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  RÉSUMÉ 
  Objectif :  Les objectifs de cette étude étaient double : (1) d’explorer les obstacles à la gestion de la douleur et ceux 
associés à la mise en œuvre d’un programme de gestion de la douleur en soins de longue durée (SLD) et (2) de développer 
une approche interprofessionelle afi n d’améliorer la gestion de la douleur en soins de longue durée. 
  Méthodes :  Une étude de cas a inclus tous les deux éléments, quantitatifs et qualitatifs. Nous avons recueilli des données 
sur deux sites de SLD en utilisant six groupes de discussion pour les infi rmières autorisées et fournisseurs de soins non-
réglementés, et 10 entretiens avec des autres groupes de fournisseurs de soins de santé, de l’administration, et des 
résidents. Nous avons examiné les documents et administré un sondage à court aux participants à l’étude pour évaluer 
les perceptions des obstacles à la gestion de la douleur. 
  Résultats :  Les résultats ont révélé des obstacles à la gestion effi cace de la douleur au niveau des soins de longue durée 
des résidents et des familles, des fournisseurs de soins de santé, et des systèmes de santé. Nous avons ensuite élaboré un 
modèle à six niveaux, avec les interventions proposées pour surmonter ces obstacles. 
  Conclusions :  Ce modèle peut guider le développement d’approches novatrices pour améliorer la gestion de 
la douleur dans les établissements de soins de longue durée. [To spell out seems preferable to using the acronym 
here—Trans.]  

  ABSTRACT 
  Purpose:  The study purposes were twofold: (1) to explore barriers to pain management and those associated with 
implementing a pain management program in long-term care (LTC); and (2) to develop an interprofessional approach to 
improve pain management in LTC. 
  Methods:  A case study approach included both qualitative and quantitative components. We collected data at two LTC 
sites using six focus groups for the licensed nurses and unregulated care providers, and 10 interviews with other health 
care provider groups, administration, and residents. We reviewed documents and administered a short survey to study 
participants to assess perceptions of barriers to pain management. 
  Results:  The fi ndings revealed barriers to effective LTC pain management at the resident/family, health care provider, 
and system levels. We then developed a six-tiered model with proposed interventions to address these barriers. 
  Conclusions:  This model can guide the development of innovative approaches to improving pain management in LTC 
settings.  
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             As many as 83 per cent of older adults living in long-
term care (LTC) experience pain (Desbiens, Mueller-
Rizner, Connors, Hamel, & Wenger,  1997 ; Ferrell, 
Ferrell, & Osterweil,  1990 ; Fox, Raina, & Jadad,  1999 ; 
Moulin, Clark, Speechley, & Morley-Forster,  2002 ; 
Proctor & Hirdes,  2001 ; Simons & Malabar,  1995 ). Un-
resolved pain can lead to decreased functional abilities, 
depression, loneliness, impaired mobility, sleep distur-
bances, anxiety, and dissatisfaction with life (Ferrell et 
al.,  1990 ; Ross & Crook,  1998 ). Pain in LTC residents is 
often under-assessed and under-treated (Horgas & 
Tsai,  1998 ; Kaasalainen, Middleton, Knezacek, Stewart, 
Hartley, Ife et al.,  1998 ). Moreover, pain management 
decisions of health care providers appear to be infl u-
enced by a number of challenges that exist within LTC, 
including lack of accessible services, shortcomings of 
self-report methods of pain assessment, communica-
tion barriers between patients and health professionals, 
reluctance of nurses and physicians to use opioids, and 
lack of knowledge about pain management, particu-
larly for residents who have dementia (Kaasalainen, 
Coker, Dolovich, Papaioannou, Hadjistavropoulos, 
Emili et al.,  2007 ; Martin, Williams, Hadjistavropoulos, 
Hadjistavropoulos, & MacClean,  2005 ). 

 In response to the growing concern about inadequate 
pain management in LTC, leading experts in pain man-
agement and public policy in both Canada and the 
United States have made a number of recommendations 
to improve pain management in LTC (Hadjistavropoulos, 
Marchildon, Fine, Herr, Palley, Kaasalainen et al.,  2009 ). 
Also, a number of pain management clinical practice 
guidelines (CPGs) have been developed by profes-
sional organizations, including the Registered Nurses 
Association of Ontario (RNAO,  2002a ), American Ge-
riatrics Society (AGS,  1998 , no date), and the Ameri-
can Medical Directors Association (AMDA,  2003 ), to 
assist staff in their decision making involving pain 
management. 

