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‘NORMAL AGEING PROCESS OF
SOMATOSENSORY PAIN SYSTEM

— Relation age ~ pain is still unclear
— Reduction In afferent transmission
— Reduction in endogenous pain inhibitory system

ms) Little or no change in acute pain perception

— Alterations In pain threshold ~ intensity, area, modality and duration of
the stimulus

Reduced ability to detect signals harmful to the
body
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‘NORMAL AGEING PROCESS OF
SOMATOSENSORY PAIN SYSTEM

— Longer period of central hyperalgesia
— For comparable levels of spontaneous pain, thermal
hyperalgesia and flare

— Tenderness after injury appears to be prolonged

— Higher risk of chronic pain and decreased pain
tolerance
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PAIN AND COGNITIVE IMPAIRMENT
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PAIN AND COGNITIVE IMPAIRMENT

GHENT
UNIVERSITY

ACUTE PAIN

ALZHEIMER DISEASE

MILD to MODERATE STAGE
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ALZHEIMER DISEASE AND PAIN

Pain in normal subjects (white) and in AD patients (shadow)
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FACIAL EXPRESSIONS
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AUTONOMOUS RESPONSE
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ALZHEIMER DISEASE AND PAIN

AD
Medial pain system Lateral pain system
S1
$2 S2
— 000 ®
S T 0
DGR PO PO
A A - 'A‘. : '
| Insula T T Hymtha'ams Insula
T T I I TMN PVN
NS i— AR T1 RN
MTN VCPC VCPOR Amygdala  Hippocampus ILN MTN LTN
‘ ------------------------------------------ . ————————— ‘- --------------------- ]
=+ B
| AR
l S-D
———— M—-A
pnnip. Mesencephalon
SMT C-E
“ PAG e Pain memory
3 Reticular formation -~ —— Autonomic
SRT N
m PEN —' Later stages/
partly affected
+ ———— AD>FTD
AD: other areas
Dorsal and ventral horns Dorsal horn No studies

Scherder et al. Lancet neurol 2003; 2: 677-86

Y

Uz
GFNT



ROSA

88 years old
Moderate to severe dementia

Since three days:

— Restlessness, crying and shouting
especially when moved out of the room

— Hitting and biting nurses during toileting
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ROSA
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M. Tosato et al./PAIN" 153 (2012) 305-310 309

Table 3
Association of pain severity with behavioral and psychiatric symptoms.®

Symptom No pain (n =2284) Mild (n=158), Moderate/severe/excruciating (n=374),
OR (95% CI) OR (95% (1)

Behavioral symptoms
Wandering

Yerbal abuse

Physical abuse

Socially inappropriate beha
Resists care

1 or more behavioral symp

Kychiatric symptoms
Abnormal thought process
Delusions

Hallticinarions Rel, 1.3510.68-2.72] 14070.87-2.26]
1 or mote psychiatric symptoms Ref, 1.35 (0.50-2.00) 149 (1.14-1.95)

Ref, reference’ OR, odds ratio: CI, confidence interval.

o ¢ Data are adjusted for age, gender, country, cognitive impairment, number of diseases, ischemic heart disease, stroke, falls, communication problems, and a flare-up of a
LI chronic or recurrent condition. Data on pain severity were not collected in 5 participants.
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INFLUENCE OF TREATMENT ON BD

- = = Stepwise protocol for treatment of pain
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ALZHEIMER DISEASE AND PAIN: CONCLUSION

— Severity of dementia is probably related to the tolerance
of pain

— Change in anticipation and reaction on pain
— Decrease In recognition and understanding of pain
— Behavioural changes can be the result of pain

— Decrease in autonomic response in AD

— Increase In facial expression in AD
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PAIN AND DEMENTIA

Experimental and clinical results

Condition

Motivational-affective
aspects of pain

Presence or intensity of
pain

Alzheimer’s disease

}

Relatively unaffected

Vascular dementia

Not examined

Frontotemporal

Not examined

Parkinson (no cogn)

f
'
f

Not examined

N

GHENT
UNIVERSITY
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PREVALENCE OF PAIN IN OLDER PEOPLE

Table 2. Prevalence of Pain in Participants with and without Dementia

Dementia Cohort

Matched Cohort
All Respondents, n = 802° Self-Report, n = 395" Proxy Report, n = 407 All Respondents, n = 802

