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ABSTRACT 

One in five older Americans, aged 65 years and older 

report chronic pain for more than 6 months (Cooner & 

Amorosi, 1997). Researchers have neglected to explore how 

the community-dwelling elders effectively manage pain, and 

what elders think and believe is effective for pain 

management. The purpose of this study is to determine the 

elder's perspective on chronic pain management strategies. 

Based on the perspective of Orem's Self-Care Model, a 

qualitative study using a focus group method was conducted. 

The participants described various pain management 

strategies that were effective for pain relief, and their 

attitudes and beliefs about the various strategies. The 

strategies used included: 1) Prescribed interventions, 2) 

Over the counter pharmacological intervention, 3) Cutaneous 

stimulation, 4) Exercise/Movement, and 5) Other. The 

elders were actively involved in their own pain management. 

They were willing to take the advice of healthcare 

providers, but were selective on which advice they 

followed. 
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CHAPTER 1 

INTRODUCTION 

This chapter will define chronic pain, identify the 

problem of chronic pain in the community dwelling elder, 

state the purpose of this study, state the research 

question and describe the significance of the study. 

The International Association for the Study of Pain 

(IASP) defines pain as, ~an unpleasant sensory and 

emotional experience associated with actual or potential 

tissue damage, or described in terms of such damage" 

(McCaffery & Pasero, 1999) . Chronic pain is continuous or 

persistent over a six-month period of time, does not 

respond to currently available treatment methods, and may 

continue for the remainder of the patient's life (McCaffery 

& Pasero, 1999). 

Problem Statement 

It is estimated that one in five older Americans, aged 

65 years and older, are taking analgesic medication 

regularly and 63% of those had taken prescription pain 

medications for more than 6 months, to treat chronic pain 

(Cooner & Amorosi, 1997). 

8 



There is a large body of research on the detection and 

relief of pain in the elder population. However, in 

searching for adequate pain relief methods, researchers 

have neglected to explore how the community-dwelling elders 

effectively manage pain, and what elders think and believe 

is effective for pain management. Gold and Roberto (2000), 

reviewed 314 articles related to chronic pain in the 

elderly population, and found that the literature does not 

"pay explicit attention to the issues and concerns of older 

people with this condition" (pg. 273). 

There are many medications and strategies to relieve 

chronic pain, however, elders may have beliefs that prevent 

them from benefiting from such pain control methods. They 

may also have effective pain management strategies not 

valued by health professionals that may help other elders. 

Effect of· Chronic Pain on the Elders' Lives 

Effective pain management is important for the elders' 

quality of life. Studies suggest that 25% to 50% of 

community-dwelling older people suffer additional pain 

related problems such as depression, social isolation, 

malnutrition, impaired ambulation, and increased health 

care utilization and cost (Mobily et al., 1994). Ferrell 

(1995) found that between 45% to 80% of nursing home 
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residents have substantial pain that is under treated. 

Parmelee et al (1991) showed a statistically significant 

correlation between pain and depression among nursing home 

residents even after controlling for self-reported 

functional status and physical health. 

Statement of the Purpose 
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The purpose of this study is to determine the elder's 

perspective on chronic pain management strategies. In order 

to examine pain management in the elder population 

qualitative methods will be used. 

Research Question 

This study will answer the question: What do elders 

believe are effective chronic pain management strategies? 

Barriers to Pain Management 

Barriers to pain management are numerous and vary in 

complexity. There are three problem-related areas 

regarding pain management identified by the Agency for 

Health Care Policy and Research (AHCPR): the health care 

system, health care professionals, and patients (McCaffery 

& Pasero, 1999). In a 1993 study, patient records revealed 

that in 242 hospitalized patients with pain, no pain 

assessment was documented by any caregiver (Gu, et al., 

19 93) . The AHCPR suggests that the healthcare system 
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should make health care professionals more responsible for 

assessing and relieving pain. To do this, healthcare 

professionals need to understand perceived difficulties or 

successes with specific pain management strategies so 

elders can create a collaborative pain management plan with 

their healthcare provider. 

Definitions 

Chronic Pain - Pain that is continuous or persistent 

for more than a six-month period of time, has not responded 

to currently available treatment methods, and may continue 

for the remainder of the patient's life (McCaffery & 

Pasero, 1999). 

Elderly Those individuals aged 65 years and older 

(Eliopoulos, 1997). 

Community Dwelling Elder - Non-institutionalized 

individual at least 65 years of age, livi~g independently 

in their own horne. 

Pain management strategy - Any action taken by an 

individual in an attempt to reduce or alleviate pain. 

Significance 

Due to the increasing elder population, it is 

important for the healthcare community to explore the 

elder's perceptions, behaviors and beliefs about pain, in 
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order to individualize pain management strategies and 

manage pain appropriately. The community dwelling elder 

may not accept suggested pain management modalities and may 

resist such treatment options. However, if data can be 

found to better understand what the elder does to relieve 

pain, we may be able to tailor interventions to match those 

of the elder. 

Advanced practice nurses have been educated to work 

with the individual person to determine the best treatment 

option. We now have the opportunity to take this knowledge, 

study the elder's perspective on pain management, and make 

the results available to the entire health care community. 

This added information, in addition to the research already 

available, could assist the health care provider to plan 

programs consistent with the individual elder's beliefs 

about effective chronic pain management. With the high 

incidence of chronic pain in the elder population, and the 

growing number of elders in the community, it is important 

to determine their individual perspectives on chronic pain 

management strategies. Only then will the healthcare 

provider be able to plan programs that are consistent with 

the individual elder's beliefs about effective chronic pain 

management. 
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Summary 

Chronic pain is continuous or persistent pain for more 

than a six-month period of time, does not respond to 

currently available treatment methods, and may continue for 

the remainder of the patient's life (McCaffery & Pasero, 

1999) . There is much focus on the detection and relief of 

pain in the elder population, however, researchers have 

neglected to ·explore how community-dwelling elders 

effectively manage chronic pain, and what the elders think 

and · believe is effective for pain management. 

