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Institute of Medicine Report 
June, 2011

100 million American adults
635 billion dollars/year in 
management and lost productivity
Cultural transformation to prevent, 
assess, treat and understand pain 
of all types





Definition of Pain
Unpleasant sensory and emotional experience that can be 
acute, recurrent, or persistent
◦Acute pain
◦Chronic pain

Not part of normal aging
Resident/patient report of pain is the best indicator of pain
◦Recognize many residents/patients do not or cannot 
report pain



Prevalence of Pain in SNF/LTC settings
49-83% - self-reporting and chart reviews  (Fox, et al, CMAJ, 
1999;160(3):329)

39.5-49.5% - MDS data (Teno, et al, JAMA, 
2001;285(16):2081)



Conditions That Cause Chronic Pain
80% of residents have some condition that can be 
associated with pain
Common causes/underlying diseases
◦Musculoskeletal
◦Neurologic conditions
◦Medications
◦Diabetes



Nursing Home Quality Measures for Pain

Short stay
◦Percent of Residents who Self-Report Moderate to Severe 
Pain

Long stay
◦Percent of Residents who Self-Report Moderate to Severe 
Pain



Adverse effects of Pain
Depression/Anxiety
Decreased mobility/functional impairment
Agitation/Aggression
Sleep disturbance
Weight loss



Adverse Effects of Unrelieved Pain

Functional decline
Immobility
◦ Contractures
◦ Skin breakdown
◦ Incontinence
◦ Deconditioning

Quality of Life
◦ Depression/anxiety/sleep disturbance
◦ Lack of activity
◦ Behavior problems



Pain Management: Barriers in the 
Nursing Home
Poor history taking and standardized assessment
Staff turnover/lack if consistent assignment
Lack of knowledge/education
Cultural bias/ageism/health care beliefs
Access to medications



Pain Management: Barriers in the 
Nursing Home
Inability to communicate and/or confusion
Fear about addiction and dependence
Limited practitioner involvement and poor prescribing
Lack of family involvement



Pain Management: What Families Should Ask
(Adapted from Advancing Excellence FAST FACTS: Pain Management in 
Nursing Homes)

How do you measure pain and how often?

How do you document information about pain?

How do you include residents and families in care planning?
How are you treating pain? How do you know it is working?

What do you do if pain treatment is not working?

When do you notify the practitioner?
How do you monitor and mange side effects from pain drugs? 



Obstacles to Good Pain Management: Lack of 
Comprehensive Pain Assessment Protocols
Is pain assessed and reassessed frequently or only with MDS
◦ Fifth vital sign
◦ Can’t evaluate and treat if you don’t ask because you won’t know

Do we really have good tools/process for cognitively impaired?

Limited use of non-pharmacologic interventions
Poor prescribing (wrong drugs, dose, interval, etc.)
◦ Chronic pain management is multi-modal
◦Opioids are not the answer to all pain





F-Tag 309 Quality of Care: Key Components 
of Pain Management (CARE PROCESS)

Assessment/Recognition
Management of Pain
◦Non-pharmacologic interventions
◦Pharmacologic Interventions

Monitoring, Reassessment, and Care Plan Revision



F-309 and Pain Management: Facility 
Responsibilities
Assess for the potential for pain
Recognize pain when it is present
Assess pain when identified
Observe for the impact of care, activities, and treatment on pain
Monitor regularly for the presence of pain 
◦ Change of condition
◦ New pain
◦ Exacerbation of pain



Pain Management: Recognition

When should pain be assessed



Pain Assessment MDS 3.0: Section J
Uses standard questions for residents who can 
communicate
◦Numeric rating
◦Verbal descriptor

Has staff assessment for residents who can not 
communicate
◦Non-verbal indicators







F-309 Management of Pain
Address and treat underlying cause or causes (ie 
better control of diabetes for diabetic neuropathy)
Development treatment plan based on whether pain 
is episodic, continuous or both (prn vs standing 
orders)



Diagnosis: Types of Pain

Nociceptive
◦Somatic
◦Visceral

Neuropathic



When Diagnostic Evaluation of Pain May 
Not Be Indicated



F-309 Management of Pain (cont.)
Treatment plan/interventions are based on:
◦Resident’s needs and goals
◦The source, type of pain, severity and potential for 
multiple sources (knee pain and abdominal pain)

A variety of treatments may need to be tried (multiple 
modalities may be needed)
Develop care plan with specific goals ( ie pain will be 
maintained at a level of three or less on the pain scale 
within 2 weeks over 75% of the time)



F-309: Non-pharmacologic Interventions
Environmental
Physical (heat/cold/compression)
Cognitive/behavioral ( ie relaxation, music, aroma therapy)
May combine with pharmacologic (might allow for lower 
potency/dosing) 



F-309: Pharmacologic Interventions
Based on cause, location, severity
Weighs risks and benefits and considers patent/resident goals 
for pain relief
Select route
Follow an accepted approach to medication selection (WHO 
ladder)
Consider factors that might affect your choice of medication 
including comorbidities, other medications, severity, cause, and 
course of illness (ie EOL care and where in that continuum)



