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Learning Objectives

1. Confidently identify patients requiring a frailty-centred 

approach to care and therefore pain control

2. Use pain evaluation tools appropriate for frail and/or 

demented patients 

3. List a hierarchical toolkit of interventions to treat pain in 

your frail patients
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Evidence-based “facts”

- Only as good as the studies 

done and published to date

Experience-based tips

- Only as good as the clinician 

spouting the advice 



Two recent consultation requests

 Mrs. K., mildly frail 69 y.o., mood/ 
weight loss/ poor sleep

 Mutiple sources of chronic pain 
since burns in 30’s

 Relevant meds:

 Baclofen 10 mg BID + 10 mg bottle

 Diazepam 2 mg am and hs

 Gabaapentin 300 mg QID

 Hydromorphone CR 3 mg BID

 Hydromorphone IR 1 mg 4 x per day

 Paroxetine 2 tabs BID BP and bottle

 Trazodone 150 hs

 Taking blisterpack and leftovers from 
bottles pre-blisterpacking

 Being driven to another community 
to access a physician who previously 
prescribed

 Mrs. M., mildly frail 85 y.o., worsening 
mobility/ executive cognitive 
weakness

 Multiple sources chronic 
osteoarthritic and osteoporotic pain

 Relevant meds:

 Acetaminophen 1000 QID

 + OTC “Tylenol Arthritis 4 tabs TID

 Hydromorphone CR 18 mg 1 am, late 
afternoon

 Hydromorphone IR 4 mg lunch

 Ibuprofen 400 BID (x 3 months)

 Mirtazapine (new)

 Diclofenac twice daily prn

 Capsaicin patches

 Tried nabilone, didn’t refill
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Patients are often 

unaware “Tylenol” is 

acetaminophen



Recognizing frailty before adverse 

events occur
Function & Frailty

 Mild – 5 Assistance with household 

chores, finances, driving, yard 

work for any reason

 Moderate – 6 Assistance with any 

help with personal hygiene

 This talk targets frail individuals 

rather than by people by age

Clinical Frailty Scale
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• Everyone with dementia is frail

• Everyone followed by homecare is frail

K. Rockwood et al. A global 

clinical measure of fitness and 

frailty in elderly people. CMAJ. 

2005



Rate pain before and during tx

Verbal and oriented patients

Verbal Descriptor Scale (VDS) 

___ Most Intense Pain Imaginable 

___ Very Severe Pain 

___ Severe Pain 

___ Moderate Pain 

___ Mild Pain 

___ Slight Pain 

___ No Pain 
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Identify the term the patient uses 

to refer to their discomfort

Pain Management in Older 

Adults.  GeriRx Files 2nd Edition 

2015



Rate pain before and during tx

 Non-verbal and 

disoriented patients

 PAINAD

 Likely need a stack near the 

patient’s chart

 Ideally have a consistent team 

member rating the pain scale 
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Rate pain before and during tx

 Use an assessment tool you and the patient feel 

accurately describes the discomfort

 Continue to use the same tool throughout treatment

 Assess patient at 3 days for medication tolerability

 Assess over 1 – 4 weeks for benefit or until tolerated 

regimen stabilizes 
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Pain Management in Older 

Adults.  GeriRx Files 2nd Edition 

2015
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Non-pharmacologic

 Needs far more emphasis and patient/family education

 Can be prescribed as a scheduled intervention: heat pack; ice pack; 

TENS; pressure bands; exercise  

 Dependent on local human resources: physiotherapy with an interest 

in treatment of pain; massage therapy; acupuncture; Reiki; cognitive 

behavioral therapy; spiritual care

 Distraction is a powerful treatment: scheduled outings; scheduled 

visits.  They are also meaningful outcome measures

 With a prescription some modalities can be covered by private 

insurance so no harm providing the script
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Topical

 Capcaisin

 Initially studied in post-herpetic neuralgia and since studied in 
diabetic neuropathy, osteoarthritis

 Available as a patch or a roller

 There is the risk of eye irritation if it gets in the eyes

 Diclofenac (Voltaren)

 Equivalent of Voltaren Emulgel 2.32% (diclofenac) twice daily

 Short term initially

12

Cochrane Database Syst

Rev. 2016. Topical NSAIDs for 

chronic musculoskeletal pain 

in adults.



