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What is a geriatric patient?
A geriatric patient is a person of advanced biological age
(the age in years being less important), with multiple
morbidity, possibly multiple medications, psychosocial
deprivation, and an indication for (general) rehabilitation. The treatment of geriatric patients is complicated
when dementia is present, because of the patient’s impaired communication abilities.

Pain management
in geriatric patients
Why is pain management for the geriatric
patient a medical challenge for tomorrow?
An important demographic phenomenon of the last few
decades in highly industrialized countries is the continuous increase of the higher age groups in relation to
the younger generation. Within a few decades, the same
demographic change will take place in countries outside
the Organization for Economic Co-operation and Development (OECD) as well. For example, in Germany
the number of inhabitants in the age group of above 80
years increased from 1.2 million in 1960 to 2.9 million
today, and will further increase to 5.3 million by 2020.
Therefore, the health care system and health care workers will need to be prepared to be able to cope with this
special patient group. With regard to pain problems,

the geriatric patient will be a special challenge, since the
percentage of patients with chronic pain (pain lasting
more than 6 months) increases continuously from 11%
to 47% between the ages of 40 to 75 years. Health care
workers have to be aware that geriatric patients not only
expect the general respect of society but—with increasing life-expectancy—deserve adequate medical treatment, including pain management. Societies have to
discuss how they want to cope with this demand.

What do elderly patients expect
from their doctor?
In surveys, the older generation has deﬁned a “wish list”:
being active until death, individual treatment, no pain,
autonomous decision making, being able to die “early
enough” before needless suﬀering starts, and addressing
reduced social context and contacts.

Why do elderly patients not receive the care
they need and deserve?
From the patient’s perspective:
• The incidence of dementia increases with age,
resulting in impaired communication.
• Elderly patients tend to behave like “good patients”.
• They have a traditional “trusting” view of the
doctor “who will take care of everything that is
necessary.”
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• They tend to not insist on certain medical interventions.
From the patient’s and doctor’s perspective:
• Pain in old age is “part of life” and “fate.”
From society’s perspective:
• Inadequate resources in the health care system
restrict adequate treatment.
From the doctor’s perspective:
• Elderly patients do not feel pain as intensely as
younger patients.
• They cope better with pain and therefore need
less analgesia.

What are the opinions and statements
of scientiﬁc medical organizations?
A wealth of literature shows that geriatric patients are
not provided with adequate pain management. Medical societies have made the elderly patient a medical
priority. Since pain is frequent, meaningful, underdiagnosed, and undertreated, and since research on this
topic is scarce, pain in the elderly has to be declared a
medical priority. Consequently, the IASP in September
2006 proclaimed “pain in old age” the main target of the
“Global Day of Pain.”

Is it true that pain is frequent
in elderly patients?
A number of studies document that the incidence of
pain is high. In old people’s homes, up to three-quarters
of interviewed residents reported pain. Half of these had
daily pain, but less than one-ﬁfth were taking an analgesic medication. Studies show that unrelieved pain is
one of the most important predictive factors for physical disability.