This information would be useful for advanced practice 

nurses because it will allow them to help the elders 

develop a pain management strategy that will be effective 

for pain relief. Advanced practice nurses need to 

recognize that there may be pain management strategies used 

by the elder population that healthcare professionals have 

not considered for treatment. 



CHAPTER 2 

THEORETICAL PERSPECTIVE 
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This chapter will describe the theoretical perspective 

for this study; review what is known about chronic pain and 

elders, treatment modalities for chronic pain, practice 

problems with pain management and the need for additional 

knowledge viewing the elder as the expert. 

Theoretical Perspective Guiding Framework 

The guiding framework for this study is based on 

the perspective of Orem's Self-Care Model. This model 

focuses on the individual's ability to perform self-care 

and make individualized decisions about their healthcare. 

Self-care is defined as the practice of activities that 

individuals initiate and perform on their own behalf in 

maintaining life, health, and well being (Orem, 1985). 

There are three categories of self-care requisites: 1) 

universal requisites which are associated with life 

processes and the maintenance of integrity of human 

structure and functioning; 2) developmental requisites 

which are associated with developmental processes at 

various stages of the life cycle: and 3) health-deviation 

requisites which arise from structural/functional 



deviations or constitutional/genetic defects (Orem, 1985). 

Chronic pain is a symptom of a health deviation which 

requires specific self-care behaviors selected by the 

elders. 

In order for the nurse to foster self-care she/he 

needs information about the elders' experiences with pain 

management strategies. Unfortunately, this type of 

information is not currently available in the literature. 

What is known about · the chronic pain experience 

Despite the increasing numbers of elders with chronic 

pain, chronic pain is not a consequence of aging. Pain is 

caused by pathology that is either physical or 

psychological (McCaffery & Pasero, 1999) . Many elders are 
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faced with chronic pain that threatens to overwhelm them. 

However, some are able to utilize pain management 

strategies to resolve the pain. Others may suffer from 

psychological and/or physical deterioration as the pain 

progresses. The pain may not respond to current treatment 

or alternative strategies. The consequences of chronic pain 

may place them at increased risk for psychological and/or 

physical debilitation. Others may have effective strategies 

for pain management unknown to us. 
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Treatment modalities for chronic pain 

There are many differing opinions on the best approach 

to chronic pain management, thus creating several different 

treatment modalities. Treatment modalities can be divided 

into two major categories, pharmacological and 

nonpharmacological (McCaffery, 1990). Nonpharmacological 

interventions can be cost-effective and offer pain relief, 

without the side effects associated with pharmacological 

treatments (Rhiner, 1993), McCaffery suggests that 

pharmacological and nonpharmacological treatments be used 

in combination for effective pain relief for the elderly 

( 1990) . 

Pharmacological modalities include opioid analgesics, 

nonopioid analgesics (acetaminophen), nonsteroidal anti

inflammatory drugs (NSAIDs) and adjuvant analgesics (Popp & 

Portenoy, 1996). The "analgesic ladder" created by the 

World Health Organization in 1990 guides opioid selection 

for the management of chronic pain. This approach is based 

on the severity of pain. At the lowest level of pain, 

nonopioid medications are used with or without adjuvant 

analgesics such as a tricyclic antidepressant, if the pain 

is of neuropathic origin. 

If the pain persists or increases, and is mild to 
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moderate, opioids are used with or without nonopioid 

medications or adjuvant analgesics. If the pain continues 

to a higher level of moderate to severe, stronger sustained 

release opioids are used with or without nonopioids or 

adjuvant analgesics (McCaffery & Pasero, 1999) . 

The use of pharmacological methods for chronic pain 

control, in the elderly, can be challenging, due to some 

age-related physiological changes. Careful attention must 

be paid to the absorption, distribution, metabolism and 

elimination of the drug as well as drug-disease 

interactions and drug-drug interactions (McCaffery & 

Pasero, 1999). 

More and more research is directed toward 

investigating the use of nonpharmacological interventions 

for chronic pain management. Nonpharmacological 

interventions can be classified into three categories: 

cutaneous stimulation, distraction, and relaxation 

(McCaffery & Pasero, 1999). There are many ideas about the 

effectiveness of nonpharmacological interventions, but the 

physiological mechanisms are poorly understood. 

Cutaneous stimulation. Cutaneous stimulation includes 

superficial heating, cooling and vibration. It is unclear 

why these techniques are effective for pain relief. In the 
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past, the gate control theory was used as an explanation, 

suggesting that stimulating the skin activates large fibers 

thus inhibiting the "pain messages" to be carried by the 

smaller fibers (Melzack & Schecter, 1965). Thus, closing 

the gate to the transmission of impulses felt as pain. 

Both superficial heating and cooling contribute to 

decreased pain sensation, but for different reasons 

(Michlovitz, 1990). Heat can be used to improve blood flow 

to a specific area, while cold can be used to decrease 

blood flow and inflammation. Either heating or cooling can 

be used to relieve muscle spasm, but work differently. 

Cold may completely or partially anesthetize or numb the 

skin (Michlovitz, 1990). 

Vibration is a form of electrical massage. The 

application of moderate pressure may produce numbness, 

paresthesia and/or anesthesia at the stimulated area and 

relieve pain (Ekblom & Hansson, 1985). Vibration can also 

change a sharp pain sensation to dull, making the pain more 

tolerable (Bini, et al., 1984). 