 We developed a pain protocol, on the basis of CPGs, 
which includes a series of processes and supporting 
tools that guide recognition, assessment, treatment, 
and monitoring of pain (AMDA,  2003 ). These more 
specifi c steps are largely consistent with a general clin-
ical model that has been suggested in the literature 
(Hadjistavropoulos et al.,  2009 ). Initially, residents are 
screened for the presence of pain using simple ques-
tions like “Are you having pain now?”; for those who 
cannot verbally communicate their pain, unlicensed 
care providers (UCPs) are asked to screen using a list 
of pain indicators (AMDA,  2003 ), while licensed nurses 
use recommended evidence-based screening tools 
(Fuchs-Lacelle & Hadjistavropoulos,  2004 ; Kaasalainen 
& Crook,  2003 ). If residents are in pain, a more thor-
ough assessment follows using the family as proxy if 
needed. The protocol prompts further activities, such 
as a physical assessment to help identify the cause of 
pain, and provides indicators for when specialists 
should be consulted. 

 Depending on the severity and cause of pain, pain 
treatment algorithms (Medical College of Wisconsin, 
 2000 ) can be used to guide decision making regarding 
appropriate non-pharmacological and pharmacolog-
ical approaches. A Nurse Worksheet for Phone Call In-
terventions (Medical College of Wisconsin,  2000 ) is 
used to guide the collection of pertinent information 
about the resident’s pain for communication to the 
physician. A pain fl ow sheet is used to facilitate inter-
disciplinary communication and support documenta-
tion of pain and its treatments. 

 The implementation of such a protocol in LTC can be 
challenging, as there are large numbers of UCPs, mul-
tiple physicians with little on-site time due to competing 
offi ce and hospital demands, intermittent clinical phar-
macist visits, and few (if any) advanced practice nurses 
on staff (Bakerjian,  2008 ). Innovative ways of facilitating 
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the implementation of CPGs are needed to enhance 
knowledge uptake and changes in clinical practice, par-
ticularly regarding pain management. 

 In light of the complexity and challenges of imple-
menting CPGs, a number of toolkits have been devel-
oped to facilitate a systematic and well-planned 
implementation process (AMDA,  2004 ; RNAO,  2002b ). 
Both the RNAO and AMDA toolkits outline a stepwise 
approach to CPG implementation, including an envi-
ronmental scan to identify barriers and develop strat-
egies to overcome them in the implementation process. 
It is important to facilitate stakeholder input and “buy-
in” at the outset by including stakeholders in the 
decision making before such a protocol is implemented 
(RNAO,  2002b ). In addition, the AMDA recommends 
that pertinent policies and procedures need to be re-
viewed and revised to help standardize the desired ap-
proach to pain management (AMDA,  2004 ). 

 Efforts are needed to improve pain management in LTC 
using creative strategies aimed at addressing common 
and unique barriers that exist within current practice. 
Innovations within LTC need to consider these existing 
barriers, as well as those imposed by the demands of 
the intervention itself. To do this, a comprehensive ap-
proach must be developed that addresses these barriers 
within an interprofessional, multi-level context. 

 The purpose of this study was twofold: (1) to identify 
barriers to pain management in general, along with 
barriers to implementing a pain protocol in LTC; and 
(2) to develop an interprofessional model refl ecting an 
approach to improve pain management in LTC in light 
of those barriers. This study was the fi rst phase of a 
larger study in which a pain protocol was implemented 
and evaluated in LTC. It was anticipated that having 
knowledge of barriers beforehand, and engaging staff 
in customizing processes to fi t with some of their cur-
rent practices, would increase staff buy-in. Based on 
fi ndings, we proposed an action-based, system-wide, 
interdisciplinary model to improve pain management. 
The fi ndings of the barriers assessment, along with this 
model, are reported here.   

 Methods 
 We used a case study approach that incorporated both 
qualitative and quantitative methodologies to explore 
the barriers to the implementation of a pain protocol 
(Yin,  1984 ). The case study approach is particularly 
helpful when the study question deals with the “how” 
and “why” of an intervention (Crabtree & Miller,  1999 ).  

 Sampling 

 Purposive sampling was used to collect data at two 
LTC homes in the Hamilton, Ontario, area. Six focus 

groups were held in total: one at each site with regis-
tered nurses (RNs), one with registered practical nurses 
(RPNs; only one site employed RPNs), one at each site 
with UCPs, and one that included physicians from 
both facilities. 

 Brown ( 1999 ) suggested using a homogenous sample 
for focus groups to ensure a level of compatibility 
among participants and reduce the risk of power im-
balances and lack of respect for differing opinions. 
Therefore, physicians, RNs, RPNs, and UCPs were in-
terviewed in uni-disciplinary groups as they may have 
had different perspectives or they may have had issues 
related to the inter-group working relationships that 
affected their perceptions about current pain manage-
ment practices. 

