton, 1987).  For example, pain
associated with acute myocardial infarction may be
referred to the jaw, neck, across the shoulders, down
one or both arms, beneath the sternum or in the epi-
gastric region.  Referred pain in the epigastric area
may be interpreted by the individual as �heartburn�
rather than angina.  Referred pain occurs across age
groups, and thus the location of pain is not sufficient
information for determining its cause.

Several qualitative and quantitative tools have
been developed to assess pain.  Descriptive rat-ing
scales, diaries or logs, visual analogue scales, and pain
graphs have been proposed to measure the indi-vidual�s
subjective report of pain intensity and quality.  Re-
cently, an investigation of selected pain assessment
tools for use with the elderly was con-ducted (Herr &
Mobily (1993).  The investigators reported that when
the relationships were examined among a verbal de-
scriptor scale (VDS), a pain ther-mometer (PT) which
is a verbal descriptor scale placed along the side of a
diagram of a thermometer, a horizontal visual analogue
scale (h-VAS), a vertical visual analogue scale (v-VAS),
and a vertical nu-merical rating scale (NRS) statisti-
cally significant (p<.001) correlations were found, rang-
ing from r= 0.84 to 1.00.  The highest correlations
were between the VDS and PT (r=1.00) and the lowest
between h-VAS and v-VAS (r=0.84).  While the correla-
tion between the VDS and v-VAS was not reported, the
v-VAS and PT was 0.87.  The VDS had the highest per-
centages of subjects identifying it as the easiest, best,
and most preferred pain assessment tool.  The failure
rates (i.e., percentage of incorrect responses to tool)
for these tools were 4.1% for the VDS and 8.2% for the
VAS which are within the range re-ported for general
populations.  An examination of pain intensity esti-
mates revealed differences among many of the tools
with the exception of the estimates obtained using the
v-VAS which did not differ sig-nificantly from estimates
of the other tools.  The investigators suggested that
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the five tools that were examined may be appropriate
for assessing pain in-tensity in the elderly population
since they were strongly and significantly correlated
and had acceptable failure rates.  They encouraged
consideration of several factors, such as the elderly
subject�s preference and educational level when se-
lecting a pain  assessment tool.  While the VDS was
most preferred, the increased sensitivity of the VAS
led the investigators to suggest that the VAS, espe-
cially the v-VAS could be a  useful  pain  assess-
ment tool for the elderly (Herr & Mobily, 1993).  While
the findings of this study are very interesting, their
generalizability is limited due to the nonrandom sample
selection and small (n=27) sample size.  Ad-ditional
research is needed on the reliability and sensitivity of
pain intensity tools for the elderly.  Unfortunately, most
articles regarding pain assess-ment tools used with the
elderly are clinical reviews rather than data-based re-
search reports.

Stress responses (Melzack, 1980; Orshan,
1988) and several mood states, such as depression
(Kwentus, Harkins, Lignon, & Silverman, 1985; Sorkin
et al., 1990; Thomas, 1990, 1991), fatigue (Beecher,
cited in Woodrow et al., 1972), and anxiety (Thomas,
1990; Walding, 1991) are as-sociated with pain, pri-
marily chronic pain.  Therefore, in addition to measur-
ing pain, in-struments that measure stress responses
and these mood states con-tribute to the multi-dimen-
sional picture of the individual�s pain experience.  In
spite of the variety of methods and tools used to meas-
ure pain, little research has been conducted to ascer-
tain their accuracy and appropriateness in clinical prac-
tice for as-sessing acute pain in the elderly.  The ratio-
nale for the choice of an assessment tool should be
based on the intended purpose of its use (i.e., research
or clinical practice) and health status (mental and physi-
cal) of the individual in pain.  In clinical practice, a
pain assessment tool could be used to establish baseline
measurements, and determine the extent and sever-
ity of pain, pain patterns and changes in pain over
time. It could be used also to evaluate the effective-
ness of pain management interventions.

