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Abstract: The pain and aging subfield has grown dramatically, including a 6-fold increase in publi-

cations over the last 2 decades. This subfield is based on the assumption that pain in older and youn-

ger adults differs in clinically and theoretically significant ways. If this were not the case, data from

younger groups could be generalized to older persons, and the subfield would not be needed. This

article considers the evidence for this assumption. Possible interpretations of the discrepant findings

of age-related increases, decreases and stability in pain, including methodological limitations, chal-

lenges of gerontological research, and the possibility of nonuniform age-related variation, are dis-

cussed. Evidence is presented for several unique characteristics of geriatric pain: difficulty using

Visual Analog Scales, increased vulnerability to neuropathic pain, decreased vulnerability to acute

pain related to visceral pathology, prolonged recovery from tissue and nerve injury, including pro-

longed hyperalgesia, and differences in the relationships among psychosocial factors important in

adjustment to chronic pain. However, without a theoretical framework, it is difficult to integrate

these results in a heuristic manner. Further research is needed to elucidate the characteristics of ge-

riatric pain, to examine the mechanisms for age-related patterns, and to develop and test the efficacy

of age-tailored interventions.

Perspective: This article reviews the emerging subfield of pain and aging, discusses the interpre-

tation of age-related patterns in pain, and presents several avenues for future research and subfield

development. This could contribute to the continued growth of this subfield.
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I
s there such a thing as geriatric pain?’’ asked Dr Pamela
Melding in a pioneering editorial published in 1991.90

This provocative question was posed to draw empirical
and clinical attention to pain and aging, an area that until
then had been largely neglected. In the years since the
editorial appeared, this area has grown at a steady pace.
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This is evident in the increasedpublication ofempirical pa-
pers, the development of clinical guidelines1 and expert
consensus statements,63 the formation of Special Interest
Groups in professional societies, including the Interna-
tional Association for the Study of Pain (IASP) and the
American Pain Society, and most notably, the designation
of an International Year Against Pain in Older Persons
(2006 to 2007). As a result, a new subfield of pain research
can be said to have emerged. As The Journal of Pain cele-
brates its 10th anniversary, it is timely to revisit Melding’s
question and to consider this subfield’s domain, funda-
mental questions, and theoretical framework.

One of the primary catalysts for the growth of the sub-
field has been the aging of our population and the ex-
pected increase in demand for pain management that
will result.41 Pain is highly prevalent among older peo-
ple. Up to 40% of elders living independently118 and
27% to 83% of those in institutional settings44 report
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pain that interferes with daily function. Similar to youn-
ger individuals, pain in older people is associated with
significant psychological distress and impaired physical
function.100 Despite this, older patients are at risk for in-
adequate treatment.15,87 Approximately 40% to 80% of
community-dwelling99,126 and 16% to 27% of institu-
tionalized older people do not receive any treatment
for their pain.84,106 Shockingly, a quarter of older cancer
patients who report daily pain do not receive analgesics.7

The Domain of the Pain and Aging Subfield
The pain and aging subfield does not easily fit into

well-defined domain boundaries. Instead, it stands at
the intersection of 2 interdisciplinary fields: gerontol-
ogy26 and pain.92 As a result, a variety of disciplinary,
theoretical, and methodological approaches to research
have been used. This is well suited to the subfield be-
cause both pain and aging are multidetermined with
contributions across the biopsychosocial spectrum. Given
the multitude of intra-individual factors that influence
pain,92 it seems likely that age may also be important.
This applies across the lifespan, although few studies
include such a broad age range (but see Reference
8 for an exception).8 For the most part, research has
focused on how advancing age impacts on pain.

Within the subfield, there has not been careful delinea-
tion of key terms, such as ‘‘geriatric’’, ‘‘older person,’’ ‘‘el-
derly,’’ or ‘‘aging.’’ For this article, the terms will be used in
accordance with the larger academic literature. Older or
elderly people are usually individuals in the latter part of
life, with a cutoff at 60 or 65 years old common.79 Geriat-
ric refers to phenomena relating to old age.113 Finally, ag-
ing is the process of maturation and change over time
within physical, social and psychological contexts.40,66

These definitions are neither straightforward nor precise,
and to date, consensus has not been reached.2 It is impor-
tant to distinguish between normal aging and dis-
ease38,66,95; however, our study designs rarely allow this.