 Because pharmacists and physiotherapists were few in 
number at each site, we conducted individual inter-
views with them rather than with focus groups. 
We interviewed two pharmacists and two physiother-
apists. We also interviewed two administrators, two 
directors of care, and two residents. Members of ad-
ministration (one administrator and one director of 
care from each site) were chosen as key informants to 
help acquire a sense of the organizational culture at 
each facility (Gilchrist & Williams,  1999 ). Two residents 
were identifi ed by the advanced practice nurses as key 
informants who were able to communicate “the way it 
is” in LTC and were most knowledgeable about the 
resident culture (Gilchrist & Williams,  1999 ).   

 Data Collection 

 The advanced practice nurse at each home recruited 
individuals to participate in the focus groups that were 
held on-site for the participants’ convenience. A trained 
moderator facilitated focus group discussions. A sec-
ond person observed the non-verbal communication 
in the group and took fi eld notes during the session 
(Morgan,  1997 ). Focus groups began with welcoming 
participants, outlining the purpose of the discussion, 
setting the parameters of discussion (e.g., length, au-
dio taping, transcribing), and assuring confi dentiality 
of their responses outside the group (Morgan,  1997 ). 

 For the individual and key informant interviews, a re-
search assistant fi rst asked if the individual or infor-
mant would be willing to participate in a one-on-one 
interview. If agreeable, the participants met for respec-
tive 30-minute face-to-face interviews at a convenient 
location. 

 At the beginning of each interview (i.e., focus group, 
individual, or key informant), participants were asked 
to complete a 15-item questionnaire that assessed the 
extent to which they felt each potential barrier to pain 
management (e.g., residents’ reluctance to report pain 
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or inability to report pain) existed in their facility 
(Jones, Fink, Pepper, Hutt, Vojir, Scott et al.,  2004 ). Each 
barrier was scored on a scale ranging from 1 (not a 
problem) to 4 (major problem). This questionnaire had 
been developed and piloted in a study in the United 
States that surveyed over 300 licensed nursing staff 
across 12 nursing homes (Jones et al.,  2004 ). 

 Next, the moderator used an interview guide (avail-
able upon request) to generate discussion about how 
staff currently manage pain in their practice and bar-
riers they face in managing pain in LTC residents. Fi-
nally, the moderator provided copies of the pain 
protocol, explained the protocol steps, and asked for 
feedback about it (i.e., attitudes, concerns, and inten-
tion to use the protocol in their practice) while brain-
storming with them possible ways of integrating it into 
their current practice. Finally, we reviewed the existing 
pain management policies and procedures at the two 
LTC sites and critiqued them according to the guide-
lines outlined in the AMDA implementation toolkit, 
with a particular focus on who should be responsible 
for completing each component (AMDA,  2004 ).   

 Data Analysis  

 Quantitative 
 The survey data were analyzed using descriptive sta-
tistics. The mean scores and standard deviations were 
calculated for each item using the total sample. Sepa-
rate mean scores were also calculated for each type of 
health care provider or member of administration for 
descriptive purposes only.   

 Qualitative 
 Data from the focus groups and interviews were tran-
scribed and analyzed using the software program N-
Vivo 7.0 (QSR International Ltd.,  2007 ). It assisted with 
the sorting and analysis of audio fi les, and working 
with transcripts to facilitate the coding and organizing 
of themes within the data. Concepts that emerged from 
the data were labeled, categorized, and coded (Patton, 
 2000 ; Sandelowski,  2000 ). To examine focus group 
data, we used a descriptive analysis technique. This 
technique places particular emphasis on examining (a) 
statements that seem to evoke confl ict; (b) contradic-
tions in the discussion; (c) common experiences ex-
pressed; (d) alliances formed among group members 
during discussion; and (e) topics that produced con-
sensus (Duggleby,  2005 ; Stevens,  1996 ). 

 Initial coding of each transcript was done indepen-
dently by two investigators to foster credibility and 
dependability. Discrepancies were reviewed by the in-
vestigators and discussed until consensus was reached. 
As the data were analyzed, changes were made to the 
interview guide to refl ect emerging themes. 

 We used a number of methods to triangulate the data to 
improve the credibility of the fi ndings. First, data trian-
gulation was enhanced using multiple data sources 
and strategies (i.e., collecting data from focus groups, 
individual interviews, and documents at two different 
LTC facilities and from professionals from different 
disciplines). Second, member checking or “recycling 
interpretation” was performed such that after their in-
terviews, each informant was asked to review a two-
page summary of key fi ndings and provide comments 
relating to the investigators’ interpretation of the inter-
view data (Crabtree & Miller,  1999 ). Investigator trian-
gulation was used to minimize any idiosyncratic biases. 
Each transcript was independently analyzed by two in-
vestigators. Our research team used an iterative 
process, meeting regularly to review progress and en-
sure that in-depth data interpretation was occurring.     