Oral NSAIDs

 The risks of oral NSAIDs outweigh the benefits in the vast majority of 

older adults.  

 Patients and families may be aware of GI side effects of NSAIDs but 

aren’t aware of:

 Renal failure; Edema; hypertension

 For a hot, red, painful, uninfected joint topical or even joint injection 

are safer options

 If oral NSAIDs are used perhaps celecoxib is safer only from GI bleed 

stand-point
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Beers List 2015 and STOPP/Start 

lists

Indomethacin is quoted as 

having the most CNS side 

effects



Acetaminophen – daily max

 Ubiquitously said to be the first line for scheduled analgesia in chronic pain

 Mechanism of action remains unknown.  Some say it acts centrally.

 The slow-release preparation is now covered on formularies and can be 
given q8 hours

 Many preconceived patient opinions

 AVOIDING INADVERTENT OVERDOSE REQUIRES ATTENTION
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JAMA clinical review 2014: 3250 mg 

maximum for frail adults for long-term use

Explaining to patients that taking it 

before pain gets bad can be a 

real shift in their mind-set.



Combination products

 There are two primary problems with combination products:

1. They do not allow for optimization of acetaminophen before 

introducing and then adjusting opioid

2. There are over 600 products containing acetaminophen.  

Combination products increase the risk of inadvertent overdose
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Opioids

 All opioids should be started with a laxative and the laxative 
decreased based on bowel frequency.  A stimulant laxative is most 
appropriate: sennosides 2 tabs at hs.

 All opioids (including tramadol) have the risk of tolerance, 
dependence, addiction, diversion, overdose

 At the CGS meeting April 2017 it was suggested we no longer think 
of weak and strong opioids and instead think that all opioids are the 
same if dosed equivalently. (Fentanyl should never be used in opioid 
naïve.)

 Risks of various opioids depend on:

 Active metabolites

 Cyp P450 metabolism

 Renal clearance
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Opioids – for opioid naïve

 Hydromorphone 0.5 – 1 mg once a day and increase based on time 

of day the pain is worst

 Morphine equivalent hydromorph x 5 = morphine 2.5 – 5 mg

 Take for the first time with someone who will notice changes in 

cognition, alertness, balance

 Suggested to reassess patient (in person or by phone) at 3 days

 Oxycodone, morphine.  Pick a drug you are comfortable with.  Start 
low and go slow.

 Meperidine (Demerol) is not safe for older adults.

17



Opioid conversion

 Convert to morphine equivalent 

then to new opioid.

 New daily total should be 50% of 

previous total.

 PRN typically 10% of daily 

Opioid Equivalent

(mg)

Conversion to 

MEQ

Morphine 30 1

Codeine 200 0.15

Oxycodone 20 1.5

Hydromorphone 6 5
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Percocet (5/325) 2 tabs 4 times a day

Percocet 40 mg = morphine 60 mg

Morphine 60 = hydromorphone 12 mg

Hydromorphone 1 mg 4 times a day

0.5 mg q 6 hr prn

Tylenol #3 (30/325) 2 tabs 4 times a day

Codeine 240 mg = morphine 36 mg

Morphine 36 = hydromorphone 7.2 mg

Hydromorphone 0.5 mg 4 times a day

0.25 mg q 6 hr prn



Neuropathic adjuvants

 For true neuropathic pain with a known neuropathic mechanism i.e. 

post-herpetic neuralgia

 Duloxetine 30 mg daily; avoid if CrCl < 30 mL/min

 Anticholinergic:

 Gabapentin 100 – 300 mg at hs; increase by 100 – 300 mg weekly

 Pregabalin 25 mg hs; geri dose 50 – 75 BID

 Last resort:

 Nortriptyline 10 mg hs
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Cannabinoids

 Usually 5th line and added to polypharmacy cocktail

 For older adults the important points include:

 Fat soluble

 THC is psychoactive, high THC is anxiety provoking

 Highly supervised initiation in frail older adults

 Low THC

 Counsel about drowsiness, falls, psychosis, delirium, inattention

 Patients will soon be able to get it.  