Distraction. Distraction is a method of directing 

attention away from pain. It is unclear exactly why this 

method works but the major theoretical explanation is the 

Limited Capacity Model of Attention (Johnson & Petrie, 
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19 9 7) . In short this model suggests that a person's 

capacity for processing information is limited, so to pay 

attention to one task, limits the attention paid to another 

(Kahneman, 1973). The theory of distraction proposes that 

drawing attention away from the pain sensation will 

decrease the intensity of pain, increase pain tolerance, 

change the pain sensation to one more acceptable, and 

improve mood (McCaffery & Pasero, 1999). 

Relaxation. Relaxation, the third category of 

nonpharmacological interventions, was conceived in the 

1930's as a way for reducing muscle tension (Syrjala, 

1990) . Relaxation is defined as "a state of relative 

freedom from both anxiety and skeletal muscle tension" 

(McCaffery & Pasero, 1999). It is unclear whether this 

technique's effectiveness with pain control, is related to 

stress reduction, distraction, muscle relaxation, or some 

other mechanism. Relaxation is not recommended as the only 

treatment for pain. Instead, it is suggested that 

relaxation techniques be used as adjunctive treatment for 

pain (McCaffery & Pasero, 1999). 

Few studies have looked at the acceptability of these 

nonpharmacological interventions by elders. Ferrell, et 

al. (1994) conducted a study on 66 elderly cancer patients 



living at home using nondrug methods for chronic pain 

relief. The interventions included superficial heat 

therapy, superficial cold therapy, massage, 

acupuncture/acupressure, transcutaneous electrical nerve 

stimulation (TENS), distraction, and relaxation/imagery. 

The study concluded that the elderly were more willing to 

use heat, cold, massage and distraction modalities versus 

the more unfamiliar relaxation/imagery (Ferrell et al., 

19 9 4) . 

Privileging the Elder's Voice 
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With age comes experience and with experience comes 

expertise with effective pain management. The elderly who 

have experienced chronic pain, have been doing so for quite 

some time. They have tried several treatment modalities 

and have had a multitude of experiences, some good and some 

bad. There is only anecdotal evidence that suggests why 

some treatment strategies work and some do not. However, 

healthcare professionals need to consider the elder as an 

expert and understand their views, beliefs, and practices 

in order to help create and implement a collaborative, 

effective pain management regime. 

Summary 

This study is guided by Orem's Self-Care Model, and 
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focuses on the individual's ability to perform self-care as 

well as make individualized decisions about their self

care. To develop and implement pain treatment plans that 

are effective, healthcare providers must consider the 

community dwelling elders' beliefs about chronic pain 

management strategies. We already know that there are 

numerous pharmacological and nonpharmacological pain 

management modalities, but what we do not know is the 

elders' views of these modalities or other effective self

care interventions. The healthcare system and healthcare 

professionals are responsible for ass~ssing and · relieving 

pain in the elder population, but in order to do so, the 

elder's perception of pain and treatment modalities must be 

identified. 



Chapter 3 

METHODS 

This chapter will describe the sample and setting, 

design, procedures and data analysis plan. 

Sample 

Subjects for this study were re~ruited at the 

afternoon Seniors' Meeting at a local Baptist church. 

The sample consisted of 12 subjects who met the 

following inclusion criteria: 

1. > 65 years old 

2. Community dwelling 

3. Has experienced chronic pain 

4. English speaking 

5. Adequate mental status as determined by experienced 

registered nurse. 

Design 

22 

This study is a qualitative study using a focus group 

method. A focus group is defined as, "a group of 

individuals assembled to answer questions on a given topic" 

(Polit & Hungler, 1999). 

There are three types of focus groups: 1) Full groups, 

2) telephone groups, and 3) Mini groups (Greenbaum, 1993). 
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The three focus group types have similar criteria. A focus 

group interview must have a trained moderator using an 

outline or guide based on the objective of the study. The 

group is also homogenous and based on specific criteria. 

These criteria are based on the goals of the study. 

Homogeneity may be accomplished by completing a screening 

questionnaire. Finally, all interviews are either 

audiotaped or videotaped, and last from 90 to 120 minutes 

(Greenbaum, 1993). 

A "Full group" is a focus group with eight to ten 

participants (Greenbaum, 1993). Telephone groups have 7 to 

10 participants that are connected in a telephone 

conference call (Greenbaum, 1993). A "mini group", is a 

focus group that consists of 4 to 6 participants 

(Greenbaum, 1993). Regardless of which type of focus group 

used, the interview process lasts 90 to 120 minutes 

(Greenbaum, 1993). The method used in this study is a 

"full group". 

Uses of Focus Groups 

Greenbaum (1993) identified nine uses for focus group 

interviewing: 1) new product development, 2) positioning 

assessments 3) habits and usage 4) packaging assessments 5) 

advertising/copy evaluations 6) promotion evaluations 7) 
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idea generation 8) attitude studies, and 9) employee 

attitude and motivation studies. Although focus groups 

have been used mainly in the marketing and advertising 

fields, it has been found that healthcare has its uses for 

focus group interviewing. For example, Gulanick, Bliley, 

Perino and Keough (1997) studied patients' responses to the 

angioplasty experience, using a focus group interview 

approach. 

Strengths of Focus Group Methods 

A qualitative method was chosen for several reasons. 