Pain % (95% ClI)
Bothersome 63.5 (60.5-66.4) 62.7 (58.7-66.6) 64.4 (59.8-68.7) 545 (51.4-57.7)°
Activiy limiting 433 (40.2-46.5) 40.1 (35.7-44.6) 4.6 (42.5-50.7) 272 (25.2-29.2)°
i Hunt et al, JAGS 2015: 1503-11 [ _? Uz
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PREVALENCE OF OLDER HOSPITALISED
PEOPLE WITH DEMENTIA

680 E.L. Sampsonetal o 156 (2015) 675-683 PAIN®

Prevalence of pain in 230 older people with dementia and unplanned acute medical admission.

Pain Time during admission, number (%)
At baseline, n = 230 At least once during admission, n = 230 All assessments n = 965* Persistent, n = 138¢
Self-reported 54/200 (27.0) 84/218 (38.5) 196/821 (23.9) 8/117 (6.8)
95% CI (20.8, 33.2) (32.0, 45.0) (18.6, 27.9) 2.2, 11.9)
PAINAD scale =2
Fain during rest 221229 (9.0) 43/230 (18.7) 68/930 (7.2) 0/135 (0.0)
95% Cl (0.8, 13.5) (13.6, 23.8) 9.3, 9.6) -
Pain during movement 97/229 (42 4) 131/230 (57.0) 331/946 (35.0) 211135 (15.6)
95% Cl (35.9, 48.8) (00.5, 63.4] 129.4, 39.0) 9.4, 21.7)

* Prevalence for all assessments combined, estimated by generalised estimating equations.
i Defined in the population with 3 or more assessments, as in pain in at least 75% of the occasions.
Cl, confidence interval; PAINAD, Pain Assessment in Advanced Dementia scale,



ETIOLOGY OF PAIN IN PEOPLE WITH
DEMENTIA

Number of patients reporting pain, n (%) 57 (44)
Etiology of pain, n (%)
Osteoarthritis of joints 39 (68)
Back pain (osteoporosis or osteoarthritis) 3 (5)
Skin lesion 7 (12)
Other causes 8 (14)
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Pain: consequences

Consequences
of pain

Urological Difficult
Increases tonus of woundhealing &
sfincter & retention rehabilitation

Gastro-intestinal
Peptic ulcer

Increase In comorbidities

GHENT
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Musculosceletal
Muscle spasms
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CHRONIC PAIN: CONSEQUENCES

Consequences of
Chronic pain

Depression, Anxiety
Cl
Aggression

Sleep disturbances Decreased social
Malnutrition activity & Falls

Functional impairment
= Behavioural disturbances
T w
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USE OF ANALGESICS IN THE OLDER PERSON WITH
CHRONIC MALIGN PAIN

65-74 Years I 75-84 Years B =55 Years
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Patients, %
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LTI No Analgesia Level 1 Level 2 Level 3 [ _% U/
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UNDER-TREATMENT OF PAIN

N
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Table 2. Use of Analgesia and Report of Pain by Persons
with Dementia (N = 115)

Report of Pain”

n (o/o)
Yes No
Analgesic Use™ (n = 62) (n = 53)
None 42 (68) 45 (85)
Any 0(32) 8 (15)
Acetaminophen 12 (60) 4 (50)
Nonsteroidal antiinflammatory drug 5 (25) 4 (50)
Weak opioid 3 (15) O
Strong opioid O O

Shega et al, JAGS 2006: 1892-7
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UNDER-TREATMENT OF PAIN

-

Table 4. Logistic Regression of Potentially Insufficient An-
algesia on Pain Management Index According to Patient
Demographics and Variables that Significantly Added to the
Model

Odds 95% Confidence

Characteristic Ratio Interval P-value
Age 1.07 1.01—1.14 .03
Male 1.06 0.40—2.82 .91
Lower education 1.04 0. 71—1.52 .84
vanced dementia®  3.08 1.05-9.10 }
I ' unction™ 2.50 1.01—6.25
Depression? 2.13 0.82—-5.52 12