 Results  
 Characteristics of the Setting and Sample 

 Both LTC homes participating in this study were 
medium-sized facilities (e.g., one home with 125 beds, 
the other with 219 beds) located in urban settings. Both 
homes provided nursing and personal care on a 24-
hour basis. One was funded on a for-profi t basis and 
the other one was not-for-profi t. 

 In total, there were 53 participants: 45 in focus groups (15 
RNs, 6 RPNs, 20 UCPs, four physicians) and 8 involved 
in one-on-one interviews (four members of administra-
tion, two physiotherapists, two pharmacists). The ma-
jority of health care providers (71 % ) were female with 
the lowest percentages of females in the physician group 
(33 % ) and pharmacist group (0 % ). The average age of all 
participants was 49.3 ( SD   =  13.54). On average, health 
care providers and members of administration had been 
working in their current positions for 8 years ( SD   =  7.6) 
and in LTC for 11 years ( SD   =  9.93). Members of admin-
istration tended to be older ( M   =  52.3 years;  SD   =  5.2) 
and had been working in LTC for a longer period of time 
( M   =  18.38 years;  SD   =  15.96) than the health care pro-
viders ( M   =  47 years;  SD   =  12.7;  M   =  10 years;  SD   =  9.12).   

 Survey Findings of Barriers to Pain Management in LTC 

 Participants rated a number of barriers to effectively 
managing pain in LTC (see  Table 1 ). The barrier rated 
as most problematic was residents’ inability to report 
pain; it was ranked the highest by RNs, RPNs, UCPs, 
physicians, and members of administration. This was 
followed by residents’ reluctance to report pain, and 
staff not having adequate time to assess for pain. Other 
prominent barriers included, in descending order: 
families’ concerns about side effects, residents’ reluc-
tance to take analgesics, inadequate communication 
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among nursing staff, nurses’ concerns about side ef-
fects of pain medications, and inadequate staff knowl-
edge about pain management.       

 Overview of Qualitative Findings 

 During the interviews (i.e., focus groups, individuals, 
and key informants), participants described a number 
of barriers existing in their workplace that precluded 
optimal pain management for LTC residents. These 
barriers were organized at three levels: resident/

family, health care provider, and system (see  Table 2 ). 
The document review added further information about 
organizational policies and procedures related to pain 
management. When asked about barriers specifi c to 
implementing the pain protocol, participants high-
lighted additional barriers related to its feasibility and 
ease of implementation.      

 Residents/Family 
 Participants identifi ed barriers to pain management at 
the resident/family level, with a particular emphasis 

 Table 1:        Survey fi ndings of barriers to pain management in long-term care (LTC)                                      

   Barrier  Ratings of Barriers  a     

 All  RN  RPN  UCP  PT  Pharm  MD  Admin   

  N  =  53    n   =  15  n  =  6   n   =  20   n   =  2   n   =  2   n   =  4   n   =  4   

  M    SD    M    SD    M    SD    M    SD    M    SD    M    SD    M    SD    M    SD      

 1. Residents’ inability to 
   report pain 

 3.04  0.94  3.2  0.86  2.8  0.96  3.0  1.08  2.5  0.71  2.5  0.71  4.0  0.00  3.3  0.96   

 2. Residents’ reluctance to 
   report pain 

 2.64  0.96  3.0  0.92  2.3  1.26  2.7  0.86  1.5  0.71  2.5  2.12  2.0  0.82  3.0  0.82   

 3. Inadequate time for staff 
   to assess pain 

 2.62  1.16  2.8  1.12  1.5  1.00  2.5  1.24  2.5  2.12  3.5  0.71  3.5  0.50  2.8  0.50   

 4. Families’ concerns about 
   side effects 

 2.48  0.91  2.4  1.02  1.8  0.50  2.8  1.02  2.5  0.71  2.0  0.00  2.4  0.50  2.5  0.58   

 5. Residents’ reluctance to 
   take analgesics 

 2.34  0.89  2.0  0.68  1.8  0.50  2.8  0.93  3.0  0.00  2.5  0.71  2.3  0.96  1.8  0.50   

 7. Nurses’ concern about 
   side effects 

 2.18  0.72  1.9  0.62  2.0  0.82  2.5  0.83  2.5  0.71  1.5  0.71  2.0  0.00  2.3  0.50   

 6. Inadequate communication 
   among nursing staff 

 2.06  1.14  1.9  0.77  2.5  1.00  2.0  1.08  1.5  0.71  2.5  0.71  2.5  0.58  2.3  0.50   