Streubert and Carpenter describe six characteristics 

significant in qualitative research: 

A belief in multiple realities, a commitment 

to identifying an approach to understanding 

that will support the phenomenon studied, 

commitment to the participant's point of 

view, conduct of inquiry in a way that does 

not disturb the natural context of the 

phenomena of interest, acknowledged 

participation of the researcher in the 

research, and conveyance of the 

understanding of phenomena by reporting in a 



literary style rich with participant's 

commentary (1995, p. 10). 
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The focus group method was chosen for several reasons. 

The focus group interview allows the researcher to obtain 

data that is rich with the subjects' perceptions about a 

topic without being limited to a questionnaire. 

Advantages of the Full Focus Group 

The full focus group allows the researcher to gain 

more in-depth information. This is . because during the time 

of the interview, each individual, in a smaller group, will 

have more time for comment, than those will in a larger 

group (Greenbaum, 1993). 

Human Subjects 

Informed consent was obtained from each of the 

participants, at the initial contact prior to the focus 

group interview. The participants read and signed the 

University of Arizona Health Science Center Subject's 

Consent Form. The information obtained during the interview 

was used for study purposes and anonymity of the 

participants has been maintained. The audiotape and any 

personal notes made by the moderator were kept in a 

secured, locked cabinet at the University of Arizona 

College of Nursing, and were only accessible to the primary 



investigator and thesis chairperson. Approval from the 

University of Arizona Human Subjects Committee was 

obtained. 

There were no potential risks to the participants. 

Benefits included the enjoyment of food, drink and 

conversation, as well as knowing that the information 
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gained through them may benefit many people. 

costs to the participants, only their time. 

Procedure 

There were no 

The focus group took place at the home of one of the 

elders on February 5, 2001. Brunch was provided. Each 

participant was given a nametag and a copy of the initial 

questions to be asked by the investigator. 

To begin the interview, the investigator introduced 

herself and re-explained the purpose of the study and the 

process by which the group would be conducted. A question 

was put forth for discussion and was facilitated with 

comments such as, "please continue", "go on", "and then 

what". The interview lasted 1~ hours and was tape-recorded 

for later analysis. 

Upon completion of the study, a summary was sent to 

those participants requesting the information. 

cards were sent to everyone involved. 

Thank you 



Measures 

Two grand tour questions were written to elicit the 

elder's self care strategies. 

Question 1: What do you believe are effective pain 

management strategies? 

Question 2: What is effective to relieve mild, 

moderate and severe pain? 
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Follow up questions regarding the outcomes of each specific 

pain management strategy listed in the literature were then 

constructed. Each participant received a copy of the 2 

grand tour questions at the beginning of the focus group. 

Analysis Plan 

Upon completion of the interview, the audiotape was 

transcribed. The verbatim transcription was read, checked 

for accuracy, and the moderator's personal field notes were 

added. Each question was individually analyzed using 

content analysis. The data were analyzed, compared and 

organized into categories, themes and patterns (Streubert & 

Carpenter, 1995). The content was evaluated for 

informational adequacy by the primary investigator and the 

thesis advisor. 
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Trustworthiness 

The goal of trustworthiness in qualitative research is 

to accurately represent what the subjects have experienced 

(Streubert & Carpenter, 1995). There are four terms that 

describe techniques that support trustworthiness in 

qualitative research: 1) credibility, 2) dependability, 3) 

confirmability, and 4) transferability (Streubert & 

Carpenter, 1995). 

Credibility refers to the confidence in the "truth" of 

the data (Polit & Hungler, 1999). Credibility will first 

be established by the use of an expert researcher (thesis 

advisor) and then supported with findings in the 

literature. 

Dependability refers to the stability of data over 

time and conditions (Polit & Hungler, 1999). To ensure 

dependability, the data and relevant literature will be 

reviewed by three research experts (thesis committee 

members ) . "There can be no dependability without 

credibility" (Streubert & Carpenter, p. 26). 

Confirmability refers to the neutrality of the data 

(Polit & Hungler, 1999). To show both dependability and 

confirmability of the data, an audit trail will be created 

which includes compilation and analysis of the data 



collected. The audit trail, by illustrating the thought 

processes that led to the conclusions, allows future 

researchers to verify the work (Streubert & Carpenter, 

1995) . 

Transferability refers to the probability that the 

findings from the data are generalizable (Streubert & 

Carpenter, 1995). This means that the information can be 

useful to other groups in similar settings. Lincoln and 

Guba (1985) claim that it is the responsibility of the 

researcher to provide findings that make it possible for a 

potential user to make the transferability judgment. 

Summary 

This was a qualitative study using a Full-Focus Group 

Interview format for data collection. Participants met 
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specific inclusion criteria necessary to benefit the study. 

The interview lasted 1~ hours and was audiotaped for later 

transcription. Each question was individually analyzed 

using content analysis. The descriptive data were then 

analyzed, compared and organized into categories, themes 

and patterns by the primary investigator and thesis 

advisor. 
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CHAPTER 4 

ANALYSIS AND PRESENTATION OF DATA 

The purpose of this study was to explore the community 

dwelling elders' perception of pain management strategies. 

This chapter presents the analysis of data. 

Participants and Setting 

Participants in this study were seven females and five 

males. All were Caucasian. Their ages ranged from sixty-

eight to eighty-four years. All had experienced chronic 

pain. Eight of the participants reported experiencing 

chronic pain, currently. Of those currently suffering from 

chronic pain, the pain had been present for from one year 

to forty years. 

The focus group interview took place at the home of 

one of the elder participants. The interview was audiotaped 

and the primary investigator took notes as needed. Upon 

completion of the 1~ hour interview, the participants were 

treated with a lunch provided by a volunteer. 