GHENT Shega et al, JAGS 2006: 1892-7
UNIVERSITY
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Mursing homes in Helsinki

m 2003
‘ 2011
| VL s hatic g -MIHQH'E.!I-'H!I- &, by tics | Hey pratics | Opicids -I.I-n-u-:l !'I!Hﬂll!ﬂ- Pregabalin, |
gabapentin
It Pitkala et al. JAMDA 2015; Epub ahead w UZ
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UNDER-TREATMENT OF PAIN: AETIOLOGY

— Painis perceived as
unavoidable with ageing

— High incidence of adverse
drug reactions (ADR)

— Pain is not recognised

— Communication of pain
(especially in mild to
advanced dementia) is
diminished

— No reqgular assessment
for pain by the caregiver

GHENT
UNIVERSITY

“It took me three hours, but | finally discovered

why you're limping. You lost the heel off
your shoe.”
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SYSTEMATIC EVALUATION

N

GHENT

Geriatric Before MGST After MGST  Gain p
problems

ADL-IADL 269%(21-31)  89%(86-93) 63%(59-69) <0.0001
Incontinence 49(3-9) 60%(55-65) 569%(48-59) <0.0001
Falls 359%(30-40) 46%(41-52) 11%(7-26) 0.1497
Cognition 349(29-39)  68%(67-77) 349%(27-48) <0.000]
Depression 139%(9-17) 49%(43-54) 469%(33-43) <0.000
Social 7%(5-11) 45%(44-55) 38%(35-50) <0.0001
Nutritional 17%(13-21)  659%(60-71) 48%(45-57) <0.000
Pain 8%(5-11) 439%(38-49) 359%(32-42) <0.000!
Total of suspected 1.5+1.2 4.7x1.7 3.2+1.8 <0.0001

problems / patient

(mean+SD)

UNIVERSITY

Pepersack T, et al. INHA 2008;12:348—-352.
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WHEN TO SCREEN FOR PAIN?

— Assessing pain Is as measuring temperature, tension

— To be done as older person go worse

> Pain = Fifth vital sign
- U772t

UNIVERSITY




HOW TO ASSESS PAIN?

— 1/ Evaluation of pain and intensity

— 2/ Evaluation of consequences of pain
— ADL/IADL/mobillity

— Eating/ rest at night
— Memory/concentration/mood

I L, ) uz
GHENT [ 74 GENT
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ASSESSMENT OF PAIN

Can patient communicate verbally?

m_l_No___I

Ask them using a vanety of tarms

sa simple pain questionnaires a.q. categorical pain scale,
FACES scale

Assess usng an cbsarvational pain scae—saa above a.q.
PAINAD, PACSLAC, Abbey

LN ARk Detailed nterview of carers
S e Examine, with provocative tasting e.g. on waking
Examine, with provocative tasting e.g. on walking ‘ g

' 1
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ASSESSMENT OF PAIN IN PEOPLE WITH
DEMENTIA — SCALES

Table 3. Number and Percentage of Patients Understanding Each Scale
According to the Level of Dementia (CDR)

CDR =1 CDR =2 CDR = 3 Total
(64 Cases) (81 Cases) (15 Cases) (160 Cases)
Scale N (%) N (%) N (9¢) N (%)
Verbal Rating Scale (VRS) 58 (91) 59 (73) 5 (33) 122 (76)
Horizontal Visual Analong
Scale (HVAS) 62 (97) 64 (79) 4 (27) 130 (81)
Vertical Visual Analog
Scale (VVAS) 59 (92) 60 (/74) 4 (27) 123 (77)
Faces Pain Scale (FPS) 57 (89) 53 (65) 4 (27) 114 (72)

Notes: For each scale, comprehension is significantly associated with the
CDR (Clinical Dementia Rating) scale.