Despite the lack of consensus on definitions, the liter-
ature has demonstrated that aging affects every aspect
of health and illness, including risk, molecular mecha-
nisms, symptom experience, psychosocial adaptation,
treatment efficacy, and survival.9 In general, older peo-
ple are more susceptible than younger people to poor
outcomes, including increased disability, symptom bur-
den, and mortality. This may be due in part to reduced
physiological reserve, homeostenosis, and multisystem
functional decline associated with normal aging.9

Advancing age is marked by a high prevalence of core
geriatric syndromes, including frailty, pressure ulcers,
incontinence, falls, functional decline, and delirium.74

These syndromes share multiple risk factors that interact
in a synergistic fashion to increase the risk of poor out-
comes74; however, the role of pain as a risk factor or out-
come remains to be clarified.

Given the increased vulnerability associated with ag-
ing, it is reasonable to expect that pain would differ
with age in important, clinically relevant ways. This is
the core assumption of the subfield. Specifically, the pro-
cesses of aging, in interaction with the biopsychosocial
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substrates of pain, result in an experience—geriatric
pain—that is sufficiently different from that of younger
people to require uniquely tailored assessment and
management strategies. If this were not the case, there
would be little reason to invest in the growth of this
specialized subfield. Instead, it would be more advisable
to simply generalize findings from younger adults to
geriatric patients. In considering the emergence of the
pain and aging subfield, it is important to evaluate the
evidence supporting this core assumption. Are there
unique characteristics of pain in adults of different
ages? What does an age difference mean? What does
age-related stability mean? What are the mechanisms
underlying age differences? Does equivalence on out-
come measures mean the underlying determinants of
those outcomes are also not age-related? It is the
answers to such questions that will enable preliminary
consideration of the fundamental question, ‘‘Is there
such as thing as geriatric pain?’’90

Emergence of the Pain and Aging Subfield
One objective index of a subfield’s growth is an in-

crease over time in the number of relevant publica-
tions.56 To assess publication growth over the past 20
years, a series of searches of the Medline periodical data-
base was conducted. In the first search, all publications
relevant to pain were identified using the search string
‘‘pain or nocicepti* or analgesi* or hyperalgesi* or allo-
dyni*.’’ Limitations by language or type of publication
were not used. This search was then limited by year to
obtain the annual number of publications from 1987 to
2007 (the last year for which complete data were avail-
able). To identify publications relevant to aging, the fol-
lowing search was conducted: (pain or nocicepti* or
analgesi* or hyperalgesi* or allodyni*) AND (aging or
ageing or elder* or age difference or age related or ge-
riatric or gerontolo* or senior or older) NOT (child* or
adolescen* or pediatric or neonat* or fetal). This search
identified 6808 publications from 1987 to 2007. Year-
by-year searches were then carried out to determine
the number of articles published annually. To index
growth, 1987 was chosen as the comparator year, and
the growth in number of articles about pain overall,
and pain and aging specifically, were calculated using
the following formula: No. of articles published in a given
year/ No. of articles published in 1987 (Fig 1). To assess
the percentage of articles published about pain and
aging annually, the following formula was used: (No.
of articles about pain and aging/ No. of articles about
pain)*100. As the figure shows, the number of publica-
tions about pain has increased 3.5 times; from 6623 in
1987 to 22,911 in 2007. Importantly, the number of
publications relevant to pain and aging has outpaced
even this substantial growth: from 107 in 1987 to 641
in 2007, a 6-fold increase. Consistent with this, 1.6% of
pain-related publications were relevant to aging in
1987, but this grew to 2.8% by 2007. Therefore, it is clear
that this subfield has grown substantially in the past 20
years. Nonetheless, 2.8% is a very small proportion of
all pain-related publications.
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Obstacles to Growth of the Pain
and Aging Subfield

For many years, research in this subfield has been ham-
pered by 2 widely held but contradictory beliefs.105 The
first is that pain is so common among older people that
it may be a normal, to-be-expected, part of aging. In con-
trast, the second belief is that older people are actually
less sensitive to pain but complain about it more than
younger people, leading to the misimpression that it is
very common.71,83,105 If either of these were true, we
would expect that the prevalence of most types of pain
would increase with age. However, age-related patterns
in pain prevalence are much more complex. Some types
of pain, such as neuropathic pain,109 increase with age
whereas some, such as pain related to myocardial infarc-
tion,88 decrease. The prevalence of others, for instance
musculoskeletal pain, peaks at midlife or early old age
and decreases or plateaus afterward.3,27 And finally,
some, such as widespread pain, remain fairly constant
across the adult lifespan.118 (For a detailed review, see
Reference 77.) This complexity challenges these beliefs
because it suggests that age-related patterns in report-
ing may reflect actual age-related changes in pain.

