
Pain in the Older Adult Workshop

This workshop is also ideal for 

MOs and SMOs working in 

acute settingsWelcome

Dr. John Alchin

Clinical Lecturer, Orthopaedic 

Surgery & Musculoskeletal Medicine, 

University of Otago Christchurch

Dr. Tracey Pons (PhD)

Pain Specialist Physiotherapist

Dr. Rebekah Smith (PhD)

Senior Clinical Psychologist 

Health NZ Canterbury

Emma Clark

Occupational Therapist, Health NZ 

Canterbury – Burwood Day Clinic

Emma Hewat

Physiotherapist & pain service lead 

Motus Health, Christchurch

Geraldine Kelly 

Physiotherapist, PGdipHealSc (pain 

mgt), Australis Pain Clinic





E te Atua (Dear Lord)

Whakatuwherahia o tātou kanohi kia kite ai tātou

(Open our eyes so that we can see)

Whakatuwherahia o tātou taringa kia rongo ai tātou

(Open our ears so that we can hear)

Whakatuwherahia o tātou ngākau me o tātou hinengaro ki nga mea 
kaore nei tātou e kite, kaore hoki e rongo

(Open our hearts and minds to what we cannot see and hear)

Āmine (Amen)
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What to 
expect from 
this workshop

• An overview of pain in the older adult – key 
differences from other populations

• Pain assessment in the older adult – points of 
difference in the older adult

• Self-management in the older adult, developing 
treatment goals & targets, and key strategies used

• Practical considerations to support delivery of care



Tell us your story 

What do you find most challenging 
about managing chronic pain in 

older adults?



Participate 

We want a session that is a two-way 
conversation and contributions from all 
here today

Practical focus - Share real cases, 
challenges, and questions are welcome

Confidentiality - if patients are 
discussed - shared experience stays in 
the room

Respect for different clinical 
perspectives shared

Reflection on the case studies provided 

Generate discussion and listen to each 
other's perspectives 



Introduction to case studies

• Jim (78) - chronic low back pain

• Mary (87) - chronic hip/pelvic pain

• Molly (83) - History of PMR, increasing shoulder pain

• Phoebe (60) - Multisite chronic pain



The 
physiology 
of ageing 
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HETEROGENOUS!



Healthy aging
Tang, J., et al. (2025). Longitudinal serum proteome mapping reveals biomarkers for healthy ageing and 
related cardiometabolic diseases. Nat Metab, 7(1), 166-181. doi:10.1038/s42255-024-01185-7



Healthy aging
Hu, C. (2025). Prevention of cardiovascular disease for healthy aging and longevity: A new scoring 

system and related "mechanisms-hallmarks-biomarkers". Ageing Res Rev, 107, 102727. 
doi:10.1016/j.arr.2025.102727

E(e)SEEDi

Environment

Sleep

Emotion 

Exercise

Diet



Life expectancy NZ: 2022-2024  

Ethnicity Age 

New Zealand as a whole 81.8 

Maori 75.8

Pacific 76.9

European or other 82.8

Asian 86.3 



ACC Claims: changes over the last decade



The ageing effect

• ACC claims for 70-79 year olds have grown 57.4% in the last decade 
- far outpacing other age groups

• Not only is there an increase in claims in the older population, but 
they are also more expensive claims

• Even if claim numbers stabilise, expect costs to keep rising due to 
impact from injury



Understanding Pain in the older adult

Share with us your thoughts – do you find that persistent pain 
is different for those who are older?



Physiology 
of pain







What makes persistent pain different from acute 
pain?

Persistent pain

❖ An exaggerated response to injury or 
inflammation

❖ This response can involve aberrant  
electrical activity in PNS, spinal cord 
and CNS to precipitate sensitisation 

❖ Is considered to be pain lasting for 12 
weeks or longer 

❖ Can be associated with many different 
or intertwining mechanisms

Acute pain

❖ A NORMAL  inflammatory response to 
injury

❖ This sensation is necessary to 
stimulate the healing processes

❖ Can last for approximately 12 weeks

❖ Normal sensitisation resolves within 
these 12 weeks
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Acute pain with new injury or disease may also present 

where persistent pain was already being experienced.



IASP definition peripheral sensitisation

https://www.iasp-pain.org/resources/terminology/?ItemNumber=1698

Increased responsiveness and reduced threshold of 
nociceptive neurons in the periphery to the stimulation of 
their receptive fields. A sensitising soup can lower the 
threshold of nociceptors and activates "silent" 
nociceptors (10-40% of total nociceptor population) 
amplifying the pain response. 

https://www.iasp-pain.org/resources/terminology/?ItemNumber=1698
https://www.iasp-pain.org/resources/terminology/?ItemNumber=1698
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IASP definition central sensitisation

https://www.iasp-pain.org/resources/terminology/?ItemNumber=1698

Increased responsiveness of nociceptive neurons in the 

central nervous system to their normal or subthreshold 

afferent input. This may include increased responsiveness 

due to dysfunction of endogenous pain control systems. 

Peripheral neurons are functioning normally; changes in 

function occur in central neurons only.

https://www.iasp-pain.org/resources/terminology/?ItemNumber=1698
https://www.iasp-pain.org/resources/terminology/?ItemNumber=1698
https://www.iasp-pain.org/resources/terminology/?ItemNumber=1698


Sensitisation differentiation 

Confirmed by laboratory Quantitative Sensory Testing (QST). Now a 
standardised battery of tests not possible to apply in everyday clinical 
practice.[Gehling, J., Et al, 2016]

Clinical practice:

Use the Central sensitisation inventory  [Mayer, T. G., et al. (2012). The development and 

psychometric validation of the central sensitization inventory. Pain Practice, 12(4), 276-285.]