What are the typical pain locations
in elderly patients?
The number one cause of pain in elderly patients is
degenerative spine disease, followed by osteoarthrosis and osteoarthritis. Other important pain etiologies include polyneuropathy and postherpetic neuralgia. Cancer pain is also a very relevant pain etiology.
In highly industrialized countries cancer pain in the
elderly is often—at least partially—adequately controlled. But in other countries, management of cancer
pain often is not a top priority, although good cancer
pain management could be accomplished fairly easy
with simple treatment algorithms based mainly on an
adequate opioid supply.
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If adequate pain medication is provided for
elderly patients, why might they still not receive
suﬃcient pain control?
Communication problems and misconceptions of pain
are relevant causes of this situation. A number of particularities must be considered in the geriatric patient:
• Compliance: Geriatric patients will have predictable practical problems with their pain medication. Impaired vision and motor skills, combined
with xerostomia (dry mouth) and disturbances
of memory, may make an adequate treatment a
complete failure. It has to be noted that the average geriatric patient in industrialized countries
has a prescription for seven diﬀerent drugs, and
only a minority of patients have been prescribed
fewer than ﬁve daily drugs, making noncompliance and drug interactions highly likely. Noncompliance rates are estimated to be as high as 20%.
Apart from that, intellectual, cognitive, and simple manual impairments may interfere with treatment. More than a ﬁfth of geriatric patients fail
at the task of opening drug packages and blister
packs. Another patient-related compliance factor,
compared to younger patients, is reduced “positive thinking”: only 20% of geriatric patients expect recovery and healing.
• Availability of opioids and the risks of prescription.
• Comorbidity: Comorbidity may impair physical
performance, thereby possibly reducing the effects of rehabilitation eﬀorts.
• Pharmacokinetic changes: One of the main
physiological changes in geriatric patients is the
reduction of cytochrome P450-dependent metabolization. Also, due to reduced hepatic function, plasma protein levels are generally lower
in elderly patients. Both altered mechanisms
may cause potential dangerous drug interactions and unpredictable plasma levels. This effect may be most pronounced for drugs that are
eliminated through the kidneys, since glomerular ﬁltration rate is generally reduced, too, and
for drugs with high plasma protein binding,
where unpredictable serum levels of free substance may result.
• Vegetative state: Sympathetic reactions are reduced, causing misunderstanding and underestimation of pain, since the elderly patient appears
to be less strained by pain.

Pain in Old Age and Dementia
With regard to the opioid-receptor population and
subjective sensitivity to painful stimuli, there is conﬂicting evidence. Therefore the conclusion has to be that
pain perception and analgesic interactions are unpredictable.

Do patients with impaired communication,
such as those with Alzheimer disease, receive
insuﬃcient analgesia?
Unfortunately, a number of studies show that patients
with Alzheimer disease, and diﬃcult or impossible
communication, receive insuﬃcient analgesia. This has
been shown both for acute situations such as fractures
of the neck of the femur and for chronic pain. This observation is alarming since there is evidence showing
that the pain perception of Alzheimer patients is undisturbed.

What is likely to be the most important reason
for inadequate pain management?
Much of the problem of inadequate pain management
of the geriatric patient is the lack of appropriate assessment. Especially in patients with dementia, failure to
assess pain properly results in insuﬃcient analgesia, because less than 3% of these patients will communicate
that they need analgesics themselves.

How is pain in the geriatric patient
assessed eﬀectively?
The main rule for the geriatric patient is: “ask for pain.”
The patient may not ask for analgesia spontaneously. All
reported pain should be taken seriously; it is the patient
who has the pain, and the pain is what the patient tells
you it is. Conventional instruments may be used for
pain assessment, such as analogue scales or verbal rating scales, if the patient is able to communicate properly. But rating and analogue scales will fail in the noncommunicating patient. Therefore, it will be necessary
to use more sophisticated techniques. All these techniques are based on careful observation and interpretation of the patient’s behavior. Several scoring systems
have been developed for this task. Typical items for observation include facial impression, daily activity, emotional reactions, body position, the chance of consolation, and vegetative reactions. Some scores also include
the subjective impression of the therapist. Recent clinical research has tried to interpret various therapeutic
interventions to ﬁnd out more about the patient’s pain,
with trials called “sequential intervention trials.”
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Case report: Mr. Ramiz Shehu
(prostate cancer)
Mr. Shehu is a 72-year-old farmer from the northern part of Albania, living in the village of Filipoje. He
was diagnosed with prostate cancer 3 years ago when
he presented himself to the local doctor, Dr. Frasheri,
with diﬃculties with urination. As disease of the prostate was suspected, blood was drawn and send to the
district hospital for the prostate-speciﬁc antigen (PSA)
test. Unfortunately, the PSA was highly positive. After
careful evaluation of the individual situation, especially regarding the comorbidity with hypertension and
heart insuﬃciency as well as the patient’s advanced
age, Dr. Frasheri concluded that there would not be
an indication to send Mr. Shehu to the capital Tirana
for surgery, chemotherapy, or radiotherapy. Now, after
3 years, Mr. Shehu was still in relatively good general
condition, being an important and active member of St.
Bartholomew’s church in his home village. But in the
recent weeks he had developed increasing pain in his
left chest and left hip. He described his pain as “drilling,” increasing with activity, especially when walking
and taking a deep breath. Visitors from Italy had ﬁrst
suspected coronary disease and hip arthritis, since the
high PSA had been forgotten by that time. But the local
doctor drew the correct conclusions.