It is easy to imagine how these beliefs may contribute
to inadequate pain assessment and management and to
the perception that this area is not a worthwhile target
of research or clinical intervention.105 They silence older
people who believe that reporting pain makes them
‘‘complainers’’ or ‘‘bad patients’’122 or that they should
tolerate their pain because it is ‘‘normal at their age.’’
These beliefs also damage the doctor-patient relation-
ship if an older person who does not believe his/her
pain is ‘‘normal’’ and ‘‘to be tolerated’’ seeks pain man-
agement but is dismissed as exaggerating to get atten-
tion or told to expect pain as part of getting older.65

For researchers, these beliefs may make it difficult to ob-
tain infrastructure support and conduct studies. Specifi-
cally, reviewers, administrators, and potential research
participants may not regard pain that is ‘‘normal and
to-be-expected’’ or ‘‘attention-seeking’’ as a priority or
good investment of research resources or time.

Figure 1. Rate of growth of journal publications about pain
compared with the rate of growth of journal publications about
pain and aging from 1987 to 2007.
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In the last decade, there has been an effort to dispel
these myths. The evidence-based message currently be-
ing disseminated is that the high prevalence of pain
among older people does not mean it is simply an un-
avoidable part of aging. Instead, it is likely to be associ-
ated with an underlying condition that often may be
manageable.11,89 This message is now part of the IASP
core curriculum on pain,13 information sheets distrib-
uted during the Year Against Pain in Older Persons,
and some medical education curricula.123 Nonetheless,
research findings have not easily transferred to the clin-
ical setting, and significant gaps in healthcare workers’
knowledge persist.112,127 The uptake of clinical guide-
lines is not universal, and many older people still do
not receive adequate pain management.86 Barriers to
pain assessment and management at the patient, family,
healthcare worker and system level have been identified,
but discussion of these is beyond the scope of the present
paper (see Reference 23 for a review). Educational strat-
egies targeting healthcare workers86 and older people
with pain43,81 have shown some success. Further efforts
in knowledge translation are urgently needed.

Another important obstacle to the subfield’s growth
has been the lack of a guiding theoretical framework
or model. Without this, findings across different studies
often are not integrated,2 and interdisciplinary research
is limited. For this subfield to grow, it is important that
investigators consider commonalities across disparate
research approaches and develop a framework for the
study of pain and aging. Within this interdisciplinary
framework, it will be possible to identify and address
the most critical research and clinical questions.103,107 It
is unlikely that a single framework will be able to explain
all of the complexity in pain and aging but evidence-
based, testable models will move our understanding for-
ward. To that end, competing theories and studies test-
ing them are to be welcomed as powerful catalysts for
knowledge growth.26,107 As a result of such studies,
a sophisticated, interdisciplinary understanding of pain
across the adult lifespan will become possible.

Evidence for a Biopsychosocial Model
of Pain and Aging

Although an integrated framework remains prema-
ture, the one that will emerge must be consistent with
biopsychosocial models of pain91and aging.2 This is evi-
dent given the variability in pain reported by older peo-
ple with comparable levels of pathology.92 For example,
although the majority of older cancer patients report
pain, not all do. At the time of diagnosis, 34% of older
patients did not report pain.59 Among those with ad-
vanced disease, 20% were pain-free on initial referral
to supportive care.121 Similarly, almost half of older hos-
pice patients at the end of life did not report pain.114

Among those who did report cancer pain, its severity
ranged from mild to severe.19,114 Therefore, consistent
with biopsychosocial models, not all older patients with
similar disease characteristics report pain, and among
those who do, there is considerable variability in pain
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intensity. A number of predictors of cancer pain in older
people have been identified.7,58 These span the biopsy-
chosocial spectrum and include factors commonly associ-
ated with pain in younger adults (eg, mood)24 as well as
factors especially relevant to the older population, such
as comorbidities, widowhood, and cognitive function.74

This suggests that there is a continuum of vulnerability to
cancer pain with individuals varying in their level of risk.
Although our understanding of the critical biopsychoso-
cial and life stage factors is limited, these data can help
identify the unique characteristics of geriatric pain and
can contribute to the development of an evidence-based
framework for pain and aging.