A score > 40 = suggests central sensitisation 



Mechanisms are multiple
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Chronic Pain: a problem for ageing well



Risk factors for disability or death 

egg? 

Alcohol A healthy weight

Non smoker

Regular physical activity 

= 3.6 - 3.9 more years



Risk factors: Depression          Loneliness   



Risk factor Depression = Accelerated aging and 
increased all-cause and cardiovascular mortality  



Under treatment of pain in older adults 
related to:

• Ageism and self-ageism

• Fear and reality of side effects

• Fear of addiction and tolerance to medications

• Risk of drug interactions

• Given low priority over other health conditions

• Unclear clinical story

• Monitoring difficulties

• Cost of healthcare
Collins et al (2024)



Rebekah - Myths about pain

Myth 1: “I’m getting old – of course I have pain” (stereotype 
embodiment)

“There’s no point doing
anything to help my 
health – it’s a downward 
slope now”

“That’s how you know 
you’re alive… you ache”



Numerous studies fail to find a direct relationship between pain and 
age. Chronic pain is associated with illness and conditions, but not with 
normal ageing.  



Myths… continued

Myth 2: “The pain will probably get worse”

The data is mixed. Pain does not always progress linearly. For example, 
in 500 patients with OA where radiographic joint space narrowing 
worsened over 3 years, this was not correlated with an increase in pain 
(Dieppe, Cushnaghan & Shepstone, 1997). 

Some pain conditions are more common in younger people than older 
people (migraine, neck and orofacial pain).



Myth 3: Being stoic will help me tolerate my pain 

Toughing it out is generally counterproductive for chronic pain (Moore, 

Grime, Campbell & Richardson, 2013)

However, a more traditionally Stoic stance could be helpful in the 
context of having knowledge about one’s condition and chronic pain: 
‘Control what I can control, let go of what I cannot’. 



Brain break!!!



Assessment 
foundations



Medical management Self-Management



Complex and Imperfect 

The process of assessment and measurement of chronic pain is 
recognised as the “imperfectly solved problem” for clinicians and 
researchers 

(Van Griensven & Strong, 2024)





The biopsychosocial model (BPS)



Biopsychosocial Te Whare Tapa Wha Assessment components

Biological Taha tinana (physical) Pain characteristics, co-morbidities, frailty, 

polypharmacy, cognitive changes

Psychological Taha hinengaro (mental/emotional) Mood, fear avoidance, castastrophsing, 

self efficacy, cognition 

Social Taha whanau (family/relational) Living situation, social isolation, whanau 

connection, carer support, relationships, 

roles.

Often missing Taha wairua (spiritual) Meaning, purpose, hope, identity, spiritual 

practices, what matters to the person 

Often missing Whenua (foundations) Connection to place, belonging, 

displacement, environmental context.



Formulating information obtained

• 5 P's within the BPS/TWTW:

• Presenting problem – what is the person 
experiencing now?

• Predisposing factors – Risk factors / 
vulnerabilities to pain

• Precipitating factors – Triggers to pain onset

• Perpetuating factors – What is maintaining 
disability

• Protective factors – Strengths or supports that aid 
recovery

Assessment data 

Clinical 
reasoning 

Formulation 



Challenges to pain assessment
Pain is under 

reported; often 
reluctant to 

discuss 

Language 

Cognitive 
impairment 

Communication 
challenges 

Non verbal 
signs of pain 

Associated with 
complications 

Fears and 
assumptions 



Key points for assessment:

• Pain assessment usually involves a medical, functional and psychological component with a 
view to establishing formulation and goals using a BPS framework

• A clinical interview – self report of pain and functional limitations

• Consider memory / recall of pain may be impaired but reports of current pain tend to be fairly 
accurate even in populations with cognitive decline

• Gather information from family, nursing home staff etc.

• Use psychometrics: validated tools such as BPI, PSEQ, visual pain scales



In more detail: assessment 
considerations for cognitive impairment 

Identification of pain as a problem 

Pain Assessment tools

Use tools consistently if introduced



Addenbrookes 
Cognitive 
Exam III 



ACE-III scores



Rowland Universal Dementia Assessment 
Scale

• An alternative cognitive screen for those with English as a second 
language

o Scales for memory, visuospatial orientation, praxis, visuoconstructional
drawing, and language.

In all cases, always get some collateral from someone who has known 
the person for some years re potential decline in function in specific 
areas (using new gadgets, remembering recent conversations, losing 
items, difficulty sequencing routines). Can use the IQ-CODE for this –
family questionnaire. 





International Association for the Study of Pain - resource



C

Comparing 5 scales: Verbal Numerical Rating Scale (VNRS), Faces Pain Scale - Revised (FPS-R), 

Verbal Rating Scale (VRS), Numerical Rating Scale (NRS), and Visual Analogue Scale (VAS).

Sample of 201 orthopedic clinic outpatients in southern Thailand: over 65 years old, able to write 

and give informed consent.

Although all five scales are valid, the VNRS evidences the best overall utility in this sample of older 

individuals with pain. The NRS or FPS-R are acceptable alternatives if it is not practical or feasible 

to use the VNRS.







Not exclusion criteria but complexities to 
formulate 

Advanced age

Cognitive Impairment 

Frailty 

Multimorbidity 



What do older adults want from us?

Being believed

Individualised care

Clear explanations

Partnership with clinicians