 8. Inadequate staff knowledge 
   about pain management 

 2.02  0.98  1.8  0.97  2.0  0.82  1.8  1.09  2.0  1.41  3.0  0.00  2.8  0.58  2.8  0.50   

 9. Residents’ fear of side effects  1.92  0.83  1.9  0.66  1.8  0.50  2.0  1.15  2.5  0.71  2.0  0.00  1.9  0.50  2.0  0.00   
 10. Inadequate communication 
   between nurses and 
   physicians 

 1.75  1.08  1.5  0.58  1.8  1.50  1.6  1.23  1.5  0.71  2.5  0.71  2.75  0.50  1.6  0.58   

 11. Nurses’ reluctance to 
   administer analgesics 

 1.66  0.82  1.4  0.50  2.0  1.41  1.6  0.94  1.5  0.71  2.0  0.00  2.0  0.82  2.3  0.50   

 12. Infl uence of federal 
   and/or state regulations 

 1.59  1.07  1.4  0.85  1.5  1.0  1.8  1.45  1.5  0.71  2.0  0.00  1.0  0.50  1.8  1.75   

 13. Physicians’ reluctance 
   to prescribe analgesics 

 1.54  0.93  1.4  0.65  1.8  1.50  1.5  1.10  1.5  0.71  3.0  0.00  1.5  0.50  1.4  0.58   

 14. Availability of drugs in 
   the nursing home 

 1.48  0.93  1.4  0.84  1.3  0.50  1.8  1.21  1.5  0.71  1.5  0.71  1.0  0.00  1.3  0.50   

 15. Inadequate physician 
   knowledge of pain 
   management 

 1.36  0.85  1.4  0.63  1.5  1.41  1.0  0.89  2.0  1.41  2.5  0.71  2.0  0.00  1.8  0.50   

          a     Possible range of scores: 1  =  no problem; 2  =  minor problem; 3  =  moderate problem; 4  =  major problem  
  Admin  =  Members of Administration  
  MD  =  Physicians  
  Pharm  =  Pharmacists  
  PT  =  Physiotherapists  
  RN  =  Registered Nurses  
  RPN  =  Registered Practical Nurses    
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on the challenges of assessing pain in residents who 
have cognitive impairment or communication limita-
tions. These residents’ lack of ability to report pain 
created many obstacles for health care providers. Par-
ticipants shared that it was often diffi cult to discrimi-
nate pain from other common conditions, such as 
delirium or depression. Consequently, they stated that 
pain for these residents was not typically managed 
well. 

   I think the everyday pain just like you and I take a 
Tylenol for … it’s always amazing that often that 
[resident taking a Tylenol] does make a quantita-
tive difference in the restlessness or calling out be-
haviour ... and it’s a fairly innocuous treatment. So 
I think that kind of everyday [pain] for dementia 
residents … when they just sit there … is that the 
reason the resident just sits there? because it hurts? 
… I don’t think we do a good job of managing 
pain for these kinds of situations. 
— Director of Care   

  For residents who were able verbally to report their 
pain, other challenges were apparent. Residents de-
scribed their reluctance to report their pain to LTC 
staff, stating that they did not want to tell the staff or 
their family about their pain. For some, pain signifi ed 
a loss of independence or impending death. As one 
physiotherapist commented, “Her asking for help 
was like taking away her independence.” Residents 
did not want to bother LTC staff and would only dis-
close information about their pain if approached by 
the nurse fi rst. One resident openly discussed this 
issue:

  Resident: I can be in horrible pain and I don’t tell, 
lots of times I don’t tell people because I try to fi ght 
it … but they’ll say “oh, you’re looking terrible.” 

 Interviewer: Would you tell them how bad it was 
then? 

 Resident: If they asked me … if it was a nurse or 
something like that, I’d say. 

 Table 2:        Qualitative fi ndings about barriers to pain management in LTC      

    Residents/Family:  
     –     challenge to assess pain due to:  
      ○      resident’s inability to communicate  
      ○      presence of cognitive impairment  
      ○      not being able to discriminate pain from other conditions  

  
     –     reluctance to report pain; residents not wanting to tell staff or family about their pain  
     –     lack of individualized pain treatments based on resident’s preferences and side effects of medications  
     –     family’s concerns about resident’s quality of life, confusion, falls, and dependency on opioids  

    
  Health Care Providers:  
     –     staff not believing resident’s verbal report of pain or feel that the resident is overstating his/her pain  
     –     concerns regarding side effects of medications  
     –     reluctance for MD to prescribe pain medications  
     –     the importance of the UCP role regarding resident care, including being a resident advocate  
     –     UCP requires more knowledge and skills to assess pain  
     –     lack of communication between the doctors, NP, and other staff; poor communication within nursing from one shift to an-

other and between UCPs, RN, and NP  
     –     lack of continuity of care; pain medication is ordered and given but then no follow-up  
     –     need for education; lack of specialized skills re: pain management  
     –     problems with prn orders; e.g., med not given when it should be, physician reluctance to order scheduled dosing of pain 

meds, give too many prn doses when scheduled is needed  
     –     need to use more non-pharmacological interventions  