Pain Management

One of the factors that has been studied is
undertreatment of pain.  Studies of nurses� decisions
concerning plans for pain management have shown wide
variation among clients from different age groups
(Burke & Jerrett, 1989; Faherty & Grier, 1984).  A ret-
rospective study by Faherty and Grier (1984), utilizing
chart reviews, indicated that the older surgical patients
had less analgesic medications prescribed (r=-.58; p
<.001) and less administered (r=-.53, p <.001) during
the first 24 hours post-operatively.  More than 50% of
the patients who were 55 years and older received less

than half of the prescribed analgesic dose.  In addi-
tion, women re-ceived less medication than men re-
gardless of age.  On the other hand, Short, Burnett,
Egbert, and Parks (1990) found that the amount of
narcotics adminis-tered to elderly surgical patients
depended upon the type of surgery and the setting
where the received care (i.e., the Surgical Intensive
Care Unit (SICU) or a surgical ward).  In general, the
amount of analgesic the elderly patients received was
approximately 24% of the prescribed dose.  Although
there were no significant differences in the amount of
nar-cotic analgesic ordered by the physicians or in the
types of their sur-geries, the SICU pa-tients received
more of the prescribed medication than the surgical
ward patients.

There are few, if any, prospective studies in
which confounding variables, such as sociocultural fac-
tors, pre-existing medical problems, and attitudes
about pain have been considered. Questions exist that
need to be addressed in further research.  Did the eld-
erly in the studies previously discussed receive less
pain medication because they experienced less pain;
or did they experience the same amount of pain, but
reported it less frequently?  Could they have needed
less analgesic to obtain pain relief because they were
more sensitive to the medication or because the ef-
fects of the medication lasted longer?  And finally, did
they receive less pain medication because the staff
believed that the elderly have decreased pain sen-
sitivity?

The selection of pain management strategies
by student nurses may vary with the ages of both the
patients and the nurses.  More pain management op-
tions were identified for those patients similar in age
to the nurses than for patients who were either much
younger or older than the nurses (Burke & Jerrett,
1989).  The results of this study did not always corre-
spond with what the student nurses had been taught;
thus, the investigators concluded that the students�
personal beliefs about pain had a stronger influence
than curriculum content (Burke & Jerrett, 1989).  More
attention should be given to examining whether nurses�
verbalized perceptions of the best pain-management
technique reflect their practice.

Davitz and Davitz (1981) reported that although
the age of patients was not a significant factor in
nurses� (n=65) inferences of patients� phy-sical pain,
it played a major role in their inference of patients�
psychological distress.  For example, nurses inferred
that older (65+ yrs) patients with cancer ex-perienced
lower psychological distress than adoles-cents and young
adults, but not as low as that of children (4-12 yrs).
When  interaction effects of age-by-gender and age-
by-degree of severity were ex-amined, the smallest
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differences were reported for older adults and children
and the greatest differences for adolescents and young
adults.

The influence of culture on the treatment of
postoperative pain of 270 patients undergoing cho-
lecystectomy has been reported by Streltzer and Wade
(1981).  Cultural bias of nurses was suspected when
more pain medication was administered to Cau-casians
and Hawaiians than to Filipinos, Japanese, and Chi-
nese.  However, the investigators were un-sure whether
the ethnic differences reflected under-treatment of the
pain by the nurses or more stoic behavior and lower
perception of pain by the Fili-pinos, Japanese, and
Chinese.  Consistent with the findings of other stud-
ies, an age-related decrease in the amount of pain
medication administered was found (Streltzer & Wade,
1981).

Litman (1974) suggested that the family is the
most important context within  which  illness  oc-
curs and is resolved.  The responsibility for care of
frail or impaired individuals who need assistance with
one or more activities of daily living increasingly falls
on the family (Bunting, 1989).  Estimates sug-gest that
by the year 2030 approximately 22% of the American
population will be 65 years and older, and an increasing
number over 85 years of age (Institute of Medicine,
1990).  Most older individuals live in the community;
approximately one-third live alone and widowed females
predominate (Wilson, Kovar, & Havlik, 1987).

The majority of the impaired elderly live with
family members (Stone, Cafferata, & Sangl, 1987).
There is a great deal of interest in examining issues
related to providing eldercare, as well as investigating
the effects on the caregivers of pro-viding care to el-
der family members (Anastas, Gibeau, & Larson, 1990;
Bunting, 1989; Dellasega, 1990; Malonebeach & Zarit,
1991).  Stone et al. (1987) reported that only 11% of
impaired elderly live alone; thus, it is likely that the
majority of older individuals in the community experi-
encing pain live with family members.  Issues that have
not received a great deal of attention are the role and
influence of the family on pain behavior and pain man-
agement in the elderly.  The few available studies have
focused on chronic pain.  Snelling (1990) concluded from
a review of the literature that patients with pain tend
to have family members who also have pain or illness
and that spouses may play a role in enhancing or mini-
mizing pain behaviors in their partners.