Participants described various types of pain they have 

experienced. Some of the participants had complaints of 

only one type of pain while others complained of several 

types of chronic pain. The complaints included pain caused 



from: surgery, temporomandibular joirit problems, various 

back problems, headaches, neck problems, ankle fractures, 

nerve impingement, osteoporosis, arthritis and ulcers. 

Back pain, neck pain, fracture pain and arthritis were the 

most commonly experienced chronic pains. 

FINDINGS 

This section will describe the various interventions 
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used by the elders; their attitudes and beliefs about the 

interventions; external factors influencing pain management 

strategies; and, a synthesis of the findings. 

Interventions for Pain 

The interview began with the first grand tour 

question, "What do you believe are effective pain 

management strategies?" The participants had tried a 

variety of pain management strategies. The strategies 

could be separated into five categories: 1) prescribed 

interventions 2) over the counter pharmacological 

intervention, 3) cutaneous stimulation, 4) 

exercise/movement, and 5) other. 

Prescribed Interventions. Prescribed interventions 

included: 1) narcotics such as Demerol, codeine and 

morphine 2) non-steroidal anti-inflammatories such as 

Sulindac, Vioxx, Celebrex and Salsalate, 3) acid reflux 
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drugs, 4) spinal blocks, 5) spinal cortisone injections, 6) 

nitroglycerine, and 7) surgery. These interventions were 

used for things such as arthritis, back pain, surgical 

pain, fractures, ulcers, and angina. 

Over the Counter Interventions. Over the counter 

pharmacological preparations such as Tylenol, aspirin, 

ibuprofen, Icy Hot, and Aspercream were used for arthritis, 

and various musculoskeletal discomforts. 

Cutaneous Stimulation. The participants reported 

using interventions considered cutaneous stimulition. Heat 

treatments such as hot tubs, heating pads and "deep heat", 

were used as well as cold treatment for general pains. 

Ultrasound, electrical stimulation, vibrating cushions, 

magnetic insoles and transcutaneous electrical nerve 

stimulation (TENS) were used for back pain. Several 

participants used self-massage for pain relief, such as . 

massaging an aching knee from arthritis. 

Exercise/Movement. Exercise and specific movements 

were used to either attempt pain relief or prevent pain. 

Several exercises such as "spine strengthening exercises", 

pool exercises and physical therapy were used. Some 

participants used certain sleeping positions for back pain 

relief, and orthopedic pillows for neck pain. Several 



participants had tried various manipulations through a 

chiropractor. 

Other. Other interventions that fell outside of the 

previous categories included the use of a chair brace for 

back pain, sessions with a psychiatrist, prayer, emergency 

room visits, and "grin and bear it". 

Attitudes and Beliefs about Interventions 
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The second grand tour question was then asked, "What 

is effective, for you, to relieve mild, moderate and severe 

pain?" The group reported not only effective strategies, 

but ineffective pain management strategies as well. These 

strategies could be separated into five categories: 1) 

prescribed interventions, 2) over the counter 

pharmacological intervention, 3) cutaneous stimulation, 

4)exercise/movement, and, 5) other. 

Prescribed Interventions. Several of the participants 

had been prescribed narcotics such as Demerol, codeine and 

morphine, but either never took the medications, or quit 

taking them after just a few doses. One person believed 

that, "if you got to the point to where you take some sort 

of a narcotic to get some relief, you're in kind of bad 

shape. I mean, it seems to me like this is something, 

then, that you're really putting yourself in danger of 
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becoming an addict ... " Another participant stated, "I think I 

can take pain better than to get addicted on something that 

I have to have". Another person stated that she had 

effective relief of post surgical pain with Demerol, but 

had to stop taking the medication due to a "reaction". A 

participant had tried spinal blocks for back pain but 

claimed that "it wore off in about 30 days" and he could 

only have a spinal block every 60 days. Some of the 

participants had surgical intervention to relieve various 

pains such as angina and back pain, while atiother person 

declined surgery for back pain because doctors felt that it 

was " .. . too much surgery for somebody (his) age". 

Over the Counter Interventions. Several participants 

reported pain relief with preparations such as Tylenol, Icy 

Hot, aspirin, and ibuprofen. Some agreed with a person 

that stated," The best thing I've found is just use some 

stuff called Icy Hot". While some reported effective pain 

relief with Tylenol, aspirin and ibuprofen, others made 

comments such as, "I've tried Tylenol, and it just don't 

work for me", and "aspirins tear up my stomach." 

Cutaneous Stimulation. Heat therapy was favored among 

the group as an effective pain management strategy for 

arthritis. Several .types of devices were used to 
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administer heat, such as a hot tub, rice bag, heating pad 

and hot packs. One person had tried aspirin and ibuprofen, 

but continued to have arthritic pain until, "one day I got 

into a hot tub someplace along the line, it felt so good." 

Others reported using heat application to areas where they 

are having pain, and getting some relief. Massage was also 

reported to be beneficial for joint discomfort. As one 

subject stated, "Massaging helps my knee." 

Exercise/Movement. Those participants suffering from 

arthritis agreed that exercise is effective for their pain. 

One subject reported that, "if we're not in the pool I do 

exercises on the floor, the same thing. And I think it is 

a lot less than, than say a year ago." Some experienced 

back pain relief after having physical therapy or 

electrical impulses administered by a chiropractor. Devices 

such as orthopedic pillows were reported to relieve neck 

pain, as well as sleeping in specific positions. 

Other. Interventions that were also said to be 

effective pain management strategies included prayer, 

speaking to a psychiatrist, going to the emergency room, 

and practicing "just grin and bear it." One person stated, 

" ... prayer. That may sound simplistic to some people, but 

it's brought me through 72 years now." 



