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An appreciation of the context in which gerontological health care
occursiscrucial tothesuccessful and ethical collection, interpreta-
tion and utilization of data on the pain experiences of elderly peo-
ple. Important contextual considerations for researchersand clini-
cians who are addressing pain in the elderly are identified. It is
argued that topicsthat arethefocusof current attentioninthefield
of pain and ageing, such as the effect of dementia on memory for
pain and the responsiveness of the elderly to psychosocia pain
treatment, would be clarified by an understanding of the broader
sociopolitical context in which ageing occurs.

Key Words: Elderly, Memory, Pain, Treatment

Recherche sur la douleur et son traitement
dansle contexte gérontologique : les
guestions a débattre

RESUME : Une évaluation du contexte dans lequel |es soins de santé
gérontologiques sont dispensés est indispensable pour collecter,
interpréter et utiliser des données valables et respectant les critéres
d’ éthique, sur I’ expérience deladouleur chez les personnes agées. Des
questions contextuelles importantes pour les chercheurs et les
cliniciens qui s'intéressent a la douleur chez la personne agée sont
identifiées. Les auteurs soutiennent que les sujets sur lesquels |’ on se
concentre actuellement dans le domaine de la douleur et du
vieillissement, comme |’ effet de la démence sur la mémoire pour la
douleur et laréponse delapersonne &gée au traitement psychosocia de
la douleur, seraient éclaircis par une meilleure compréhension du
contexte sociopolitique dans lequel la vieillesse survient.

Pai n in the elderly is attracting increasing attention from
researchers. As a complement to this attention, it isim-
portant that we concurrently focus on relevant aspects of the
prevailing sociopolitical culture because neither empirical
data nor clinical outcomes can be understood separate from
the context in which they are generated (1). In particular, an
appreciation of the ageing process and of gerontological
health careis crucial to the successful and ethical collection,
interpretation and utilization of data on the pain experiences
of elderly people.

Important contextual issues to be addressed when design-
ing, implementing and disseminating research with elderly
participants include obtaining informed consent for research
participation where cognition isimpaired, the possibility that
sensitive clinical issues may be uncovered during the course
of aresearch investigation, the identification of appropriate
outcome measures, the importance of life stage and cohort
factors, the responsiveness of the health care system to the
needs of the elderly and the effect of ageism. We present an
overview of these issues, recognizing that other equally im-

"Veterans Care Program, Parkwood Hospital, London, Ontario; “Department of Psychology, University of Manitoba, Winnipeg, Manitoba;

3Vancouver Pain Clinic, Vancouver, British Columbia

Correspondence: Dr M Gibson, Veterans Care Program, Parkwood Hospital, 801 Commissioners Road East, London, Ontario N6C 5J1.
Telephone 519-685-4292 ext 2708, fax 519-685-4031, e-mail m.gibson@parkwood.london.on.ca

Received for publication October 30, 1997. Accepted March 31, 1998

Pain Res Manage Vol 3 No 2 Summer 1998

91



Gibson et al

portant issues no doubt could have been selected for discus-
sion. Toillustrate the interplay between research findings on
pain and ageing and the context in which elderly adults re-
ceive their health care, we refer to two topics that are the fo-
cus of current attention in the field of pain and ageing: the
effect of dementia on memory for pain and the responsive-
ness of the elderly to psychosocial pain treatment.

PAIN RESEARCH IN
THE GERONTOLOGICAL CONTEXT

Informed consent

In most jurisdictionsthere arelegal criteriaand standardsfor
establishing informed consent to treatment irrespective of the
patient’s cognitive status. However, protocols for obtaining
informed consent for research participation are less formal-
ized. Ensuring one has informed consent for research can be
a complex task even with participants who are cognitively
aware. The complexities are compounded where members of
the potential study sample are vulnerable, secondary to con-
ditions such asimpaired cognitive abilities (2). Elderly indi-
viduals who suffer from dementing disorders are at signifi-
cant risk of marginalization in the research domain (3,4). On
the one hand, without vigilance on the part of researchers,
family and advocates, they may become unwilling (or unwit-
ting) research participants (5). That is, consent may be
granted on their behalf, without due consideration given to
the choices they would have made were they able (judging
from their past behaviours). Alternatively, consent may be
granted by a substitute decision-maker, while assent is ig-
nored. Violations are particularly likely where fluctuating
cognitive abilities create difficulties for research schedules
and routinesthat involve repeated measurement and/or ongo-
ing intervention. Clinicians and family members speak of in-
dividuals with dementia as having ‘good days and ‘bad
days'. In the research context, this can trandlate into days on
which anindividual willingly cooperateswith aresearch pro-
tocol and days on which he or she most emphatically does
not. Ethical standards clearly exhort the researcher to de-
velop processes for confirming continuing agreement for re-
search participation in such situations (6).