1) The options in Filipoje
Local therapy: Use a walking stick, apply a home-made
elastic bandage around the chest.
Systemic therapy: The only pain killers available were diclofenac and morphine.

2) The options in the capital, Tirana
At Mother Theresa Hospital, a tertiary care center, the
options are:
Local therapy: X-ray or CT for conﬁrmation
of bone metastasis, eventually local radiation therapy:
fractioned radiation (multiple) for analgesia and bone
stabilization, unfractioned radiation (single) for analgesia only.
Systemic therapy: Bisphosphonates (for bone stabilization), radionucleotides such as samarium, or activated phosphates (for patients with multiple painful
bone metastasis where radiation is not an option), alternating opioids (for continuing side eﬀects of the ﬁrst or
second opioid, because opioid rotation is the therapy of
choice if sedation and/or nausea persists beyond 1 week),
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intrathecal catheters (for vertebral metastases where
pain at rest is well controlled with opioids but pain on
weight bearing is unbearable or only bearable with opioid doses that cause intolerable side eﬀects).

Mr. Shehu’s treatment
Due to transportation problems and a long waiting list
for treatment in Tirana, Dr. Frasheri decided to treat Mr.
Shehu symptomatically at home. In Filipoje, he found
a used walking stick and an elastic bandage, which
helped with ambulation. Diclofenac was available in local pharmacies, but Dr. Frasheri decided to advise Mr.
Shehu to use paracetamol (acetaminophen) instead,
since he was not sure about kidney function and it was
foreseeable that the need for analgesic therapy would be
long-lasting. When Mr. Shehu received piroxicam from
the Catholic mission, he also started taking it orally. It
was pure luck that Dr. Frasheri found out about the patient taking piroxicam. He stopped this medication and
explained to Mr. Shehu that the drug had a number of
negative prognostic factors for renal and gastrointestinal
side eﬀects: old age, prolonged medication, accumulation of piroxicam because of a long half-life, among other
problems. Mr. Shehu was not satisﬁed with the pain reduction from the paracetamol, since he needed to make
his way to and from the church daily, although when sitting or lying down the pain intensity was acceptable. So
he insisted at Dr. Frasheri’s oﬃce that he needed something else.
At ﬁrst, Dr. Frasheri was reluctant to prescribe
opioids, because they are not easy available in Albania.
The per-capita amount of morphine and pethidine has
been almost unchanged since the time of Enver Hoxha’s
dictatorship (1970–1980s), and Albania had never
signed the Single Convention from 1961. Only recently
have prescriptions of fentanyl (mainly for surgery) and
methadone (mainly for opioid substitution) increased.
Nevertheless, morphine could be obtained—with difﬁculty. After a lot of education on the pros and cons of
morphine (Mr. Shehu was quite sceptical about taking
it), Mr. Shehu was started on morphine, starting with 10
mg b.i.d. and gradually increasing the dose over several
days. When he found out about the positive eﬀects (especially on walking and standing), Mr. Shehu no longer
raised any objections. His steady-state dose was 30 mg
morphine sulfate q.i.d. Activity, drinking an extra liter
of water, the healthy Mediterranean diet, and milk sugar helped against constipation, but nausea could not be
avoided due to the lack of metoclopramide. However, Mr.
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Shehu had been instructed carefully, so that he was patient enough to wait for nausea (and sedation) to wean
oﬀ after a week’s time. In the educational part of the ofﬁce visits, family members were included to discuss the
patient’s wish to stay in Filipoje and his personal attitude
toward coping with the disease and its symptoms, ﬁnding
personal strength in the words of his savior at St. Bartholomew’s church.