Research Into Pain and Aging

Measurement of Pain Across
the Adult Lifespan

Two decades ago, we knew very little about the valid-
ity and reliability of pain measurement tools for older
people. Early psychometric studies were integral to the
emergence of this subfield. It was not possible to con-
sider age-related patterns without first determining
how to measure pain across the adult lifespan. These pre-
liminary studies showed that cognitively intact, older
people could provide valid and reliable responses on
most pain scales.5,51,67,69 The exception to this was the Vi-
sual Analog Scale (VAS). Beginning with Kremer et al,82

evidence accumulated that older people had more
difficulty than younger people completing VASs and
that this scale had poorer psychometric properties than
others.51,69,76

More recent studies have grown in methodological
and statistical quality. Most include larger samples,
match painful stimulus or conditions across age groups,
and consider the effects of scale completion order,
sensory impairment, cognitive function, and learn-
ing.49,52,54,70,101 These studies suggest that numeric
rating scales (NRS), verbal descriptor scales (VDS) and
the McGill Pain Questionnaire are the best choices for
pain intensity and quality measurement across the adult
lifespan, which is consistent with the recommendations
of IMMPACT.33 Importantly, the limitations of the VAS
have been replicated in these more carefully controlled
studies. Difficulty completing the VAS has been associ-
ated with increased age, psychomotor dysfunction, and
cognitive impairment.54,70,101 Therefore, caution is re-
quired when interpreting findings based on VAS data
from older people. It is essential that future studies use
the recommended scales in order to increase confidence
in the results and maximize our ability to identify the
unique characteristics of geriatric pain. In addition,
future work should focus on validating measures of
pain-related functional and psychological impairment
as well as examining newer, technology-based, assess-
ment methods.115

The assessment of pain in older people with cognitive
impairment presents special challenges for this subfield.
Research has focused on 2 groups: those with mild-to-
moderate dementia who are able to provide verbal
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self-report and those with moderate-to-severe dementia
who are not able to provide verbal self-report. For the
first group, early studies found that many patients
were unable to complete pain scales.39,42,62,93,124 How-
ever, more recent studies have shown that patients can
provide valid and reliable VDS, NRS, and Box Score rat-
ings if they receive careful, repeated explanation of the
task.14,18 Not surprisingly, VASs are especially problem-
atic in this population.18

As dementia progresses, patients may lose the ability
to verbally self-report pain. When the importance of
assessing pain in these patients was first recognized, clin-
ical experience and chart reviews led to the recommen-
dation that standard pain behaviors as well as abrupt
changes in usual behavior could signal pain.85 While
meaningful for caregivers familiar with individual pa-
tients, this recommendation was not useful for research,
which requires standardization and quantification. One
of the first observational measures of pain and discom-
fort was developed by Hurley and colleagues72 in 1992.
In the ensuing 17 years, there has been a proliferation
of similar scales. In fact, there are now so many of these
scales that articles reviewing them are published regu-
larly. Five of these recent review articles describe a total
of 18 different assessment tools.61,63,68,116,130 Interest-
ingly, while these reviewers do not always recommend
the same scales, they agree that the focus should shift
from the development of new scales to the validation
and refinement of those already available. I echo this rec-
ommendation. Older people with advanced dementia
who cannot verbally self-report their symptoms are trag-
ically vulnerable to unnecessary suffering.104 If we could
identify the best scales for this group, we could then be-
gin to study the mechanisms and management of their
pain.108

Age-Related Patterns in Pain
Many cross-sectional studies have examined age-

related patterns in pain in humans and animals.46 There
is also a growing number of longitudinal studies of
change in pain over time within groups of older people
(eg, References 29 and 55). This research represents the
important preliminary cataloging of age-related pat-
terns that will map the subfield’s domain and form the
basis for the development of an interdisciplinary frame-
work.103,107 It is beyond the scope of the present paper
to describe these studies in detail (see Reference 57 for
a review). Nonetheless, an accurate summary is that for
various types of pain, data are available to support
age-related increases, decreases and stability. This is the
case for studies of pain epidemiology, experimental
pain sensitivity in humans and animals, and clinical pain.