As noted in the recent report from the National Forum on
Health, “Research should benefit all people, and populations
should not be treated with interventions that have not been
tested on them. Legal restrictions designed to protect popul a-
tion groups from research risk may actually expose them to
greater risk” (7). Elderly adults with impaired cognitive
abilities are at risk of unjust exclusion from participation in
research that is directly relevant to their interests, due to the
difficulties inherent in orchestrating their participation (8).
Sachs and colleagues (9) highlighted the difficulties in con-
ducting research in nursing home settings, noting that such
research typically requiresmoretime, additional discussions,
adaptations to standard consent forms and procedures, and
modification of data collection instruments. Innovative in-
formation strategies that have been used with this population
include use of audiotapes, videotapes and ‘story book’ for-
mats to explain a study or a procedure. Potential differences
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of opinion between researchers and clinicians in these set-
tings about the role of research need to be addressed openly,
to ensure that residents are neither exploited nor unjustly ex-
cluded from the opportunity for research participation.

Sensitive issues

A related concern pertains to the researcher’ s ethical respon-
sibilitieswhen aresearch investigation yields unexpected in-
formation that may havelegal, professional or public interest
implications, such as elder abuse. Elder abuseincreasingly is
being recognized asasignificant societal concern. Thepreva
lence rate for elder abuse and neglect among Canadian sen-
iorsis estimated at 4% (10). A recent monograph sponsored
by the Canadian Association on Gerontology (11) offersrec-
ommendations for clinicians, researchers and educators to
enhance their detection of, and responsiveness to, thisissue.
The authors acknowledge that legislative support for report-
ing and intervention practices is both sparse and regionally
fragmented. Nonetheless, research teams are advised to be
prepared for the possibility that el der abuse may be suspected
or detected. A contingency plan that is responsive to both
professional ethics and local expectations (eg, institutional
abuse policies) should bein place (12).

Inasimilar scenario, undiagnosed depressive disorders or
significant untreated pain concerns may be detected whenin-
terviewing elderly people who are participating in aresearch
study. Regarding the communication of clinicaly relevant
information, investigators should consider how, towhom and
under what circumstances it will be disseminated.

M easuring outcomes

Different outcomes and different risk factors may berelevant
for different populations (13). Thecriteriafor evaluating pain
treatment success with older adults may differ from those
used with younger adults. For example, vocational issues of -
ten are not asimportant asinvolvement in social and commu-
nity activities. Gerontological health care typicaly focuses
on improvement in function and amelioration of symptoms,
rather than on cure or symptom resolution (14,15). When
productive activity isused asan outcome criteriain treatment
evaluations with the elderly, it should be broadly defined to
include paid employment, housework, volunteer work, yard
work and training/education (16). Other measures used with
younger adults are usually applicable to the elderly (eg, re-
duced incidence and intensity of pain, increased activity and
improved subjective well-being) (16). Generally, however,
treatment should target individually established goals that
are specified during the assessment process and have mean-
ing to the elderly person. With elderly patients, clinicians
are urged to be especially attentive to the individual’s belief
inhisor her ability to complete tasks. Goalsfor various com-
ponents of a pain management program (eg, reducing reli-
ance on medications and decreasing tension and anxiety)
may seem straightforward to the therapist but completely un-
realistic to the elderly pain sufferer (17). Research on treat-
ment effectiveness needs to reflect these sensitivities in the
outcomes that are selected for evaluation, to avoid misinter-
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pretations about the responsiveness of the elderly to pain
treatment.

Theinvolvement of family members and other caregivers
intreatment is crucia with elderly patients (18). Where indi-
cated, sessions should be held with members of the older per-
son’ s support network to ensure that all involved understand
the components of treatment and can work together to maxi-
mize follow-through. If adequate support is not available, it
may be appropriate to arrange, with the elderly person’s en-
dorsement, home care visits, involvement in acommunity cen-
tre, support group participation, etc. Researchers may
likewise find their efforts more acceptable and effective
when they appropriately (ie, with permission) accessthe eld-
erly person’ ssupport system to assist with follow-through on
research participation.