How did Dr. Frasheri and Mr. Shehu ﬁnd the
optimum dose of morphine?
Since Mr. Shehu was opioid-naive, meaning he had
no prior experience with opioids, of advanced age, and
with unpredictable cancer pain intensity, the method of
choice is titration by the patient. This means that after
careful explanation of the pros and cons of morphine,
Mr. Shehu was provided with morphine solution (2%),
which could be locally produced by the pharmacist. Mr.
Shehu was told, with the help of his oldest son Sali, to
take 10 drops (ca. 10 mg) of morphine as needed, always
waiting for at least 30 minutes after the previous dose,
and was told to always write down the time he took extra medication. After two days, Mr. Shehu and his son
were told to come back to Dr. Frasheri, and together
they looked over the list. It came out that on average every second hour a dose was required, more in the daytime and less in the night. To accomplish stable—and
more tolerable—blood levels of morphine, Dr. Frasheri then advised Mr. Shehu to take 30 mg of morphine
regularly every 4 hours, since no slow-release version
of morphine was available. Of course, Dr. Frasheri did
not forget to allow Mr. Shehu to take—as needed—extra doses of 10 mg (roughly 10% of the daily cumulative
dose). If Mr. Shehu did not need extra doses, the basic
q.i.d. (four times daily) dose would be slightly reduced,
e.g., to 20 mg q.i.d.; if he needed 1–4 extra doses the
prescription would stay unchanged; and if the extra doses would exceed 4 per day, the basic q.i.d. dose would
be increased (e.g., with 6 extra doses per day equal to 60
mg, the regular dose of 30 mg q.i.d. would be increased
to 40 mg q.i.d.). The same procedure of titration was
used for the time so that the balance between analgesia
and side eﬀects was to the beneﬁt of Mr. Shehu.

In conclusion, what should be done?
1) General:
i) Patients should not be deprived of the beneﬁts
of analgesia just because they are elderly.
ii) Include relatives.

Pain in Old Age and Dementia
iii) Write down your orders in big letters for patients with impaired vision.
iv) Always provide patients with written information on what to take, when to take it, and
eventually, what side eﬀects to expect.
v) Avoid mentally overloading the patient; generally not more than one major topic should
be discussed per consultation, and directions
should be repeated several times.
vi) Anticipate pain, and treat accordingly.
vii) Use nonpharmacological techniques where
applicable, such as positioning, counterirritation (using ice, external alcoholic herbal lotions, etc.).
viii) Use reassurance for anxiety-associated behavior.
ix) Don’t use “cookbook dosing schemes,” but instead titrate doses individually from very low
initial doses.
x) For general assessment of the patient, ﬁtness is
a better guideline than chronological age.
xi) Pain management in general may be accomplished in the outpatient setting; inpatient
treatment for the sole reason of pain control is
indicated only in selected patients.
2) Assessment
i) Ask the patient, who might not reveal information spontaneously for certain reasons.
ii) For patients with impaired communication,
one of the suggested scores is the BESD (Beurteilung von Schmerz bei Demenz [Assessment of pain in dementia]). For ﬁve observations, 0–2 points may be allocated depending
on their nonexistence, medium presence, or
strong presence. The observations are:
a) Breathing rate (normal/high/hectic)
b) Vocalizations (none/moaning/crying)
c) Facial expression (smiling, anxious, grimacing)
d) Body position (relaxed/agitated/tonic)
e) Consolation (not necessary, possible, impossible)
iii) Starting with a total of 5 points, this scoring
system forces the therapist to start analgesic
therapy.
3) Pharmacotherapy. The basic principle of pharmacotherapy in the elderly patient is “start low and go
slow,” meaning that initial doses of all analgesics should
be reduced compared with normal adult doses and that
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all dose increases should be done slowly and in small
stepwise increments.

Pharmacotherapy in older patients
What special considerations are
there for analgesic pharmacotherapy
in the elderly patient?
NSAIDs have a variety of pharmacological interactions. One of the most relevant is the potential increase
of gastrointestinal side eﬀects with the comedication of
steroids. Also, blood sugar reduction is increased if the
patient is taking oral antidiabetics. Other interactions
are the reduction of the comedication’s eﬀect, e.g., with
diuretics (reduced urine output) or ACE (angiotensinconverting enzyme) inhibitors (less blood pressure reduction). Other interactions with unexpected serum level changes might result from concomitant therapy with
NSAIDs and alcohol, beta blockers, methotrexate, selective serotonin reuptake inhibitors (SSRIs), or quinine.