This diversity makes it difficult to move from listing
findings to integrating them in a meaningful and
heuristic way, a critical step in the development of
this subfield.26 There may be 3 broad categories of
explanation for the diversity of the findings: methodo-
logical issues, challenges inherent to gerontological
research, and actual age-related patterns in pain. Meth-
odological issues include small sample sizes, use of
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nonstandardized or problematic pain tools, failure to
control confounding variables, and variability in defini-
tions of ‘‘acute,’’ ‘‘persistent,’’ or ‘‘chronic’’ pain.53 Many
of the studies were not originally designed to test age-
related patterns, and therefore, may not adequately
represent participants across ages or consider potential
age-related confounds or mediators, such as comorbid-
ities. Of particular importance may be the wide variabil-
ity in the operational definition of older persons. The
research participants considered ‘‘older’’ range in age
from mid-50s55 to over 85 years old.128 Finally, most of
the studies do not examine the possibility of nonlinear
age-related patterns.20 Clearly, such broad-ranging
methodological shortcomings could severely limit the in-
terpretation of any individual study and make integra-
tion across studies almost impossible.

The diversity of the findings may also reflect the multi-
ple challenges of conducting research with older people.
The first challenge may arise in the recruitment of
a representative sample.102,111 Older people are less
likely than younger people to consent to participate in
research. As such, recruitment strategies may require
modification. For instance, approaching a greater num-
ber of the oldest potential participants or allowing lon-
ger data collection timelines.111 In the end, those who
do consent may not be representative of the larger pop-
ulation of older people. Specifically, those with the most
severe pain, impaired health, or reduced quality of life
may be the least likely to participate in research, result-
ing in samples of older people who are healthier than av-
erage.95 This is especially important when considering
the external validity of studies that exclude older people
with chronic health conditions.45 On average, by the age
of 70, most people have been diagnosed with multiple
chronic conditions.11 While studies of healthy older peo-
ple are important in their own right, caution is necessary
in applying these data to more typical older people, es-
pecially those seen in clinical or long-term care settings.
At the other end of the spectrum, research conducted
with the most frail elderly people presents its own chal-
lenges including participants’ limited ability to tolerate
research protocol burden, the potential necessity of
proxy consent, and accommodations for sensory, motor
or cognitive impairment.111,125

Other challenges in gerontological research arise from
the study designs used. Most studies are cross-sectional,
assessing participants at only 1 point in time. The results
are vulnerable to cohort, generational, and survivorship
effects73; however, these are rarely considered in the in-
terpretation. While longitudinal studies are invaluable
to assess the trajectory of pain, its correlates, and predic-
tors over time, they are difficult and expensive to con-
duct.10 To date, longitudinal studies of pain in older
people have not followed participants from much youn-
ger ages. Therefore, a life course analysis, such as is be-
coming available among younger adults,78 is not yet
possible. In addition, the observational periods of some
of the available studies are fairly short (eg, 1 or 2
years29,128), limiting the ability of these studies to cap-
ture changes that may only emerge over several decades.
The timing of age-related effects is a critical but ne-
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glected issue.107 Without longitudinal data, it is not pos-
sible to identify when effects or their interactions begin
to emerge nor to target studies to these critical ages.107

Despite their advantages, longitudinal studies are prone
to the recruitment biases described above, as well as age-
related selective attrition (participant dropout) and se-
lective survival (mortality).64 These types of participant
loss are most likely among those who are older, more un-
well, and who have lower levels of education, socioeco-
nomic status and cognitive function.22 A terminal drop,
or a decrease in health in the period before death, may
underlie significant participant loss.64 These sources of
attrition and their triggers can bias results because the
remaining participants may have better health than is
found in the larger population. Taken together, these re-
search challenges may limit interpretation of inconsis-
tent findings across studies.

A more interesting possibility is that the discrepant re-
sults may accurately reflect nonuniform age-related ef-
fects across the different phenomena studied. There is
no a priori reason to expect all types of pain to change
in a comparable fashion with age because different psy-
chosocial and pathophysiological mechanisms may be
involved. Given this complexity, it may be more fruitful
to consider each type of pain separately to develop an
integrated understanding of age-related patterns.