— p << .001 (Fisher’s exact test). -
T [ 7 Uz
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ASSESSMENT OF PAIN

Can patient communicate verbally?

l_"“—l— ;SR

Ask them usi vaneaty of terms
.gm g 8 . . . : Assess using an cbsarvational pain scae—saa above a.g.
Usa simple pain questionnaires a.q. categorical pain scake, PAINAD, PACSLAC, Abbey
FACES scale = . ;
L : Detailed nterview of carers
Detailed interiew of carers Examine. with cative testing .. on waking
BExamine, with provocative tasting e.g. on walking ; | ot
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NON VERBAL PAIN

INDICATORS

Cernmon Pain Behaviours in Cognitively Impaired Elderly Persons

GHENT
UNIVERSIT

Facial expressions

Slight frown, sad frightened face

Grimacing, wrinkled forehead, closed or tightened eyes
Any distorted expression

Rapid blinking

Verbalisations, vocalisations
Sighing, moaning, groaning
Grunting, chanting, calling out
Noisy breathing
Asking for help
Verbally abusive

Body movements
Rigid, tense body posture, guarding
Fidgeting

Increased pacing, rocking
Restricted movement
Gait or mobility changes

Changes in interpersonal interactions
Aggressive, combative, resisting care
Decreased social interactions
Withdrawn

Changes in activity patterns or routines
Refusing food, appetite change

Increase in rest periods

Sleep, rest pattern changes

Increased wandering

Mental status changes
Crying or tears
Increased confusion
Irritability or distress

[

AGS guideline; JAGS 2002;50:5205-S224
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Panel 1: Instruments suitable for the assessment of pain in
the elderly adult with dementia

Hadjistravopolous et al. Lancet Neurol 2014,;13:1216-27

Abbey Pain Scale™**

Checklist of Non-Verbal Pain Indicators (CNP])™ 28

Certified Nursing Assistant Pain Assessment Tool (CPATy>*
DOLOPLUS-2%#5%

Discomfort Scale in Dementia of the Akzheimer's Type
(DS-DAT/DS-DAT modihed)™

EPCA-2%

Mahoney Pain Scale®
Mobilization-Observation-Behaviour-Intensity-Dementia
(MOBID and MOBID-2) Pain Scale™*
Non-Communicative Patient’s Pain Assessment
Instrument (NOPPAIN)==

Pain Assessment in the Communicatively Impaired
(PALCTy™™=

Pain Assessment Checklist for Seniors with Limited Ability
to Communicate (PACLSAC and PACSLAC-II)==50s
Pain Assessment for the Dementing Elderly (PADE)®**
Pain Assessment in Advanced Dementia

(PAINAD =85

Pain Assessment in Noncommunicative Elderly Persons

(PAINE)®
The Rotterdam Elderly Pain Observation Scale (REPOS)™

Y
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PAIN ASSESSMENT IN ADVANCED DEMENTIA

SCALE (PAINAD)

GHENT
UNIVERSITY

of vocalization

Negative
vocalization

Facial expression

Body language

Consolability

Normal

None

Smiling or
inexpressive

Relaxed

No need to
console

Occasional laboured breathing.
Short period of hyperventilation

Occasional moan or groan. Low-
level speech with a negative or
disapproving quality

Sad. Frightened. Frown.

Tense. Distressed pacing.
Fidgeting.

Distracted or reassured by voice or
touch.

Noisy laboured breathing. Long
period of hyperventilation. Cheyne-
Stokes respirations.

Repeated trouble calling out. Loud
moaning or groaning. Crying.

Facial grimacing.

Rigid. Fists clenched. Knees pulled
up. Pulling or pushing away.
Striking out.

Unable to console, distract or
reassure.

Total**

Warden et al, 2001.

I I N N T

Breathing independent

17
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Abbey Pain Scale

For measurement of pain in people with dementia who cannot verbalise.

How to use scake : While cbhserving the resident, score guestions 1 to G

Name of reskdant | ..ot rarr i rrr s s rsrr s r s s mrmrrmr e ra e rn s s e ae b e R bEAEd R A ET AR
Hame and designation of person completing the scale © ..o e e,
L T L 1= P
Latest pain relaf given wWas., .. ittt s s s s s r rams e e e at.........hrs.