Very little research has focused on pain man-
agement strategies in the elderly.  When planning man-
agement strategies, cognitive, psychosocial, cul-tural
and physiological factors must be considered, because
they influence the older person�s perception of pain

(Faherty & Grier, 1984; Walker et al., 1990).  Nurses
play an important role in planning inter-ventions to
prevent, alleviate or minimize the older patient�s pain.
Pain perception is influenced by higher cortical cen-
ters;  thus, it is important to ascertain the patient�s
thoughts about his/her pain and the meaning attrib-
uted to it.  Because anxiety usually intensifies the pain,
the nurse should endeavor to decrease the patient�s
anxiety by: 1) providing infor-mation that corrects
misperceptions and decreases un-certainty, and 2) pro-
jecting a positive attitude that the client�s pain can be
relieved.

Nonpharmacological Interventions

Because acute pain is a complex phenomenon,
Chapman and Turner (1986) reported that
nonpharmacological approaches such as psycho-logical
and behavioral interventions are important components
of pain management strategies.  They suggested the
following interventions for acute pain: 1) provide pro-
cedural and sensory information about impending
events; 2) use pain descriptors (e.g., use �feels like
intense heat� instead of �it�s a burning pain�) when
describing sensations; 3) promote relaxa-tion; 4) pro-
vide positive patient examples and avoid situations in
which the patient may see another patient in extreme
discomfort; 5) administer medications for pain that
do not impair cognitive abilities needed for coping;
and 6) promote a sense of personal control by teaching
coping strategies, etc.

In addition to psychological interventions, other
nonpharmacological strategies for pain manage-ment
include self-management techniques, such as distrac-
tion, humor, meditation, and imagery (Cogan, Cogan,
Waltz, & McCue, 1987; Swinford, 1987); re-laxation
(Horowitz, Fitzpatrick, & Flaherty, 1984); cutaneous
stimulation using cold, heat, massage, or transcuta-
neous electrical stimulation (TENS); music (Buckwalter
cited in Buckwalter, Hartsock, & Gaffney, 1985); bio-
feedback; and self-hypnosis (Thomas, 1990; 1991).

Neary (1981) investigated the effects of TENS
on 100 of 200 patients with abdominal and thoracic
postoperative pain and found that in the TENS group
the 60-79 year old cholecystectomy patients received
slightly less total Demerol than the 40 to 59 age group.
Little information was reported about the number of
patients in each diagnosis and age category of the con-
trol and treatment groups.  In another study of the
effect of the Jacobson relaxation technique on postop-
erative pain in 20 elderly patients with fractured hips,
the subjects in the treatment group not only reported
lower levels of pain and distress, but also used less
analgesics during the first 24 hours after surgery than
the control group (Ceccio, 1984).  There is a dearth of
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research on the effectiveness of nonpharmacological
pain management interventions in the elderly.  Although
older in-dividuals may be included in a study sample,
age as a variable often is not addressed (Table 6.2).
The two studies (Ceccio, 1984; Neary, 1981) listed in
Table 6.2 that did include age as a variable had small
sample sizes and the varied methodologies.  More stud-
ies and replication of studies are needed to determine
the validity and generalizability of findings related to
the effectiveness of nonpharmacological interventions.

Pharmacological Interventions

Because older patients are more likely to have
multi-system diseases requiring many different medi-
cations, they have a greater potential for drug-drug
interaction and central nervous system (CNS) side ef-
fects than younger patients (Harkins et al., 1984).
Further, a significant positive correlation has been re-
ported for age and analgesia (intramuscular morphine
injections) in postoperative patients (Bellville, Forest,
& Miller, 1971); older individuals reported greater re-
duction in pain intensity with analgesics than did
younger patients (Nation & Warfield, 1989).  Results
from the National Hospice Study of terminally ill can-
cer patients showed an inverse relationship between
age and analgesic consumption (Goldberg, Mor,
Wiemann, Greer, & Hiris, 1986).  The amount of pain
patients experience is often inferred from the amount
of analgesics they receive (Morris et al., 1986), but
this may be mis-leading because many other factors
can influence the amount of analgesics consumed.  It
is unclear whe-ther older patients are more sensitive
to analgesics or whether the effect lasts longer be-
cause of the meta-bolic changes associated with ag-
ing.