Treatment of Pain: Medication Strategies



F-309: Monitoring, Reassessment, and 
Care Plan Revision
Monitor over time to evaluate effectiveness of pain 
management
Use standardized assessment tools appropriate for the 
resident/patient
Evaluate if care plan needs to be revised



Monitorring of Pain for Individual 
Patients



Pain Management: Who is Responsible 
(ALL IDT Members)
Nursing staff
Rehabilitative staff
Practitioners
Dietician
Social workers

Pharmacists
Administration
Patients and responsible 
parties



Monitoring Pain Management at a 
Facility Level



Monitorring Pain Management at a 
Facility Level



Pain Management: Medical Director Role
F-501
Policies and Procedure
◦ Educate staff on best practices
◦ Review measures related to pain management
◦ Participate/support pain management team

Medical Staff Oversight
◦ Monitor staff performance in identifying, assessing, and managing pain in 

keeping with principles of good pain management
◦ Audit charts and provide feedback to practitioners
◦ Assess individual patients when concerns about management/appropriate 

prescribing in keeping with principles of good pain management



Pain Management: Practitioner Role
Assess and appropriately document pain (location, duration, severity, 
what improves/worsens, nature of pain)

Utilize non-pharmacologic modalities when appropriate 

Follow principles of “QUALITY PRESCRIBING”
Reassess effectiveness of plan on a regular basis and document in 
their notes

DEPRESCRIBE



Pain management: AMDA Quality 
Prescribing



AMDA Quality Prescribing
Key Benefits
Key risks
Risk/Benefit Ratio
Safe Prescribing
Monitoring and Effectiveness
Deprescribing and Diversion
Key References



Pain Medication Orders: A Couple of 
Caveats
Complete orders only please
Beware of multiple prns-be specific
◦No ranges for frequency (every 4-6 hours)
◦ Specify specific pain/severity if different pain meds (correlate with 

your pain assessment tools)
◦Acetaminophen for mild pain (define)
◦Oxycodone for moderate to severe pain(define)



ProPublica Nursing Home Inspect December 
2015: Deficiencies Related to Pain

324,509 deficiencies overall
5.0% G level or higher

16.1%  pain cited in deficiency

52,219 deficiencies with pain in citation
15.1% G level or higher



Changes in Opioid Use in the United 
States
From 1999 to 2010 we doubled the number of opioid 
prescriptions
In 2009 hydrocodone was the single most prescribed drug in the 
United States
Opioid analgesics are the third most common class of drugs 
prescribed
Cost of 8.4 billion for opioids in 2010
Limited evidence of effectiveness in chronic pain



Prescription Pain Management: Other 
Regulators

Federal DEA
State  PDMPs (Prescription Drug Monitoring Programs)
FDA REMS (Risk Evaluation and Management Strategy) for 
ER/LA opioids (2012)



DEA and Prescribing Controlled 
Substances in Nursing Homes

Existing DEA rules see nursing homes as outpatient settings 
and do not see the nursing staff as agents of the prescriber like 
they do in hospitals
SNF prescriber must provide a signed prescription to the 
pharmacy before controlled substance can be dispensed or 
speak with pharmacist directly
Nurse can not take verbal order from physician and 
communicate to pharmacy



2014



Opioid Adverse Events
Over sedation
◦Yes, you should have naloxone in your emergency box and 
make sure staff trained to use it

Respiratory depression
Gastrointestinal adverse effects
Opioid induced hyperalgesia
Pruritus



Opioid Adverse Events
From 1999-2010 we quadrupled the number of prescription 
opioid deaths which now exceeding heroin and cocaine 
combined
Emergency department visits have doubled since 2004 
Need to balance the need for effective pain treatment in 
parallel with efforts to ensure safest treatment
◦Therapeutic use
◦Misuse/abuse



National Action Plan for Adverse Drug 
Reactions: 2014 Opioids



National Action Plan for Adverse Drug 
Events
Prescription opioid–related deaths are considered to be one 
of the Nation’s leading preventable public health problems.
Access to safe and effective pain care remains an important 
problem in the United States; efforts to minimize the 
burden of harms from opioids should be implemented in 
parallel with efforts to ensure patients suffering from pain 
receive the most effective and safest treatment available. 



National Action Plan for Adverse Drug 
Events
Distinguishing overdoses that occur during the normal 
course of care from misuse/abuse will be important in 
efforts to prevent opioid ADEs. 
Future surveillance efforts should capture opioid ADEs on 
the basis of validated process and outcome measures, 
differentiate opioid ADEs that occur in the normal course of 
care from those arising from opioid misuse/abuse, and 
identify ADEs occurring during transitions of care. 