1. Vocalisation

ag whimpearing, groaning. crying an

Absent O A 1 Moderate 2 Severe 3 —
2. Facial expression az

eg looking tense, frowning, grimacing, looking frightened

Abgsant O i 1 Modarate 2 Sevens 3 o
Q3. Change in body language a3 )

eq fidgeting, rocking, guarding part of body, withdrawn

Abzent O A 1 Moderate 2 Severe J
Q4. Behavioural Change a4

eq increased confusion, refusing to eat, alteration in usual patterns

Absernt O Mivcdl Moderale 2 Severe 3 =
25, Physiological change as _'

eq temperature, pulse or blood pressure outside normal limits,

perspiring, flushing or pallor I

Abzant O Mg T Moderafe 2 Severa 2
26, Physical changes QB I

ag skin bears, pressure arsas, arthritis, contractures, |

previous injurkes

Abzent 0 i T Moderafe 2 Severm 3
Add scores for 1 - 6 and record hare — Total Pain Score l
HNow tick the box that matches the
Total Pain Score

l_—h"‘-h -2 3-7 B-13 14 +
. 1= Mo pain MAild Moderate Savere
Finally, tick the box which matches
the type of pain Chronic B ute Acute o
I - Chronic

filsbiaiy, J Dha Bablis &; Pdler, M; Estermen, &; Sdes, L; Perker, O ared Losvacay), B
Fisnded op the JH & JD CGuns Madical Researchs Fouestaien 15908 - 2002
IThs o kT Mal D8 senenaiscind weld s s e sTeT et reisnaal
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ALGOPLUS

Date de I'évaluation de la douleur

Heure

1 Visage

Froncement des sourcils, grimaces, crispation,
machoires serrées, visage figé.

2 Regard

Regard inattentif, fixe, lointain ou suppliant, pleurs,
yeux fermeés.

3 Plaintes

« Aie », « Ouille », « J'ai mal », gémissements, cris.

4 Corps

Retrait ou protection d'une zone, refus de
mobilisation, attitudes figées.

GHENT
UNIVERSITY
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SUMMARY

— Influence of ageing and cognitive impairment on perception of
pain 2

— Is pain an important problem?
— Prevalence of pain
— Consequences

— Management of pain
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— Evaluation of pain
— Medical treatment: Specific aspects in the older person
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MANAGEMENT OF PAIN: STEPWISE
APPROACH

Step 5: Systemic +
analgesics I

Step 4: Local and
more-invasive therapy

Step 3: Local and
minimally invasive therapy

Adjunctive
nonpharmacological

modalities

Step 2: Topical preparations

. tep 1:Monpharmacological maﬂnl
GHENT

UNIVERSITY Weiner D. JAGS 2004;52:1020-22



NON-PHARMACOLOGICAL APPROACHES

Table 1. Pain management strategies: non-pharmacological approaches

Approach Considerations

Physical therapy

@ Recommended pain management strategy

Inconsistent evidence whether one type of exercise is better than another
Patient preference is the primary consideration

Focus on strengthening, flexibility, endurance, and balance

Individual capacity limits options

Foot orthotics, patellar taping Foot orthotics may change gait pattern/muscle activation and reduce joint loading
Manual therapy Requires significant levels of skill and care

TENS Consider for persistent pain when patient can provide accurate feedback
Physical modalities (eg heat) Beneficial for acute pain as effects are transient

Monitor for safety if used for patients with dementia

o U4
gnlls\ll\IETRSITY Gibson et al. AFP 2015;44:198-203 GENT



NON-PHARMACOLOGICAL APPROACHES

Occupational therapies

Assistive devices (eg walking frames) Some evidence of reducing functional decline and pain inte~ \65
Can increase pain if used incorrectly \\\6(69
S
Psychological approaches O" \‘(\ ed
S
Cognitive behaviour therapy Demonstrated benefit for- " cOV' ' _Lcare
Recommended ‘(ﬁ 6 (© \N\ . professional
Complementary and alternative medicine 6(\ \(\\6
Acupuncture a’g.\O -cr for older people as adjunctive therapy
\G‘ O mvay improve function and pain relief
= .
‘W © Duration of long-term effects are uncertain
AW
Massage, Tai Chi, yoga GOQ Consider for older people as adjunctive therapy
Massage may have some benefit for non-specific lower back pain
Nutritional supplements Some evidence that chondroitin and glucosamine improve pain and function in osteoarthritis