Why are NSAIDs of special importance
regarding unwanted eﬀects?
Elderly patients may experience a typical complication
spiral with the prescription of long-term NSAID medication. For example, painful arthritis is often the primary cause for prescribing a NSAID. Longer intake (more
than 5 days of regular intake), higher doses, and concomitant steroid medication may cause gastrointestinal
ulcers. Repetitive ulcer bleeding then may be the cause
for anemia. In an older patient with reduced cardiac
function, anemia may cause cardiac insuﬃciency, which
is then followed by diuretics as therapy. Although that
medication is reasonable in normal instances, the diuretics might cause renal dysfunction and consequently
renal failure!

Can opioids have unwanted eﬀects, too?
Opioids may also interact with other medications.
Watch out especially for all drugs that have a CYP2D6inhibiting eﬀect, and expect higher than usual plasma
levels, for example cimetidine, quinidine, paroxetine,
ﬂuoxetine, methadone, antihistaminic drugs, and haloperidol. Other important direct interactions for morphine with other pharmacotherapies are ranitidine and
rifampicin; for fentanyl ketoconazole and clarithromycin; for methadone cimetidine, quinidine, paroxetine,
ﬂuoxetine, antihistamines, and haloperidol; and for tramadol quinine and SSRIs.

274
If organ dysfunction is present, choose—if available—buprenorphine for renal insuﬃciency and methadone for liver insuﬃciency. But all other opioids may
also be chosen, as long as doses are titrated individually,
and dose reductions are made accordingly.

What are some considerations
if opioids are chosen?
Opioids have an unbeatable advantage over almost
all other drugs available, especially in the elderly patient, since there is no known potential for organ
toxicity, even with long-term use. Therefore, all advanced destructive diseases that present with pain
(HIV-neuropathy, cancer pain, postherpetic neuralgia,
and major degenerative spine disease with vertebral
body destruction) are an indication for an opioid trial.
Some opioids, like morphine, are cheap (less than the
cost of a loaf of bread for a week’s dose of morphine)
and available in most countries, though local government regulations might prohibit morphine prescription. Morphine and other “simple” opioids like hydromorphone or oxycodone would be ﬁne. Pentazocine,
tramadol and pethidine (meperidine) are not the ﬁrst
choice in the older patient because of their speciﬁc
pharmacodynamics and pharmacokinetics. Although
opioids are safe and eﬀective analgesics, some points
should be considered when starting an elderly patient
on opioids. Because of changes in plasma clearance
and ﬂuid distribution, plasma concentrations of opioids may be higher than expected. Especially in longterm treatment, dose adjustments will be necessary. In
general, opioid doses have an inverse correlation with
age, but the indication for an opioid has a positive (linear) correlation with age, and men on the average need
more opioids than women. Elderly female patients
need opioids more often, but at a lower dose. As with
other age groups, certain rules for opioid therapy must
be obeyed, especially structured information about the
advantages (no organ toxicity, long-term treatment)
and disadvantages (dependency with the need for dose
tapering, initial nausea and sedation, and more likely
than not continuous constipation).

Is there a “best opioid” for the elderly patient?
In general: “all opioids are equal,” but as in the animal
farm of George Orwell, “some are more equal”: the
low plasma-protein-binding of hydromorphone and
morphine (8% and 30%, respectively) might be an advantage over others such as oxycodone, fentanyl, or
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buprenorphine (40%, 80%, or 95%, respectively), since
a high rate of plasma-protein binding might provoke
drug interactions.

Should coanalgesics be considered in the
elderly patient?
The indication for coanalgesics should be determined
very carefully to avoid drug interactions and unwanted
side eﬀects. For example, the use of tricyclic antidepressants, used often for constant burning pain such as in
diabetic polyneuropathy or postherpetic neuralgia, increases the risk of falling down and the incidence of
fractures of the neck of the femur. Therefore, in clinical
practice, the use of coanalgesics should be restricted to
well-tolerated drugs, such as external capsaicin or systemic gabapentin, if available.