Life stage and cohort factors

Theliterature on pain treatment for the elderly reveal s strong
support for adapting psychosocial pain treatments to reflect
the historical and situational circumstances of the elderly.
For example, it is recognized that elderly individuals with
chronic pain usualy have developed a repertoire of person-
ally effective coping strategies, and these should be incorpo-
rated into planned interventions (19). It has been argued that
it is especially important when working with older adults to
be sensitive to potential cohort or generational differencesin
beliefsregarding pain, coping and acceptable treatments (20,
but see 21 for an alternate view). Clinicians are urged to re-
spect the role of ‘tried and true’ home remedies that may
have provided an important source of comfort to the elderly
pain sufferer, and to be willing to incorporate these into a
self-management program for chronic pain (20).

The unique social context of older adults is recognized.
Thisincludes formal (eg, health care system and social serv-
ice agencies), informal (eg, family and friends) and semifor-
mal (eg, Church, club, family doctor, pharmacist) networks
(18). Social support can provide considerable buffering
power against stressors (22) and playsacritical rolein meet-
ing the health needs of the elderly (23). Older people tend to
supplement medical opinion with lay consultation within
their social support network (24). Thislay consultation may
reflect cohort differencesin attitudes towards health care and
the medical system.

Although pain sufferers of all ages encounter stressors
that negatively influencetheir pain perceptions and function-
ing, the stressors faced by the elderly are known to differ
from those faced by younger adults (25). Common stressors
for the elderly include retirement, reduced income, difficulty
adjusting to rapid technological changesin society, morefre-
guent illness and chronic health conditions, and shrinkage of
social network through loss of spouses, siblings and friends.
Often, pain management can be facilitated by addressing
these issues. A thorough psychosocial history is an essential
part of the assessment process with individuals of all ages.

What the broader gerontological literature can be taken to
indicate is that at this stage of our understanding, there is a
need for qualitative and well as quantitative research on how
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the elderly are affected by their pain experiences within their
unique life circumstances, to complement the current atten-
tion to age differences in pain sensitivities and behaviours.

Systemic factors

Given the prevalence of pain-related medical conditions in
the elderly population (26), one might expect to see substan-
tial participation by the elderly in pain management clinics.
This outcome has not been realized, however. Rather, pain
management clinics appear to be notably underutilized by
older adults (27). A contributing factor may be that these
servicesare, inreality, not alwaysreadily available. A survey
of Canadian pain clinics conducted in the late 1980s (28)
yielded 37 sites, and it is unlikely that the numbers have in-
creased in the current health care climate of cutbacks and
downsizing. Older Canadians may have more difficulty than
their younger counterpartsin accessing arelatively scarcere-
source due to secondary factors such as transportation diffi-
culties and mobility limitations. The extent to which pain
clinic attendanceisdisproportionate, relative to demographic
patterns, warrants further clarification (29). One response to
this situation is to develop pain clinics that cater exclusively
to the needs of the elderly. Initial outcome data on specialty
pain clinics for elderly patients are promising (30).

The majority of the elderly, however, are likely to receive
treatment for their pain problems, along with their other ail-
ments, in primary care (31,32). Unfortunately, the medical
model aloneisinadequate as aresponse to the multipleinter-
acting medical, psychological and social factorsthat contrib-
ute to functional difficulties in a gerontological population.
As aresult, the elderly may not receive adequate treatment
for their pain conditions in these settings (33). The factors
that create, perpetuate and could remedy this situation war-
rant more focused investigation.

Ageism

The extent to which the health care system meets the pain
control needs of the elderly — in terms of both service avail-
ability and targeted outcomes — is areflection of broader so-
cietal values. The Encyclopedia of Aging, Second Edition
(34) defines ageism as “a process of systematic stereotyping
and discrimination against people because they are old, just
as racism and sexism accomplish this for skin color and gen-
der”. Ageism creates a hias in favour of youth as the prime
target for health intervention and provides a justification for
the exclusion of the old (35). Beliefs about the etiology of
pain and its relationship to the ageing process, on the part of
both clientsand health care professionals, areimportant (20).
Cook and Thomas (19) found that 38% of elderly individuals
reporting chronic pain stated that their physicians had attrib-
uted their pain to ageing. Discussion of these types of beliefs
with clientsis a valuable component of intervention because
research has established that client-caregiver agreement con-
tributes to better treatment outcomes, greater compliance
with prescribed regimens and greater patient satisfaction
(20). Researchers, no less than clinicians, need to guard
against the insidious effects of ageism.
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A CONTEXTUAL CONSIDERATION OF
CURRENT RESEARCH QUESTIONS
Research on pain in the elderly and treatment for the pain
concerns of the elderly occur within the larger sociopolitical
context of gerontological health care and ageing in society.
We consider the interpretation and utilization of two current
lines of study: pain memory and dementia, and the respon-
siveness of elderly pain sufferers to psychosocial pain treat-
ment. Our intent is not to imply that consideration of context
isin any way unique to these lines of research, but rather to