Considerations in Interpreting
Age-Related Patterns

If we provisionally accept that there may be diverse
age-related patterns in pain that are dependent on the
type of pain assessed, the participants studied, and a mul-
titude of biopsychosocial factors, then we can reflect on
the interpretation of these patterns. Two situations arise:
an age-related pattern in pain is found, or it is not. Be-
fore considering each of these, it is important to be clear
that age-related patterns do not mean that ‘‘age’’ causes
any outcome.40 Age should be conceptualized as a proxy
for any number of potentially causal biopsychosocial and
life stage factors.107 Therefore, identifying age-related
patterns is the critical first step toward elucidating
underlying mechanisms.20,50,107

An age-related pattern, regardless of its direction, is
support for the existence and uniqueness of geriatric
pain. For example, advancing age has been consistently
associated with increased risk for neuropathic pain, in-
cluding postherpetic neuralgia (PHN) after acute herpes
zoster.17,32 Having documented the pattern, research
can shift to identifying the reasons for it by considering
which age- and pain-related substrates might play
a role. There are several methodological approaches to
this question. Prospective studies can be used to identify
risk factors that differentiate older people with herpes
zoster who subsequently develop PHN from those who
do not.32 We have very little data directly comparing
these groups. Two studies have found that older people
with more severe pain during the acute infection are
more likely to develop PHN.98,110 The evidence regard-
ing virological, rash and psychosocial factors is less
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consistent.98,110 Severity of acute pain is a well-estab-
lished risk for chronicity and is not unique to older peo-
ple.31 Therefore, it remains an open question whether
there are unique risk factors for the development of
PHN among older people. Identification of modifiable
risk factors and their interactions may be key to the de-
velopment of age-tailored prevention and management
strategies.74

Experimental models can identify mechanisms for the
age-related increase in neuropathic pain because they al-
low manipulation of variables. PHN may reflect central
sensitization triggered by inflammation and nerve dam-
age associated with the acute infection.6 The emerging
consensus is that the neurophysiological responses to tis-
sue injury and nerve damage change with age. In animal
models, aging is associated with prolonged inflamma-
tion and impaired recovery after tissue and nerve
damage.4,16,25,97,117,120 Similarly, in the experimental
setting, older people may be more vulnerable than youn-
ger people to temporal summation36 and prolonged hy-
peralgesia.129 Several potential mechanisms have been
identified, including age differences in neuropatho-
physiology,12,28 the neuroimmunological response to
tissue injury,4,80 and the integrity of endogenous pain
inhibitory systems.37

Although preliminary, this example illustrates how
finding an age difference allows a deeper examination
of mechanisms. In this case, ‘‘age’’ may be a proxy for
changes in the complex cascade of immune, inflamma-
tory and neural responses30,75 triggered by acute herpes
zoster infection.6 Future research should continue to re-
fine our understanding of age-related changes in the re-
sponse to tissue and nerve injury. More to the point, these
studies identify a fundamental characteristic of geriatric
pain—increased vulnerability to prolonged sensitization
after injury—which has implications for acute recovery
and the development of chronic neuropathic pain.30

Identifying the mechanisms for this vulnerability may be
pivotal to research designed to prevent or minimize sen-
sitization in older people, which would have tremendous
clinical relevance. Conversely, examination of the mecha-
nisms underlying reduced risk for pain with age (eg,
the lower prevalence of pain during myocardial infarc-
tion88,94) also would elucidate the uniqueness of geriatric
pain and have important clinical implications.

Not finding an age-related pattern also may be infor-
mative and does not necessarily warrant the conclusion
of no age-related change.20 Consideration of these re-
sults must be tempered by the usual caveats involved in
the interpretation of nonsignificant differences.60,96

For instance, because of small sample sizes, some studies
simply may not have the power to detect subtle differ-
ences that may exist. As well, comparisons across only
2 age groups or time points cannot detect nonlinear
change.20 Nonetheless, the uniqueness of geriatric pain
may be challenged when multiple studies consistently
report a lack of differences between age groups. For in-
stance, a systematic review recently found that the prev-
alence and intensity of depression do not differ between
younger and older people with cancer pain.48 Perhaps
for some outcomes, older people are not different than
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younger people, and it may be possible to generalize
data from younger groups. Larger, longitudinal studies
with greater methodological and statistical rigor than
are available currently are required before we can
draw this conclusion with confidence. Documenting
age-related stability is an important part of the mapping
of this research subfield. Importantly, age-related stabil-
ity in some factors does not preclude the unique experi-
ence of geriatric pain or the importance of this subfield.
Instead, it is the larger context of the interaction of a mul-
titude of factors, both those that vary with age and those
that do not, which will be essential to a rich understand-
ing of how pain changes across the adult lifespan.