    
  System:  
     –     time constraints: challenges staff have in providing care to residents due to not enough time  
     –     lack of strong system for pain management to meet accreditation and compliance standards  
     –     appropriate policies and procedures not in place related to pain management  
     –     lack of staff involvement in decision-making about changes in practice but staff state that they want to be involved  
     –     lack of support with changes in practice, e.g., extra staffi ng, education, hands-on experience  
     –     lack of orientation sessions for new staff about pain management  
     –     lack of resources to implement protocol (e.g., heating pads, music, cold packs)  
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 Interviewer: But you wouldn’t tell them [if they 
didn’t ask you], is that what you’re saying? 

 Resident: No, I wouldn’t tell them, I wouldn’t go tell 
them, I wouldn’t tell them any of this stuff I’m telling 
you [laughter] … I’ve got to live here ... 

 Interviewer: So you’re saying the staff don’t always 
know how much pain you’re in and you don’t al-
ways express that to them. 

 Resident: Not always, depends on how bad it is. If 
it’s really bad, like the pain is getting  really  bad, I 
quite often don’t say anything, hoping it will go 
away.   

 In addition, residents’ level of pain tolerance infl u-
enced how their pain was treated; those residents with 
high levels of pain tolerance would not seek out pain 
treatments unless absolutely needed. For example, one 
resident stated:

  I’m not a person that takes a lot of medication, if 
you know what I mean … I can stand quite a bit of 
pain like where some people would say, “I have a 
headache, I need some medication” … I don’t re-
ally have that. If I do, I don’t really feel it.   

 Participants commented on the contribution of family 
members when making decisions related to pain man-
agement. Often, family members would be used as a 
proxy for assessing pain in residents who were unable 
to provide their own pain reports. In relying on family 
members, health care providers gained insight into a 
resident’s typical behavioural response to pain, and 
found this information was most helpful at the time of 
admission when providers were becoming familiar 
with the resident. At times, family input, however, pre-
sented dilemmas for staff, including some family 
members’ concerns about increased confusion, falls, 
and opioid dependency associated with resident use of 
pain medication. A member from the administration 
stated:

  Then we have families who don’t want that, saying 
“morphine kills people”, and blah, blah, blah … 
we’ve had residents in pain simply because the 
family were not willing to go with it … and I’ve 
seen girls [nurses] in tears saying “This isn’t right, 
they [residents] are just so uncomfortable and I 
don’t understand them [family]” … so it’s that kind 
of thing that I see as the bigger challenge.   

 Concerns about side effects of pain medications were 
also expressed by health care providers. For care pro-
viders, the importance of individualizing pain inter-
ventions was paramount so that the desired balance of 
pain relief and the side effects of pain medications 
could be achieved. 

   RN1: It’s the balance of side effects [that we try to 
achieve] because I know that we have a few resi-

dents where we know that they have pain, but cer-
tain pain medications seem to increase confusion, 
so we are trying to [optimize] quality of life. We 
don’t want them to be in pain but we want them to 
be lucid so they can meet with their families, and 
I think that’s always an issue in palliative care as 
well as trying to manage the pain medication 
effects. 

 RN2: Or protecting them from falls.  

    Health care providers 
 Many staff members commented that they did not al-
ways believe residents’ verbal reports of pain or they 
felt that residents were overstating their pain. At times, 
staff felt they needed to “second guess” the residents’ 
reports of pain. 

   There’s a lot of diffi culty in deciding what’s offi cial 
or what’s real pain, what’s really big pain as you 
said … some people say “This is the worst pain 
I’ve had in my whole life” without any real sort of 
physical signs of pain so it’s really tough; we have 
a complex job in assessing that.   

 Most participants commented on the widespread need 
for education across health care provider groups and 
their lack of specialized skills in pain management. 
They identifi ed a need for knowledge related to using 
non-pharmacological interventions for pain relief and 
felt that they should be using these modalities more in 
their practice. Most participant groups identifi ed a lack 
of knowledge and skills regarding pain assessment in 
the UCP group, in particular. 

 The importance of the UCP role in pain management, 
specifi cally with regards to detecting pain in residents, 
was repeatedly discussed among participants. They 
stated that often the UCPs would assume an advocacy 
role for residents. 