Duration of Usefulness of a Pain Management Strategy 

Many of the participants described trying several 

different pain management strategies that offered pain 

relief for a while but then quit working. One person 

stated, in reference to heat therapy, "you sprinkle it and 

put it in the microwave for just a few seconds, and put it 

on whatever joint's hurting the worst, and it works 

beautifully for a while." Many reported trying several 

different medications that stopped working for arthritis 

pain and having to try other medications. Another person 

had pain relief with Demerol until she experienced a "bad 

reaction to it" and she had to try other interventions. 

Alternative Pain Management Strategies 
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The group of participants was asked their feelings 

about alternative pain management strategies. Interventions 

such as acupressure, acupuncture, guided imagery and 

hypnosis had never been tried by any of the participants. 

Many of them responded with naming other people that had 

tried these strategies, but nobody had personally attempted 

them. One person responded by saying, "They seem weird to 

me, and abnormal. I mean that's just freaky to me. I'd be 

afraid to try any of it." Another person expressed a fear 



of not coming out of hypnosis and not knowing what she 

would say while under hypnosis. 

External Factors Influencing Pain Management 

Participants described several external factors that 

influenced their use of pain management strategies. These 

factors included the Food and Drug Administration (FDA), 

physician influence, and media influence. 

A shared complaint was that of the FDA. One example 

of the FDA's interference with pain management was in the 

case of one person with leg cramps that were relieved with 

quinine sulfate. The subject stated, "You can't get it. 

Used to could buy it across the counter, but you can't 

anymore, you get a prescription. Then for awhile - they just 

didn't. They took it off completely". The subject stated 

that she was told that there was not any "real proof that 

it helps", but several of the subjects had used the 

medication and claimed it was effective for relieving leg 

cramps. One subject reported that, "I take that, and 

within two or three minutes, my leg cramps are gone. 

Physicians influenced pain management by recommending 

or discouraging surgical intervention that would lead to 

pain relief and prescribing certain medications or 

interventions. Some subjects experienced pain relief due 
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to physical therapy that was ordered by their physician. 

Several subjects admitted that alternative pain management 

strategies were not tried because their physician had not 

prescribed it for her. 
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The media influences pain management by making the 

public more aware of medications that are available. One 

subject stated, "there's ·a product being heavily advertised 

on TV, a pa~n reliever for arthritis and whatever, called 

Vioxx. Does anybody know anything about it?" 

Synthesis 

The elders were actively involved in their own pain 

management. They have been exposed to many different 

sources of information including th~ media, friends, their 

own primary care provider and other healthcare providers. 

The input from these sources was used to gu~de strategies 

that they tried. 

Although physicians prescribed helpful medications and 

activities, some suggestions were not followed and others 

were tried and proved useful, or sometime~ not useful. 

Several people tried pain management strategies that were 

recommended by their chiropractor or a nurse. One person 

went so far as to say, "I've listened to what the doctor 

tells me, whatever he says to do, I try it. If he'd tell 
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me to stand on my head, I'd be trying." Some of the 

participants stated that their physician had never 

suggested any of the alternative pain management strategies 

and that is why they had never tried them. 

Although the subjects were willing to take the advice 

of a healthcare provider, they were selective on which 

advice they actually followed. Several had prescriptions 

for narcotics but declined to take the medication, yet were 

willing to try other non-narcotic prescription medications. 

The subjects, while reporting an uneasiness with 

alternative therapies such as acupressure, acupuncture and 

hypnosis, later claimed that ihey had not tried these 

therapies because, "I've never had one prescribe anything 

like that for me." 

SUMMARY 

This study consisted of twelve participants with their 

ages ranging from sixty-eight to eighty-four years. All 

had experienced chronic pain. 

were female and 5 were male. 

Seven of the participants 

The participants complained of several types of pain 

caused from; surgery, temporomandibular joint problems, 

various back problems, headaches, neck problems, ankle 

fractures, nerve impingement, osteoporosis, and arthritis. 



When asked what were effective pain management strategies 

for these types of pains, the strategies that they 

described could be separated into five categories: 1) 

prescribed interventions 2) over the counter 

pharmacological intervention, 3) cutaneous stimulation, 

4)exercise/movement, and 5) other. In response to what is 

effective for mild, moderate and severe pain, the 

participants' strategies could also be separated into the 

same five categories. 

Very few participants had tried alternative pain 

management strategies such as acupressure, acupuncture, 

guided imagery and hypnosis, but they knew of other people 

who had tried these strategies. They had not tried these 

various pain management strategies due to fear or that a 

physician had never prescribed them. 

There were several external factors influencing pain 

management strategies. These factors included the FDA, 

physician influence, and media influence. The elders 

believed that the FDA interferes with pain management by 

deciding what medications are useful and which are not 

useful. They also felt restricted by the beliefs and 

prescriptions given by the physicians. The media was said 
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to be influential by making the public more aware of 

medications that are available. 

Elders are actively invlved in their pain management 

and receive input from many sources to guide strategies 

that they have tried. Although physicians prescribe 

helpful medications and activities~ some suggestions are 

not followed. Some participants learned from other 

healthcare providers and friends about pain management 

strategies that were tried and proved useful. 
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CHAPTER 5 

DISCUSSION AND CONCLUSION 

This study was designed to determine the community 

dwelling elders' perceptions of various chronic pain 

management strategies. The conclusions of this study are 

divided into the following sections: theoretical 
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perspective; literature; implications for nursing practice; 

recommendations for future research; and conclusion. 

Theoretical Perspective 

In Orem's Self-Care Model, there are three categories 

of self-care requisites. Health deviation is one of the 

categories (Orem, 1985). Chronic pain is a symptom of a 

health deviation, which requires specific self-care 

behaviors selected by the elders. 