An interesting possibility is that the multidimensional
nature of pain and aging means that the same factors
may operate in a somewhat different manner across
age groups. As such, comparable outcomes may arise
from different underlying pathways or mechanisms. If
this is true, in addition to asking whether older people
have ‘‘more’’ or ‘‘less’’ pain or adjust ‘‘better’’ or ‘‘worse’’
than younger people, it may be meaningful to ask how
the correlates, predictors and mediators of pain and ad-
justment differ with age. There is evidence that some of
the unique characteristics of geriatric pain lie in such in-
teractions. For instance, higher blood pressure has been
associated with decreased pain sensitivity in younger but
not older people.35 Female gender has been associated
with more intense postoperative pain in younger but
not older patients.47 Among patients with chronic pain,
disability has been associated with pain severity in older
patients but affective distress in younger patients.34

Studies comparing models of chronic pain adjustment
in younger and older people are exemplars of this
approach.

In a pioneering study, Turk et al119 examined the rela-
tionship between pain and depression in younger and
older people attending a multidisciplinary pain center.
Younger people reported greater pain severity and inter-
ference than older people, but depression, disability, life
control, and general activity level did not differ with age.
To test the cognitive-mediation model of pain and de-
pression, correlations among these factors were com-
pared between the age groups. In younger patients,
interference and life control mediated the relationship
between pain and depression, which is consistent with
the model. However, findings from the older group
were less consistent with the model. In this group, the re-
lationship between increased pain severity and decreased
life control was stronger than that found in the younger
group. Most importantly, the direct relationship between
depression and pain remained significant even after con-
sidering the role of interference and life control. These
findings suggest that the pathway between chronic
pain and depression may differ with age and that other
variables not included in this study may have been critical
to the relationship for older, but not younger, patients.

More recently, Cook et al21 tested the fear-avoidance
model in patients of different ages evaluated at a multi-
disciplinary pain centre. Consistent with the growth of
the subfield, this study had a large sample size, consid-
ered measurement tool validity across age groups, and
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used sophisticated statistical analyses. There were no age
differences in the intensity of pain, but older patients
had less fear of movement and reinjury than younger pa-
tients. Importantly, the pathways from catastrophizing
to pain severity were different for middle-aged and
older patients. Specifically, fear of reinjury played a stron-
ger mediating role between catastrophizing and depres-
sion and disability among older than younger patients.
In the middle-aged group, catastrophizing was a direct
predictor of depression, but this relationship was medi-
ated by fear of reinjury in the older group. In addition,
depression and disability had less predictive strength
for pain severity among older than middle-aged pa-
tients. Although not directly comparable, these 2 studies
suggest that the pathways to some of the most salient
and clinically relevant outcomes for chronic pain pa-
tients, including depression, disability and pain severity,
may differ across age groups even when levels of the
outcomes do not. It is possible, therefore, that interven-
tions may need to be tailored based on age. For instance,
these 2 studies suggest that for younger patients reduc-
ing catastrophizing may be critical to impacting on
depression, while for older patients, addressing fear of
reinjury and diminished life control may be more impor-
tant. Clinical trials are needed to examine these possibil-
ities. As these studies demonstrate, simply documenting
age differences cannot elucidate potential underlying
age-related pathways which impact on outcomes. These
pathways and interactions support the uniqueness of
geriatric pain. Identifying them will move this subfield
toward the development of a comprehensive conceptual
framework.

Is There Such a Thing as Geriatric Pain?
The last 2 decades has seen the emergence and early

development of the pain and aging subfield. Although
we remain far from a definitive answer to its core ques-
tion, the available data enable a preliminary, tentative
response: yes, there may be such a thing as geriatric
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