TENS, transcutaneous electrical nerve stimulation

GHENT G o U__% Uz
UNIVERSITY Ibson et al. AFP 2015:44:198-203 GFNT



TREATMENT OF PAIN

Step 5: Systemic t
analgesics _ I
Step 4: Local and J-'___.--"___ '

more-invasive therapy NSAID’s : acute pain

Step 3: Local and Lidocaine patch
minimally invasive therapy

Limited evidence
Step 2: Topical preparations

Step 1:Nonpharmacological modalities

-
L
=
L
|
i Massey T,et al. Topical NSAIDs for acute pain in adults. Cochrane Database [ —? Wi

GHENT of Systematic Reviews 2010, Issue 6. Art. No.: CD007402. CENT
UNIVERSITY Wolff et al. Acta Neurol Scand 2011;123:295-309.




MANAGEMENT OF PAIN: STEPWISE
APPROACH

Step 5: Systemic +
Comprehensive Geriatric | analgesics | !

Adjunctive
nonpharmacological

modalities

Assesment Step 4: Local anc
more-invasive therapy ™\

Step 3: Local and
minimally invasive themm.r

|

Step 1:Monpharmacological modalities

: Uy
Ty Weiner D. JAGS 2004:52:1020-22 GENT



MANAGEMENT OF PAIN: STEPWISE
APPROACH

No trials In persons with dementia

Step 5: Systemic +
analgesics !
'
more-invasive therapy Adjunctive
nonpharmacological
Step 3: Local and modalities

minimally invasive therapy

Step 2: Topical preparations

Step 1:Monpharmacological modalities

= 72
3:|E\II\IETRS|TY Weiner D. JAGS 2004;52:1020-22 GENT



UNDER-TREATMENT OF PAIN:
ADVERSE DRUG REACTIONS

Adverse drug reactions

- Pharmacokinetic and —dynamic changes with ageing
-higher risk for drug drug interactions

Prescription and
higher
surveillance
LI /

i ’ [ "% Uz
GHENT GENT

UNIVERSITY

Avoidance of prescription




NOCICEPTIVE PAIN

Paracetamol/NSAID

GHENT

e

Prostaglandine
Histamine
Bradykinine

UNIVERSITY

Opioids

N

Endorfil
SerotonN
Noradrenali

‘ TSpinothaIamic tract

--
” S

vy

Gibson et al. Clin J Pain 2004:20:227-239
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WHO-LADDER [ persistant | [JISPRAEVN vortine

Pain technic Oxycodone
> 7 4 Fentanyl
- _ ~ - .
Persistant | [SilelleRe/slelle Buprenorphine

. + Non-obioid (Hydromorphone)
Pain P Tapentado

- @ + adjuvant

BRI C Al Weak-opioid
+ Non-opioid
+ adjuvant

Hydrocodone
Tramadol

Pain

NG

)

Non-opioid 1 Paracetamol
+ adjuvant (anti-epileptic, anti-depressive) NSAID

Glt'l:NT U-l 74 EENT

UNIVERSITY



System Change with ageing Clinical consequence
Reduced:
| « Motility of the large intestine
Ahsmr PUD”_' and + Vitamin absorption by active transport mechanisms » Passive diffusion-little change in absorption with age
function of the G1 | Splanchnic blood flow
tract + Bowel surface area
Delayed gastric emptying and reduced peristalsis ncreased risk of Gl-related side effects
Decreased body water educec MOrphine, tramadol, oxycodone...
Distribution Increased body fat and accumulation of lipid-soluble drugs | Lipid-soluble drugs have longer effective ha phentanyl. ..
Decreased serum albumin and altered protein binding ncreased potential for drug-drug interactions I‘
Decreased hepatic blood flow Cirst-pass metabolism can be less effective ~ Morphine...
Hepatic-biliary ,
Reduced liver mass Phase | metabolism of some drugs might be slightly impaired H
Reduced renal blood flow Morphine, tramadol, oxycodone,
| , Reduced ey .
Renal excretion Reduced glomerular filtration Kidney phentanyl, gabapentine,
Reduced tubular secretion
Pharmacodynamic Decreased receptor density [ncreased sensitivity to the therapeutic and side effects
changes Increased receptor affinity opioids, ... _|