The age-related difference in the effective-
ness of analgesics is postulated to be due to the de-
creasing clearance of narcotics with aging, which
thereby prolongs the duration of the relief analgesia
provides.  For example, Kaiko et al. (1982) reported
that a markedly increased duration of pain relief was
experienced by older patients in response to mor-phine,
as though the older patients received four times the
analgesic dose as the younger adult patients.  Further,
the investigators found an inverse relation-ship be-
tween the exponential rate of decline of plas-ma mor-
phine levels and age.  The clearance of mor-phine from
the plasma of subjects more than 50 years old was only
50% of that observed in subjects less than 50 years
old.  Thus, McCaffery (1985) conclud-ed that age may
be used to predict the approximate length of time that
morphine analgesia remains in the elderly, but not nec-
essarily to predict an appropriate dose level.  There-
fore, caution must be exercised in prescribing and ad-
ministering analgesics.

Physiological changes that are postulated to
cause increased bio-availability of medications in the
elderly include:  1) alterations in drug distribution due
to changes in body composition wherein lean body mass
decreases and adipose-tissue mass increas-es in rela-
tion to total body weight, and 2) alterations in the kid-
ney and liver which slow down the meta-bolism and
excretion of medications (Roch-Weser, Greenblatt,
Sellers, & Shader, 1982; Thienhaus, 1989; Yuen, 1990).

The results of current research have not indi-
cated with any certainty that older individuals have a
higher threshold for pain or perceive less pain.  How-
ever, narcotic analgesics have been re-ported more
effective in managing their pain adminis-tered in
smaller doses (Kwentus et al., 1985; Ready et al., 1987)
or less frequently (Moore et al., 1990) than would be
prescribed for younger patients.  Be-cause the dura-
tion of the effects of narcotic medi-cations and, thus,
the risk of analgesic toxicity increase in the elderly, a
stepwise approach has been suggested to designing a
pain protocol for an older individual (Egbert, 1991;
Enck, 1991).  The first step would be to use nonopioid
analgesics, such as non-steroidal anti-inflammatory
drugs (NSAID) and acetaminophen for mild to moder-
ate pain.  Egbert (1991) recommended choosing NSAIDs,
such as Motrin, which have a short to intermediate
half-life, produce effective analgesia, and have mini-
mal side effects.  If the pain is moderate to severe,
the next step is to choose narcotic analgesics which
have a short half-life (i.e., relatively rapid clearance)
and few long acting active metabolites.  In any pain
protocol, the elderly patient must be monitored care-
fully, the analgesic should be started at low doses and
increased until the patient experiences acceptable re-
lief, and the medication should be given on a regu-lar
time schedule and not PRN.  When appropriate, a
prophylactive bowel regimen should be started and spe-
cial attention given to the patient�s diet.  If a narcotic
is used, it may be possible to reduce the dosage by the
addition of a NSAID.  The drug re-commended for mod-
erate pain is acetaminophen with codeine; morphine
or hydromorphone are suggested for severe pain.  Ad-
juvant medications such as antidepressants may be
given in combination with nonnarcotic and narcotic
analgesics to enhance effectiveness (Egbert, 1991;
Kwentus et al., 1985).

Some older individuals can be involved in the
pain management strategies used to relieve their acute
and/or chronic pain.  In fact, patient-controlled anal-
gesia (PCA) methods are an example of patients hav-
ing a primary role in their pharmacological pain man-
agement.  Egbert, Parks, Short, and Burnett (1990)
conducted a randomized, experimental study compar-
ing PCA and conventional analgesic therapy in 83 eld-
erly subjects and concluded that PCA was an improved
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method of postoperative analgesia in high-risk elderly
men with normal mental status.  The investigators
emphasized the importance of assessing the patients
to be sure they have normal cognitive function so that
they can be taught how to participate in PCA therapy.
McCaffery (1987) argued that PCA should encompass
any drug administration method that allows patients
to exercise control if they are willing and able to do so.
While PCA using oral analgesics was reported
(McCaffery, 1987), the in-fluence of age was not ad-
dressed.