OIG 2014 Report SNF Adverse Events and 
Temporary Harm Events

22% of Medicare beneficiaries experienced harm events during 
the first 35 SNF days
◦ 37% medication related
◦ 12% medication related delirium or other change in mental status
◦ 4% constipation, obstipation, ileus

11% of Medicare beneficiaries experienced temporary Harm 
events during the first 35 days of their SNF stay
◦ 43% medication related
◦ 7% medication induced delirium or other changes in mental status



Eight Opioid Safety Principles for Patients and 
Caregivers© 

1.Never take an opioid pain medication that is not prescribed to you 
2.Never adjust your own doses 
3.Never mix with alcohol 
4.Taking sleep aids or anti-anxiety medications together with opioid pain medication can be 
dangerous 
5.Always tell your healthcare provider about all medications you are taking from any source 
6.Keep track of when you take all medications 
7.Keep your medications locked in a safe place 
8.Dispose of any unused medications 

Proposed for Consideration by AAPM 
www.painmed.org 



Other Issues in Pain Management: 
Prescription Opioid Abuse

Residents/Patients
Staff
Family/Visitors





Emergency Physician Identification of a 
Cluster of Elder Abuse in Nursing Home 
Residents: July 2014 Annals of Emergency Medicine



Substance Abuse in the Elderly (Mental 
Health Services Administration 2008)
Not just “younger” residents
One in eight seniors seeks help for substance abuse
◦60% alcohol
◦16% heroin
◦11.4% cocaine



Happy Hour in Assisted Living? Substance 
Abuse Among Seniors on the Rise

Are senior living facilities equipped to provide addictions 
counseling to residents?. 
Senior living providers aim to meet the demands of today’s 
active adult lifestyles, happy hour and cocktail parties are 
becoming increasingly common in independent living and 
assisted living facilities. These types of activities will present 
unique challenges should one or more residents have a history 
of substance abuse.



Substance Abuse: Need Facilities that 
Have Expertise

Jewish Home Launches First in Nation Nursing Home Based 
Geriatric Substance Abuse Program
NEW YORK, NY: August 13, 2014—Today, New York City’s 
Jewish Home Lifecare, one of the country’s largest and most 
diversified not-for-profit geriatric health and rehabilitation 
institutions, will launch the country’s first nursing home-based 
recovery program for older adults dealing with alcohol and/or 
prescription drug addiction.





CDC Recommendations for Prescribing 
Opioids for Chronic Pain (Outside of Active Cancer, 
Palliative, and End-of-Life Care)
Determining When to Initiate or Continue Opioids for Chronic Pain

Nonpharmacologic therapy and nonopioid pharmacologic therapy are preferred for chronic pain. 
If opioids are used, they should be combined with nonpharmacological therapy and nonopioid 
pharmacologic therapy, as appropriate.

Before starting opioid therapy for chronic pain, clinicians should establish treatment goals with 
all patients, including realistic goals for pain and function, and should consider how therapy will 
be discontinued if benefits do not outweigh risks. 

Before starting and periodically during opioid therapy, clinicians should discuss with patients 
known risks and realistic benefits of opioid therapy and patient and clinician responsibilities for 
managing therapy.



CDC Recommendations for Prescribing 
Opioids for Chronic Pain (Outside of Active Cancer, 
Palliative, and End-of-Life Care)
Opioid Selection, Dosage, Duration, Follow-Up, and Discontinuation

When starting opioid therapy for chronic pain, clinicians should prescribe immediate-release 
opioids instead of extended-release/long-acting (ER/LA) opioids.

When opioids are started, clinicians should prescribe the lowest effective dosage. 

Long-term opioid use often begins with treatment of acute pain. When opioids are used for 
acute pain, clinicians should prescribe the lowest effective dose of immediate-release opioids 
and should prescribe no greater quantity than needed for the expected duration of pain severe 
enough to require opioids. Three days or less will often be sufficient; more than seven days will 
rarely be needed.

Clinicians should evaluate benefits and harms with patients within 1 to 4 weeks of starting 
opioid therapy for chronic pain or of dose escalation. Clinicians should evaluate benefits and 
harms of continued therapy with patients every 3 months or more frequently. 



CDC Recommendations for Prescribing 
Opioids for Chronic Pain (Outside of Active Cancer, 
Palliative, and End-of-Life Care)
Assessing Risk and Addressing Harms of Opioid Use
Before starting and periodically during continuation of opioid therapy, clinicians should evaluate risk 
factors for opioid-related harms. Consider offering naloxone for those a high risk for overdose.

Clinicians should review the patient’s history of controlled substance prescriptions using state 
prescription drug monitoring program (PDMP) data to determine whether the patient is receiving 
opioid dosages or dangerous combinations that put him or her at high risk for overdose. 

When prescribing opioids for chronic pain, clinicians should use urine drug testing before starting 
opioid therapy and consider urine drug testing at least annually to assess for prescribed medications 
as well as other controlled prescription drugs and illicit drugs.
Clinicians should avoid prescribing opioid pain medication and benzodiazepines concurrently 
whenever possible.

Clinicians should offer or arrange evidence-based treatment (usually medication-assisted treatment 
with buprenorphine or methadone in combination with behavioral therapies) for patients with opioid 
use disorder.









Pain Management in End Of Life Care for 
the Nursing Home Resident
Thorough assessment and frequent re-assessment for presence and 
cause (may be multiple types of pain present)
Use medications regularly for established pain (same basic 
principles)
Predict the adverse events (constipation)
Availability of medications
Medicate terminal restlessness 
Work with hospice if benefit chosen
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