·The findings of this study support that elders are 

actively seeking out and trying various pain management 

strategies in an attempt at self-care. Although the advice 

of healthcare professionals is sought out, the elders 

independently decide what strategies they will try. 



Literature 

Ferrell, et. al. (1994) conducted a study on 66 

elderly patients using nondrug methods for chronic pain 

relief. The study concluded that the elderly were more 

willing to use heat, cold, massage and distraction 

modalities versus the more unfamiliar relaxation/imagery 

(Ferrell, et. al. (1994). The findings of this study are 

congruent with that of Ferrell's study. The elders were 
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not very willing to try such things as acupressure, 

acupuncture or hypnosis, but used things such a heat, cold, 

massage, and exercise to relieve chronic pain. 

McCaffery and Pasero (1999) concluded that a 

combination of nonpharmacological and pharmacological 

interventions might possibly be the best treatment for 

chronic pain. The findings of this study support that 

conclusion. Most often, the elders used nonpharmacological 

treatments such as self-massage, heat therapy, and exercise 

to relieve pain, but ~hen the pain b~came worse, they added 

pharmacological intervention such as acetaminophen to 

obtain pain relief. 

There is no literature available about the elder's 

perception of chronic pain management strategies. The 

findings of this study help to extend our understanding of 



the pain management phenomena specific to the community 

dwelling elder. 

Implications for Nursing Practice 
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As the population ages, it is important for the 

healthcare community to explore the elder's perceptions, 

behaviors and beliefs about pain, in order to individualize 

pain management strategies and manage pain appropriately. 

The findings of this study, in addition to the research 

already available, can assist the healthcare provider to 

plan programs consistent with the individual elder's 

beliefs about effective chronic pain management. 

This study's findings support the need to talk with 

the elder about previous attempts at pain management, what 

has worked and what has been unsuccessful~ This 

information will help the healthcare provider to better 

help the elder develop a pain management plan that takes 

into consideration the beliefs and values of the elder. 

Recommendations for Future Research 

There is no literature available that specifically 

looks at the elder's perception of pain management 

strategies. Although there are studies that have produced 

data about the effects of specific pain management 



strategies, there are few studies that are specifically 

focused on the elder population. From this study, we know 

that elders are actively involved in their own care and 

ultimately make their own decisions on the course of their 
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pain management. It is important for further research into 

the reasons why elders make certain decisions in their 

chronic pain management so that effective strategies can be 

implemented. 

This study produced findings from a group of Caucasian 

females and males. It is important to consider cultural 

diversity and extend research into specific cultures. 

will take several studies and many years, but will 

ultimately be beneficial to the aging population in the 

United States. 

Conclusion 

This 

There is a large body of research on the detection and 

relief of pain in the elder population. However, in 

searching for adequate pain relief methods, researchers 

have neglected to explore how the community-dwelling elders 

effectively manage pain, and what elders think and believe 

is effective for pain management. Effective pain 

management is important for the elders' quality of life. 
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Due to the increasing elder population, it is important for 

the healthcare community to explore the elder's 

perceptions, behaviors and beliefs about pain, in order to 

individualize pain management appropriately. We already 

know that there are numerous pharmacological and 

nonpharmacological pain management modalities, but what we 

don't know are the elders' views of these modalities or 

other effective self-care interventions. This study found 

that elders are actively involved in their pain management 

and receive input from many sources to guide strategies 

that they have tried. The elders described effective pain 

management strategies that could be separated into five 

categories: 1) prescribed interventions 2) over the counter 

pharmacological intervention, 3) cutaneous stimulation, 

4)exercise/movement, and 5) other. In response to what is 

effective for mild, moderate and severe pain, the 

participants' strategies could also be separated into the 

same five categories. Very few participants had tried 

alternative pain management strategies such as acupressure, 

acupuncture, guided imagery and hypnosis, but they knew of 

other people who had tried these strategies. 

It may be helpful for the healthcare provider to ask 

their individual elder clients about their current pain, 
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what they have tried to alleviate the pain, and what their 

opinions are about specific pain management strategies. It 

is only then that an effective treatment plan can be 

implemented. Through further research, we can better 

understand the views and beliefs of the elder population 

and assist them with their self-care. 

The healthcare provider also has a unique opportunity 

to educate the elder about different pain management 

options, allowing them to make educated decisions. 

Sometimes the biggest barrier is the fear of the unknown. 
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APPENDIX A 

HUMAN SUBJECTS APPROVAL FORM 



THE UNIVERSITY OF 

Human Subjects Committee ARIZONA® 

6 December 2000 

Pamela S. Pomeroy, Master's Student 
Advisor: Sandra Cromwell, Ph.D. 
College ofNursing 
PO BOX 210203 

HEALTH SCIENCES CENTER 

*ifiJ4JiQZ2i 
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1622 E. Mabel Street 
P.O. Box 245137 
Tucson, AZ 85724-5137 
(520) 626-6721 

RE: THE COMMUNITY DWELLING ELDER'S PERCEPTION OF PAIN 
MANAGEMENT STRATEGIES 

Dear Ms. Pomeroy: 

We have received documents concerning your above referenced project. Regulations published by 
the U.S . Department ofHealth and Human Services [45 CFR Part 46.101 (b) (2)] exempt this type 
of research from review by our Committee. 

Please be advised that clearance from official authorities for site(s) where proposed recruitment 
is to be conducted must be obtained prior to performance of this study. Evidence of this must 
be submitted to the Human Subjects Committee. 

Thank you for informing us of your work. If you have any questions concerning the above, please 
contact this office. 