RECOMMENDATIONS

— Start low, go slow

— Around the clock (24hour)

— Compliance Is important; inform caregiver

— For neuropathic pain, combine different classes of drugs

— Know pharmacokinetics and dynamics

— Take Into account interactions and polypharmacy

— Inform caregiver regarding the side effects and advise
regular monitoring

N
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 Pitfalls

Paracetamol Liver failure in malnutrition

NSAID Gastro-intestinal bleeding

Fluid retention

Acute kidney failure

GHENT
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Low dose; max 3g/24h

Associate PP

Monitor arterial tension and

weight — stop treatment If there Is
a substantial increase

Monitor serum creatinine after
three days

(U724t
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EVIDENCE OF WEAK/STRONG OPIOIDS?

— No well performed studies In the elderly

— Extrapolation from studies In younger patients and
specific patient groups

— Some open label studies available in older patient
population showing acceptable safety
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SAFETY OF OPIOIDS?
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- Pitfalls

Tramadol Renal clearance
Diminish seizure threshold

Bind to serotonin receptors

Morphine Higher plasma concentrations
Renal clearance

Fentanyl Take 2a3 patches to achieve
stable plasma concentrations

Buprenorphine

GHENT
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Reduce dose in CKD**
Avoid use In seizure patients
Monitor serotonergic syndrome

Start low dose

(2.5mg OR; 1mg IV)

Reduce dose in CKD stage 3
Avoid in CKD stage 4 and 5

Walit one week before increasing
dose — foresee IR morphine for
breakthrough pain (1/10 of
equivalent dose)

1728
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Temporally side effects — disappear normally after a few days

Sedation / sleepiness Dose reduction of concomitant medication as anxiolytics

Dose reduction of concomitant medication as
Hallucinations/ delirium Gabapentin, Pregabaline, Amitriptyline

Association of low dose haloperidol
Association of gastro-kineticum

Nausea/vomiting Domperidon, Metoclopramide, Alizapride
If persistent: association of low dose haloperidol

Urinary retention Intermittent catheterization
Persistent side effects

Non pharmacological therapy (fluid, exercise, fibers)
To start laxatives together with the initiation of opioid therapy
Macrogol, Osmotic laxatives
If persistent: associate stimulating laxatives or enemas
Bisacodyl, Picosulfaat
If persistent: Methylnaltrexone or naloxone in combination with opioid

Sisl s Tallfmafireeinre Fall .assessrr)ent gnd prevention
Adding walking aids

Uricini
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Constipation



TREATMENT OF NEUROPATHIC PAIN

— Inhibition of the action potential in neuron: Anti-epileptics

— (carbamazepine, natriumvalproaat)
— Gabapentine, Pregabaline

— Support of the non-opioid modulating neurons (serotonine

en noradrenaline)

— Tricyclic antidepressants (amitryptiline)
— SNRI (duloxetine en venlafaxine)

— Weak and strong opioids
— Tramadol; buprenorfine; fentanyl, oxycodon
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 pitfall

Tricyclic antidepressant Monitor
Anticholinergic side effects urinary retention ; glaucoma
worsening cognition
Avoid in patients with cardiac
Cardiac arrhythmias arrhnytmias
Syndrome of Inappropriate ADH Monitor natremia
Dizziness, sedation,
Arterial hypertension,
tachycardia
Anticonvulsant therapy Renal clearance Dose reduction
CKD3: 50%; CKD4: 25% of dose
Avoid in CKD stage 5
Side effects Monitor: Dizziness, sedation
Takes 2-3 weeks before clinical Inform patient/family
effect
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THOM'S

— Pain Is important in the older person

— Think about and Assess pain

— Discuss treatment plan — put achievable goals and evaluate
— Take into account changing pharmacokinetics with ageing

— Know most important side effects in the older person and teach
them

— If therapy Is not working, consider other influencing factors
(psychosocial, financial etc ...)
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