   The [UCP] is the best person to talk to about the 
cognitively impaired resident’s pain because they 
interact closely with the resident and notice 
changes in them. — Physiotherapist  

 RN4: They’re [UCPs] very good advocates for the 
residents, like our [UCPs] are on the residents’ side 
and they will come to you if they have any 
concerns. 

 RN2: And they are very caring and they know the 
residents, they’re around all the time. 

 RN3: We have a very consistent team, and the 
[UCP]s don’t change house, they stay with that 
group of residents for a long time, they basically 
know them. They are their eyes and their mouth … 
more like family.   

 Despite this clear acknowledgement of the importance 
of the UCP role in pain management across all levels of 
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health care providers, sometimes the UCPs did not feel 
supported in their role. UCPs felt that they did not 
have input regarding decisions involving changes to 
patient care and, as a result, did not feel empowered in 
their role in pain management. They were encouraged 
by their supervisors to report pain, but they were not 
allowed as unregulated care providers to document it. 
Unfortunately, sometimes they believed their attempts 
to report residents’ pains were dismissed by the regis-
tered nursing staff. 

   RN: I fi nd one of the biggest challenges here is 
working with support staff [UCPs] that become 
very, very anxious … they assume everything they 
see is because they [the residents] are in pain – 
they must be in severe pain. And they [the UCPs] 
come back and report to us “This person is in pain, 
pain, pain, pain” … you know, they are actually 
making a diagnosis, instead of coming back and 
saying “You know, this person is restless”.   

 For the licensed nurses, including RPNs, RNs, and 
advanced practice nurses, lack of continuity and com-
munication, particularly from one shift to another, 
regarding pain management was troublesome for them. 

   RPN: I think poor communication from one shift to 
another is the biggest problem … say the resident 
has had a headache or increased arthritic pain ... 
just to let that other shift know so they can carry on 
with giving the analgesic (because arthritic pain 
on a damp day – they’re going to have it all the 
time) ... so they need to know and then make sure 
that they are giving the prn medication if it’s 
needed so that they [the residents] are not in a lot 
of pain.   

 Poor communication and collaboration related to pain 
management was also evident between nurses and 
physicians. Generally, the nursing staff felt that physi-
cians provided adequate orders for residents’ pain 
medication, but sometimes, even though a resident 
was in constant pain and the staff had documented the 
pain, the physician prescribed a  pro re nata  (prn; given 
as needed) analgesic rather than a regularly scheduled 
analgesic. This reluctance to order a scheduled medica-
tion was amplifi ed when the nurses were working 
with “non-regular” or on-call physicians. One RPN 
commented:

  A lot of times with the doctor … if the resident is in 
pain they [physicians] will order something prn 
and we’re expected to assess them, right … but if 
the resident is in pain all the time and receiving this 
pain medication and it’s all documented, they 
[physicians] still don’t want to order it on a regular 
basis … so I do have diffi culty with residents in 
constant pain and in need of medication and 
keeping it at a prn when it should be ordered on a 
regular basis … because if someone comes in and 

doesn’t feel like the resident is in pain, it will not be 
given when in fact he [resident] needs it.   

 Participants spoke of additional barriers to managing 
resident pain that were due, in part, to the current 
staffi ng model in LTC. Pharmacists stated that not 
having direct contact with the residents made man-
aging resident pain even more diffi cult. As a result, 
they rely on the nurses’ clinical skills and observations 
to inform them if a resident required pain medication. 

 This model of care where some health care providers 
are “off-site” had a tendency to impose additional bar-
riers related to poor communication and collaboration 
among health care providers. Pharmacists expressed 
concerns related to the follow-up of residents’ pain 
and stated that often they were left wondering if the 
medication helped alleviate pain because there was no 
formal communication about treatment effects. More-
over, nurses struggled when they felt that the “current 
medication wasn’t working”, stating that residents’ 
pain was not always managed because it took a long 
time for the physician to prescribe alternate medication.   

 System 
 The most common barrier described at the system level 
was related to time constraints (i.e., challenges for staff 
to provide resident care due to insuffi cient time to meet 
workload demands). For licensed nurses (i.e., RNs, 
RPNs), documentation requirements were especially 
troublesome and were perceived to be in place to meet 
regulatory requirements for compliance and/or ac-
creditation reviews. Staff felt that they needed a strong 
system for pain management to meet accreditation and 
compliance standards but were challenged to do so. 

   RN1: Well, there’s a lot of paperwork now [RN2: 
—oh, yes]; a lot more than there ever was. You 
have to cover so much [RN2: —yes] … there’s so 
many assessments you have to do now, and it’s 
weekly. Even the audits in your dining room [RN3: 
—yeah, dining room], it’s audit, audit, audit [RN3: 
—audit, audit], and on top of that you’ve got all 
your new care plans and admissions. On our fl oor, 
I’d say we’ve had about eight or nine admissions 
in the last three weeks, so you’re expected to have 
a certain part of your care plans done within so 
many hours and there’s just so much time [allotted] 
to get all that stuff done. 