Most research on the effectiveness of phar-
macological pain management (narcotics and NSAID)
in the elderly has focused on examining the pharmaco-
kinetics of the analgesics, evaluating their effective-
ness and feasibility, and investigating new systems of
analgesic delivery, such as epidural indwelling catheter
and PCA (e.g., Table 6.3).  Phar-macologic studies com-
paring young and old subjects often are conducted for
very short periods of time and do not provide informa-
tion on the effects of prolonged therapy (Roth, 1988).
Additional research on pharmacological pain manage-
ment strategies, which include age as a variable, is
warranted.  In addition, like research on
nonpharmacological pain management,  replication stud-
ies are needed to es-tablish the validity and
generalizability of the research findings.  Few studies
have examined the effective-ness of combining phar-
macological and nonpharmaco-logical pain interventions
in the elderly.

Research Needs and Opportunities

It is proposed that effective management of
the elderly client�s acute pain can result in improved
overall functions (Kwentus et al., 1985), such that psy-
chological well-being may bring about earlier re-covery;
this hypothesis awaits research for validation.

Although there are many similarities across age
groups in the experience of pain, additional studies
are required to  examine  possible  age-related
differences in: the �meaning� of pain, the manifesta-
tions of pain (e.g., behaviors and pain reports), accu-
racy and appropriateness of pain assessment method-
ologies and tools, responses to pharmacologic-al treat-
ment strategies, and responses to nonphar-macological
treatment strategies, responses to com-binations of
pharmacological and nonpharmacological treatment
strategies.

Most studies of pain assessment tools have
been conducted on young to middle-aged adults or have
not included age as a variable; thus, the reli-ability of
existing pain instruments must be estab-lished in the

elderly.  Pain management and treatment strategies
must also be tested in this population.  Further, the
interaction of age, gender, and socio-cultural factors
on pain experience and pain relief should also be ad-
dressed.  Consideration must be given to the age-re-
lated prevalence of acute con-fusional state and de-
mentia in the elderly and its effects on the ability of
these older individuals to identify and remember pain.
Thus, more research is needed on the sensory and
cognitively impaired and nonverbal elderly.  Although
95% of Americans 65 years or older live in their own
communities (Thienhaus, 1989), pain management of
elderly in different settings, such as nursing homes,
must also be investigated.

Recommendations

Future pain studies should be theory-based and
include age as a variable.  A theory-driven study will
promote generalizability of the findings.  Repli-cation
of the studies is another means of validating and pro-
moting the generalizability of findings.  Nurs-ing re-
search on pain in the elderly should focus on pain as-
sessment issues, the consequences of pain, and the
effectiveness of nonpharmacological and pharma-
cological management strategies.  McCaffery (1990)
reported that nurses can make a significant contri-
bution to pain control by using a combination of
nonpharmacological techniques (e.g., distraction, cu-
taneous stimulation, relaxation) to augment tradi-
tional pain relief methods and investigating their ef-
fectiveness.

Strategies and techniques for providing effec-
tive pain education is another area where nurses can
make an important contribution.  Although under-treat-
ment of pain is the consequence of a  number  of
factors, one major contributing factor identified by the
NIH Consensus Conference on Pain was the need for
pain education by both professional health care work-
ers and the general public (NIH, 1986).  In ad-dition,
there is a need to examine the factors influ-encing
health care workers� and/or the caregivers� (often a
family member) responses and decision-making related
to treating patients� reports of pain.

Based on the assessment of the research needs
and opportunities, the Panel has made the fol-lowing
recommendations concerning acute pain in the elderly:

  · Test assessment tools to determine if they are
cognitively appropriate, practical, reli-able, and valid.

  · Identify behavioral indices of pain in cog-
nitively impaired elderly.
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  · Develop and test measures of the effective-
ness of nonpharmacological pain manage-ment strate-
gies in the elderly and the effects of combined
nonpharmacological and phar-macological interven-
tions.

  · Develop and test methods to examine age-re-
lated differences in the meaning of pain.

  · Identify factors in caregivers� (spouse, fam-
ily members, friends, significant others) at-titudes and
knowledge about pain that influ-ence their manage-
ment of the individual�s pain and the pain behavior of
the individual.

  · Develop assessment tools that are applicable
to various ethnic groups.

  · Develop a research base on the effects of ac-
culturation on various ethnic groups and whether the
length of time immigrants spend in this country influ-
ences their pain exper-ience and manifestations.

  · Develop nursing care strategies in pain assess-
ment issues; effectiveness of pharma-cological inter-
ventions, nonpharmacological interventions, alone and
in combination; and pain education for patients,
caregivers, and patients� families.
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