Is there anything in addition to analgesics for
my elderly patient?
The incidence of depressive disorders is higher compared to younger patients, and older citizens tend to
have fewer coping strategies regarding stress. If they
have lived through wartime, it is sometimes old age that
brings back unpleasant memories. There is evidence
that symptoms similar to post-traumatic stress disorder
may surface in advanced age. Even if no adequate treatment for this problem is available, asking for such memories and symptoms and an understanding approach
may relieve some of the hardships of your elderly patient. Also, religious coping strategies should be used for
their healing properties. At times older patients do not
dare to mention their beliefs, and the younger medical
professional may have separated himself from spiritual
thinking. Although spiritual healing may not be used intentionally, if these needs are not already present in the
patient, they may be integrated into a holistic approach
if careful questioning reveals the patient’s disposition. In
advanced age, pain may be integrated into life’s reality if
other factors of general life quality are taken care of. If
asked about their “wish-list to the doctor,” older patients
would appreciate conversations about their biography,
encouragement to have hope, integration of religion
and family into their treatment, as well as a tender loving environment in the medical setting. The health care
system should try to relieve some of the sorrows and
anxiousness in the end-of-life situation, so that the patient does not need to quote the famous movie director
Woody Allen: “I am not afraid of dying, I just don’t want
to be around when it happens.”

Pain in Old Age and Dementia
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• Opioids are the analgesics of choice for strong
cancer pain unresponsive to NSAIDs. Keep in
mind that around four half-lives (for morphine
the total time would be about one day) will be
necessary before a steady-state situation will be
reached in the patient and that women usually
need less opioids than men. In most older patients, a longer dosing interval might be a good
solution (morphine t.i.d.). If available, combine
slow-acting morphine for basic analgesia with
fast-acting morphine for on-demand doses.
• Coanalgesics should be used only in individually
selected patients. If coanalgesics are unavoidable,
calcium-channel-blocking anticonvulsants (gabapentin or pregabalin) should be preferred.
• Nonpharmacological treatment strategies should
always be implemented if possible and feasible:
education, activity, cognitive techniques, and
counterirritation (e.g., acupuncture). Do not forget integration of spiritual beliefs into the treatment plan.
• End-of-life decisions should respect the wishes of
the elderly patient to die at home, in dignity, and
appreciated, with their pain under control.
• Rule of thumb: Start low, go slow.

Pearls of wisdom
• There is no evidence that older patients have less
pain and need less pain medication than younger
patients. Also, the belief that opioid receptor density is reduced has not been conﬁrmed by recent
research. Therefore, withholding opioids because
the patient is old is not correct.
• Pain is underdiagnosed in the elderly patient. Always ask about pain, and do not rely on analogue
scales (e.g., NRS or VAS); instead, use careful observation of the noncommunicating patient for
diagnosing unrelieved pain.
• Elderly patients tend to act in a “socially acceptable” manner, meaning that they try to be a good
patient (“if I am no burden to anyone, everybody
will value me higher” and “the doctor knows what
is best for me and will ask me if necessary”), and
they tend to suﬀer through things, especially
pain, deprivation, and isolation (“nobody can help
me,” “it is the destiny of the older person to suﬀer,”
“there is no hope for me”).
• NSAIDs or paracetamol (acetaminophen) or dipyrone are drugs of ﬁrst choice for metastatic
(bone) pain, depending on the risk proﬁle of the
patient (NSAIDs may be used nevertheless in the
short term for pain exacerbations). Use the lowest
possible dose of NSAIDs, and avoid long-acting
NSAIDs that might accumulate (piroxicam and
others). Avoid NSAIDs with a history of steroid
medication, gastrointestinal bleeding, and kidney
dysfunction.
• If no inﬂammatory pain component is suspected,
and the anti-inﬂammatory activities of NSAIDs
are not relevant, than always choose an antipyretic analgesic such as paracetamol or dipyrone.

References
[1]
[2]
[3]

AGS Panel on Persistent Pain in Older Persons. The management of
persistent pain in older persons. J Am Geriatr Soc 2002;50:S205–24.
Hadjistavropoulos T. International expert consensus statement. Clin J
Pain 2007;23:S1.
Manfredi PL, Breuer B, Meier DE, Libow L. Pain assessment in elderly
patients with severe dementia. J Pain Symptom Manage 2003;25:48–52.

Websites
www.merck.com (the Merck manual on geriatrics)
www.canceradvocacy.org (pain in the elderly)

