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Treatment guidelines for pain management and analgesics prescription for different age groups and
disease specificities have been developed worldwide, but specific guidelines for vulnerable patients are
still lacking [1,2]. Analgesics used for pain in older patients are the same than in younger persons, but
pharmacokinetic and pharmacodynamic changes occur with age or disease and a few reports suggest
even greater significant alterations in frail compared to healthy elderly persons.
•

•

•
•

•
•
•
•

Pharmacological treatment of pain in older patients [3,4] is challenging because of comorbidities
that necessitate multiple medications (older patients are reported to take between 5 and 10
drugs every day) with potential interactions and with the risk of inappropriate medication
prescription in approximately one in five prescriptions.
The challenges are further amplified in the presence of frailty and impaired cognition that may
impact on the pharmacokinetics and pharmacodynamics of analgesics in this population and
increase further its heterogeneity. Pain is more difficult to assess and treat in patients with
dementia, as they have difficulty expressing pain, analgesics can exacerbate cognitive
impairments, and pain expression can be falsely diagnosed as dementia-related
neuropsychiatric symptoms.
The most significant pharmacokinetic alteration encountered in older and frail patients is
decreased renal function, which is very frequent with aging and renally cleared medications
often have a longer half-life.
The commonest side effect of all analgesic medications is neuro-psychological, especially in
long-term care settings. Evidence for adverse events (AEs) of opioids and other drugs
(antidepressants, anticonvulsants) has been well documented, and the concomitant
administration of several CNS-acting drugs further increases the risk, as has been shown for falls.
Polypharmacy should be hierarchized in order to avoid AE and drug-drug interactions that are
very common in the elderly.
In addition to pharmacological pain treatment, non-pharmacological approaches should always
be used for a synergistic therapeutic benefit and to reduce the number and dose of medications.
The risk for adverse effects and toxicity from medications is exponential with a higher number of
medications. As a rule, one should always make sure that all prescribed medications are
necessary and well tolerated. Those who are not should be discontinued.
When prescribing an analgesic to an older patient, a frequent reassessment of the indication
and of the presence of AE should be done, and the analgesic discontinued if risks outweigh
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benefits.
When selecting an analgesic drug, one should always favor those with the least toxicity, e.g.
acetaminophen (paracetamol), which can be given regularly for constant pain.
Non-selective anti-inflammatory drugs (NSAIDs) should be used with caution, at the lowest
available dose for the shortest period possible and for inflammatory diseases, because they are
associated with a frequent occurrence of adverse effects.
Using several analgesics at a lower dose often provide better analgesia, with less AE. For
example, prescribing an antidepressant with analgesic properties (e.g., duloxetine, milnacipran)
can treat both pain, depressive symptoms and anxiety.
Anticonvulsants with better efficacy/risk ratio such as gabapentinoids (pregabalin, gabapentin)
should be used as first-line therapy for neuropathic pain.
Anticholinergic agents such as tricyclic antidepressants (e.g., amitriptyline) should be avoided
because of their frequent AE (confusion, arrhythmias, falls).
As for all patients in pain, opioids can be used in the presence of severe pain interfering with
function and quality of life. The opioids usually recommended for use in older patients are
oxycodone and hydromorphone, which accumulate less in renal failure (frequent in older
patients) than morphine and codeine.
When using a dual mechanism agent such as tramadol, one should be specific attention to drugdrug interactions with concomitant medications.
Sustained-release or long-acting opioids should only be prescribed in patients already treated
with a similar dose of a short-acting opioid, to avoid respiratory depression in opioid-naïve
patients.
Whichever medication is prescribed, it should be initiated at the lowest available dose and
titrated slowly, with frequent reassessment of the analgesic efficacy and AE.
General recommendations support a more tailored approach based on an optimization of
treatment and an anticipation of potential medication-related problems (falls, hospitalization).
However, pain treatment in vulnerable persons with cognitive disorders, communication
problems or dementia represents a real challenge for a number of reasons: pain assessment is
particularly difficult in this population, titration of action and dosage finding are cumbersome,
behavioural and psychological symptoms of dementia are easily confused with pain,
psychotropic drugs are frequently associated with cognitive adverse effects such as delirium.
However, despite these challenges in treating pain in vulnerable patients, special attention
should be given not to ignore or undertreat pain, as is unfortunately too often the case.

REFERENCES
[1] American Geriatrics Society Panel on the Pharmacological Management of Persistent Pain in Older Persons. Pharmacological
management of persistent pain in older persons. J Am Geriatrics Soc 2009; 57:1331–1346.
[2] Pergolizzi J, Boger RH, Budd K, et al. Opioids and the management of chronic severe pain in the elderly: consensus statement
of an International Expert Panel with focus on the six clinically most often used World Health Organization Step III opioids
(buprenorphine, fentanyl, hydromorphone, methadone, morphine, oxycodone). Pain Pract 2008; 8:287–313.
[3] Pickering G, Analgesic use in the older person. Curr Opin Support Palliat Care 2012; 6:207–12
[4] Pickering G and Lussier D. Pharmacology of Pain in the elderly”, in “Pharmacology of Pain” editors Lussier, Beaulieu, IASP
press, USA 2010 p547-565.

_____________________________________________________________________________________________

© Copyright 2019 International Association for the Study of Pain. All rights reserved.

IASP brings together scientists, clinicians, health-care providers, and policymakers to stimulate and support the
study of pain and translate that knowledge into improved pain relief worldwide.

AUTHORS
Gisèle Pickering, MD, PhD, DPharm
Professor of Medicine and Clinical Pharmacology CPC/ CIC Inserm
University Hospital, Clermont-Ferrand
Cedex , France
David Lussier, MD
Institut universitaire de gériatrie du CIUSSS du Centre-Sud-de-l'Ile-de-Montréal,
Université de Montréal
Montréal, Québec, Canada

About the International Association for the Study of Pain®
IASP is the leading professional forum for science, practice, and
education in the field of pain. Membership is open to all professionals
involved in research, diagnosis, or treatment of pain. IASP has more
than 7,000 members in 133 countries, 90 national chapters, and 20
Special Interest Groups.

As part of the Global Year Against Pain in the Most Vulnerable, IASP offers a series of Fact Sheets that
cover specific topics related to pain in vulnerable populations. These documents have been translated
into multiple languages and are available for free download. Visit www.iasp-pain.org/globalyear for
more information.
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