raise awareness of the issues.

Pain memory in the elderly

The gerontological literature supports two observations
about ageing that are critical to thefield of pain research and
management. First, many older adults experience the damag-
ing affects of aprogressive dementia (36). Dementiais char-
acterized by multiple cognitive deficits, most notably mem-
ory impairment (37). The incidence of moderate to severe
dementia is approximately 5% to 7% between 65 and 80
years of age, and 20% for those over 80 years old (38). The
ongoing demographic shift towards the older segment of the
population isexpected to result inasignificant increaseinthe
absolute numbers of elderly people with dementia over the
next decade (36). It has been reported that over half of the
elderly who reside in institutional care facilities have some
degree of dementia (38). Also, for many older adults, in-
creased ageis associated with chronic conditions that are ac-
companied by pain (26). Roy and Thomas (39) reported that
83% of elderly people in ingtitutions report pain. Similarly,
Ferrell et a (40) reported a 71% prevalence rate of painin
nursing home residents.

If over half of the elderly in institutional care have pain
conditions, and nearly half have some degree of dementia,
the likelihood of high comorbidity is an obvious potential
problem for the reliability of pain report in this population.
Research on dementia and pain memory is sparse; however,
one report suggests that while reliability may be compro-
mised, validity isintact. Parmelee and colleagues (41) solic-
ited pain complaintsin a study involving 758 long term care
residents. Spontaneous pain reporting was diminished in
those with cognitive impairments, relative to their cogni-
tively intact peers. Importantly, pain recall accuracy, as
measured by physician expectations based on disease status,
did not differ as afunction of cognitive status.

In their review of the pain and dementialiterature, Ferrell
et al (42) noted that several factors, including disease-related
problems in language production, memory impairments
and/or neurophysiologically based influences on sensitivity
to pain, may contribute to unreliable pain recall. They con-
cluded, “ That dementiaimpacts on the experience and report
of pain seemsvery probable.... What is not clear isthe extent
and direction of thisinfluence.” In arelated vein, Anand and
Craig (43) addressed the need to revisit the accepted and stan-
dardized definition of pain (ie, “ painisdefined asan unpleas-
ant sensory or emotional experience associated with actual or
potential tissue damage or described interms of such damage’
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[44]), to ensure that we are not inadvertently marginalizing
individuals for whom the availability of reliable, verbal self-
report is uncertain.

Empirical and conceptual issues such asthese have an ob-
vious interface with the sociopolitical world of health care
delivery. Theelderly are undertreated for painingeneral, and
the presence of dementia exacerbates this unfortunate cir-
cumstance (45). There is an elevated risk of undertreatment
when sufferers are ineffective communicators (46), as are
many of the elderly with dementia. The perception that mem-
ory for painisimpaired in individuals with dementia can ex-
acerbate the situation, with seriousimplicationsfor quality of
life (47). Efforts to alleviate pain and suffering often do not
receive the priority they deserve from caregivers when it is
thought that the care recipient is ‘spared’ by virtue of his or
her lack of memory ability.

Successful efforts to trandate research on pain and de-
mentiainto gerontological health care practice hinge on unit-
ing knowledge from both domains. The goal is for research
results to affect clinical outcomes positively, rather than to
entrench negative stereotypes further. An appreciation of the
complex biopsychosocial nature of pain experienceis essen-
tial so that research findings on the factors that may mediate
different aspects of pain perception (eg, cognitive status) are
understood. Gerontological knowledge, in turn, promotes
awareness that those with dementia are members of a group
at high risk of inadequate pain control (ie, the elderly) and
that the most salient feature of the dementiasis their hetero-
geneity of presentation (48). The pattern of spared and im-
paired functions varies widely among afflicted individuals
and across time within individual s as the disease progresses.
Generalizations are ineffective at the level of planning care
for anindividual. Theimportance of multidimensional, flexi-
ble and sensitive pain assessment practices that accommo-
date the fluctuating abilities of the person with dementia
cannot be overemphasized (49).