Encourage them to disclose their use
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Two recent consultation requests

 Mrs. K., mildly frail 69 y.o., mood/ 
weight loss/ poor sleep

 Mutiple sources of chronic pain 
since burns in 30’s

 Relevant meds:

 Baclofen 10 mg BID + 10 mg bottle

 Diazepam 2 mg am and hs

 Gabaapentin 300 mg QID

 Hydromorphone CR 3 mg BID

 Hydromorphone IR 1 mg 4 x per day

 Paroxetine 2 tabs BID BP and bottle

 Trazodone 150 hs

 Taking blisterpack and leftovers from 
bottles pre-blisterpacking

 Being driven to another community 
to access a physician who previously 
prescribed
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Recommendations:

 The patient was surprised to hear my opinion 
that she was mildly frail and this changes the 
safety of various medications

 Make changes in blister packs

 Acetaminophen SR 650 2 tabs TID

 Decrease baclofen by 10 mg q weekly

 Increase hydromorphone to 1 mg QID 

 Continue hydromorphone CR 3 mg BID

 After baclofen d/c’d negotiate an increase in 
hydromorphone CR to 6 mg BID while decreasing 
gabapentin by 100 mg weekly to only 300 hs

 Explore complimentary pain control including 
massage, acupuncture, TENS

 Switch paroxetine to mirtazapine then taper 
diazepam

 SLOWLY taper and d/c her trazodone



Two recent consultation requests

Recommendations:

 Use the word “Tylenol” exclusively when 
discussing acetaminophen

 Review recall of acetaminophen counselling: 
stop all “Tylenol” from the bottles

 If she continues to take OTC “Tylenol” remove 
it from the blister packs

 Make changes in blisterpacks:

 Discontinue ibuprofen

 Schedule topical diclofenac twice a day

 Schedule capsaicin patch

 As homecare to lock her blisterpack and 
cautiously increase her hydromorphone
monitoring with a 0 – 10 scale
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 Mrs. M., mildly frail 85 y.o., worsening 
mobility/ executive cognitive 
weakness

 Multiple sources chronic 
osteoarthritic and osteoporotic pain

 Relevant meds:

 Acetaminophen 1000 QID

 + OTC “Tylenol Arthritis 4 tabs TID

 Hydromorphone CR 18 mg 1 am, late 
afternoon

 Hydromorphone IR 4 mg lunch

 Ibuprofen 400 BID (x 3 months)

 Mirtazapine (new)

 Diclofenac twice daily prn

 Capsaicin patches

 Tried nabilone, didn’t refill
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Tramadol
 David Juurlink Twitter @DavidJuurlink; Internist U of T Clinical 

Pharmacology and Toxicology

1. Tramadol is pharmacologically messy

2. Tramadol is an SNRI, like venlafaxine

3. Tramadol’s opioid effects result from its M1 metabolite, a mu opioid 
agonist

4. Conversion of tramadol to M1 depends on CYP2D6 activity, which 
varies HUGELY from person to person

5. Giving a known dose of tramadol is like giving venlafaxine and 
morphine in an unknown ratio

6. Tramadol is associated with hypoglycemia (Type 1 diabetic)

7. Tramadol is associated with seizures

8. Multiple drug interactions including serotonin toxicity with SSRIs

9. Is addictive and associated with death

10. Prescribers are falsely reassured because it is not a scheduled drug
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Buprenorphine patch

 Buprenorphine has a high affinity for the mu receptor (agonist) and 

a kappa & delta antagonist. 

 The patch is a 7 day duration. 

 A 5 mcg/hr patch is approximately equivalent to 12 mg oral 

morphine per day. It is metabolized in the liver.

 Non-formulary
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Conversion chart used by BRHC 

pharmacy
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