Sincerely, 

fUtd1 G.~ Jltp,. 
David G. Johnson,«.D. / 
Chairman 
Human Subjects Committee 

DGJ/js 
cc: Department/College Review Committee 
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THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

THE COMMUNITY DWELLING ELDER'S 
PERCEPTION OF PAIN MANAGEMENT 

STRATEGIES 

CONSENT FORM 
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I AM BEING ASKED TO READ THE FOLLOWING MATERIAL TO ENSURE 
THAT I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND 
OF HOW I WILL PARTICIPATE IN IT, IF I CONSENT TO DO SO. 
SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO 
INFORMED AND THAT I GIVE MY CONSENT. FEDERAL REGULATIONS 
REQUIRE WRITTEN INFORMED CONSENT PRIOR TO PARTICIPATION IN 
THIS RESEARCH STUDY SO THAT I CAN KNOW THE NATURE AND RISKS 
OF MY PARTICIPATION AND CAN DECIDE TO PARTICIPATE OR NOT 
PARTICIPATE IN A FREE AND INFORMED MANNER. 

PURPOSE 
I am being invited to participate voluntarily in the above
titled research project. The purpose of this project is to 
determine the elder's perspective on chronic pain 
management strategies. 

SELECTION CRITERIA 
I am being invited to participate because I meet the 
following inclusion criteria: 1) I am at least 65 years 
old, 2) I am community dwelling, 3) I have or am 
experiencing chronic pain, and 4) I am English speaking. 
Approximately 5 to 10 subjects will be enrolled in this 
study. 

PROCEDURE(S) 
If I agree to participate, I will be asked to consent to 
the following: participate_ in a group discussion on chronic 
pain management strategies and -my experience with the 
outcomes of pain management strategies. The group 
discussion will be approximately 90 minutes to no more than 
2 hours. The discussion will be audiotaped for further 
analysis. Subject anonymity and confidentiality will be 
maintained. 
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RISKS 
There are no risks involved. 

BENEFITS 
The information obtained in this study will be analyzed and 
may be used as a basis for further research about pain 
management strategies in the elderly population. 

CONFIDENTIALITY 
Subjects' confidentiality will be maintained throughout 
this study. All data and information will be contained in 
an audiotape and the primary investigator's personal notes. 
All information will be stored in a secured, locked cabinet 
at the University of Arizona, College of Nursing. The 
information will be accessible to only the primary 
investigator and the thesis chairperson. All reports will 
contain grouped data with no individual identifiers. 

PARTICIPATION COSTS AND SUBJECT COMPENSATION 
This study will be of no cost to the subjects, except the 
donation of 90 to 120 minutes of time. Snacks will be 
provided at the discussion. 

CONTACTS 
I can obtain further information from the principal 
investigator Pamela Pomeroy, B.S.N., R.N. at (520)626-
3770. If I have questions concerning my rights as a 
research subject, I may call the Human Subjects Committee 
office at (520) 626-6721. 

AUTHORIZATION 

BEFORE GIVING MY CONSENT BY SIGNING THIS FORM, THE METHODS, 
INCONVENIENCES, RISKS, AND BENEFITS HAVE BEEN EXPLAINED TO 
ME AND MY QUESTIONS HAVE BEEN ANSWERED. I MAY ASK QUESTIONS 
AT ANY TIME AND I AM FREE TO WITHDRAW FROM THE PROJECT AT 
ANY TIME WITHOUT CAUSING BAD FEELINGS. MY PARTICIPATION IN 
THIS PROJECT MAY BE ENDED BY THE INVESTIGATOR FOR REASONS 
THAT WOULD BE EXPLAINED. NEW INFORMATION DEVELOPED DURING 
THE COURSE OF THIS STUDY WHICH MAY AFFECT MY WILLINGNESS TO 
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CONTINUE IN THIS RESEARCH PROJECT WILL BE GIVEN TO ME AS IT 
BECOMES AVAILABLE. THIS CONSENT FORM WILL BE FILED IN AN 
AREA DESIGNATED BY THE HUMAN SUBJECTS COMMITTEE WITH ACCESS 
RESTRICTED TO THE PRINCIPAL INVESTIGATOR, PAMELA POMEROY, 

. B.S.N., R.N., OR AUTHORIZED REPRESENTATIVE OF THE 
UNIVERSITY OF ARIZONA, COLLEGE OF NURSING. I DO NOT GIVE 
UP ANY OF MY LEGAL RIGHTS BY SIGNING THIS FORM. A COPY OF 
THIS SIGNED CONSENT FORM WILL BE GIVEN TO ME. 

Subject's Signature Date 

INVESTIGATOR'S AFFIDAVIT 

I have carefully explained to the subject the nature of the 
above project. I hereby certify that to the best of my 
knowledge the persbn who is signing this consent form 
understands clearly the nature, demands, benefits, and 
risks involved in his/her participation and his/her 
signature is legally valid. A medical problem or language 
or educational barrier has not precluded this 
understanding. 

Signature of Investigator Date 
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APPENDIX C 

DATA COLLECTION FORM AND INSTRUMENTS 
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BIOGRAPHICAL INFORMATION 
(This information will be used for this study ONLY and will be destroyed upon completion of the 

study) 

Name: ____________________________ _ 

Age: ___ _ Sex: M or F 

Telephone: _____ _ 

How long have you been or did you experience this pain?------------------

Are you currently experiencing chronic pain? N or Y 

Thank you! 



GRAND TOUR QUESTIONS 

1. What do you believe are effective pain management 

strategies? 

2. What is effective to relieve mild, moderate and 

severe pain? 
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