Responsiveness to psychosocial pain treatment
Thereisagrowing body of literature demonstrating that ol der
adults benefit from multidisciplinary pain treatments. For ex-
ample, the elderly have been shown to benefit from psycho-
social and behavioural treatments such as cognitive-
behavioural pain programs (50), biofeedback (51) and re-
laxation training (52). The general consensus from the litera-
ture appears to be that older and younger adults are similarly
able to benefit from psychosocia pain treatments (53,54).
Theideathat age, in and of itself, might affect responsive-
nessto pain treatment has an ageist flavour. The elderly com-
prise the most heterogeneous segment of the population in
terms of health, function, abilities and interests. Moreover,
depending on the cut-off criteria, those classified among the
ranks of the elderly may differ in chronological age from one
another by as much as 30 or 40 years (55). Ageism is re-
flected in the common assumption that older people are more
difficult than younger peopleto treat in someway, such asre-
quiring more therapist time or requiring highly specialized
treatment programs. Kee and colleagues (16) evaluated this
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assumption as part of an outcome study of their multidisci-
plinary chronic pain rehabilitation program. Clinician ratings
on compliance, amount of time and attention, need for modi-
fication of treatment protocols and the extent of improve-
ment, indicated that community dwelling older adults
responded well and were not harder to treat than younger
adults. No treatment components were identified as provid-
ing special problems for them.

The contextual question iswhat factors (such as the pres-
ence of dementia or other disease states, social support fac-
tors, expectations or systemic barriers) affect responsiveness
to psychosocial pain treatments, and in what ways? From this
perspective, chronological age istreated as a covariate, rather
than as a potential explanatory variable (55). Multidiscipli-
nary clinical effortsto improve pain treatment in the elderly
rely on this contextualized approach, with more attention
paid to issues such as comorbidity, functionality, polyphar-
macy, mediating variables (eg, social support) and the signifi-
canceof cohort and life stagefactors, than to age per se (17).

In thisapproach, contributions of age and cognitive status
are clearly differentiated. An individual’s particular pattern
of cognitive deficits is interpreted within a holistic under-
standing of strengths and limitations. This helps to control
for the risk that elderly individuals with mild cognitive im-
pairment will be excluded from potentially beneficial treat-
ments (49). The greater incidence and severity of cognitive
impairment among the elderly is recognized as an additional
consideration (but not an exclusionary criterion) for treat-
ment planning. Cook (56) evaluated a cognitive-behavioural
pain management program for elderly nursing home resi-
dents against an attention/support control treatment. Results
revealed that the residents who received the cognitive-
behavioural training reported less pain and pain-related dis-
ability, and that these effects were maintained at four
months' follow-up. Residents participating in the program
ranged from 61 to 98 years old and included individual swith
mild cognitive impairment. The willingness of an elderly in-
dividual to report pain and hisor her cooperation with the as-
sessment and intervention were recognized as more impor-
tant than cognitive status alone. Effective and acceptable
methods for communicating about pain can generally be de-
veloped once adequate rapport is established.
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From a contextual perspective, the question whether the
elderly can benefit, or benefit as much as their younger aged
peers, from psychosocial pain management strategies is an-
swered, in part, by how sensitive and creativeweareintailor-
ing interventions to the needs of the individual client.
Richardson (57) provides suggestions for enhancing compli-
ance with medical regimens for elderly patients, and these
can apply equally to al types of pain management interven-
tions. These suggestionsinclude pacing the presentation, task
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izational assistance to facilitate memory; nurturing the per-
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support isavailable. Asking peopleto repeat therationale and
instructions for treatment is an effective way of addressing
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SUMMARY

Painin the elderly isasignificant clinical concern. Research
indicates that the pain problems of elderly people are respon-
sive to treatment. Cognitive impairment is not an insur-
mountable barrier to assessment and intervention. Research
activities and clinical service appear to be most readily inte-
grated and most useful for furthering health and well-being
when combined with an appreciation of relevant contextual
issues. The processes of ageing and the dynamics of geronto-
logical health care are the contextual bedrock on which a
greater understanding of pain in the elderly will be built.
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