 RN2: The pressure from the Ministry [of Health and 
Long Term Care] down to us and … some people 
at the top have no idea how hard we work [RN3: 
—yeah] how much work there is to be done. We 
never leave on time, we’re always — 

 RN3: —no taking breaks or lunches. 

 RN1: We never take breaks because there’s no 
time; we sneak a sandwich here or there.   



Improving Pain Management in LTC La Revue canadienne du vieillissement 29 (4)  9

 Participants described their lack of involvement in 
decision making about changes in practice related to 
pain management as another barrier, but they stated 
that they would like to be involved in these decisions. 
Participants elaborated that they were usually made 
aware of changes in delivery of care via memos and 
meetings but that they were not always sure why these 
changes were being made and when the changes would 
occur, which seemed to be the case for the pain manage-
ment program. They also said they did not feel that they 
received enough support, such as extra staffi ng, educa-
tion, additional time to learn new skills, or hands-on ex-
perience in order to implement the new changes in 
practice. Health care providers stated that they needed 
more resources on-site, such as heating pads, music, and 
cold packs in order to provide good pain management. 

 Participants highlighted the lack of attention given to 
pain management during orientation sessions for 
newly hired staff; they felt that more work needed to 
be done to equip new staff for dealing with the chal-
lenges of managing pain in LTC. They discussed how 
parts of the pain protocol could be used as a teaching 
tool during such sessions.   

 Document Review 
 Through the document review, it was evident that both 
LTC sites had some policies and procedures in place 
related to pain management although one site had its 
pain management policies and procedures as a sub-
component of those within palliative care. Upon fur-
ther inspection of these documents, however, it became 
evident that there were some gaps consistent between 
the two LTC homes. Few of the assessment tools in-
cluded in the policy manuals were evidence based. In 
fact, one of the included tools had been critiqued ex-
tensively in the literature for its lack of validity for use 
in the older adult population. Moreover, it was not 
clear which category of health care provider should be 
responsible for completing specifi c tasks outlined in 
the policies and procedures, nor were there directions 
on how to choose the most appropriate pain scale for a 
given resident. Still, both of the LTC homes had a be-
havioural checklist to assess pain in non-verbal resi-
dents, consistent with AMDA recommendations.   

 Specifi c Feedback about the Pain Protocol 
 The majority of participants perceived the pain proto-
col to be compatible with their current practice and rel-
atively easy to use. An LTC physician recommended a 
change to one of the original nurse-physician commu-
nication strategies (nurse worksheet sent to physicians 
via fax), stating that faxes are not an effective way to 
communicate with physicians about residents’ pain, 
but, rather, nurses should use the “Physician Binder” 
for reporting residents’ pain status. Participants felt 

that the pain protocol would be a good resource for 
nurses as it would assist in accurate initial assessments, 
provide more impetus to use non-pharmacological 
pain interventions, and channel the treatment plan 
to the most appropriate disciplines. A pharmacist 
commented:

  I think it’s good just from what I can see here … I 
think that the information is nicely written and I 
think it’s easy to interpret and not too cumbersome, 
which can be a barrier to pain management, be-
cause if the documentation is too cumbersome 
people will try to bypass it all together. So, just by 
using the “keep it simple” method, I think that’s our 
best bet.   

 Some participants stated that the forms associated 
with the protocol were too detailed and that the pain 
protocol added too much paperwork. However, partic-
ipants stated that they would be more receptive to the 
pain protocol if they could integrate some of the forms 
into their current practice. In addition, they stated that 
they needed to be well educated about using the proto-
col and would need a lot of support from the “top 
down” in order to implement it. 

 Perceptions differed about the general use of protocols 
in practice. Some participants viewed them as con-
fi ning because they could deter staff from becoming 
conceptual thinkers, but at the same time, protocols 
could be valuable if they could inform and build prac-
tice. Others viewed protocols as foundational to im-
proving pain management in their facilities and 
perceived protocols as a mechanism to promote consis-
tency, continuity, and coordination across health care 
providers so that resident pain treatment did not “fall 
through the cracks”. 

   RN: I like protocols … because, you know, it seems 
everybody follows the same rules and then if I have 
to pick up in-between I know where to follow up, 
and if it is not working we can come back to the 
protocol and see what is missing. 

 Administrator: I hate protocols … I don’t like that 
word … I think it drives a type of practice I’m not 
comfortable with … because I want people [nurses] 
to be unconsciously competent … I think that’s 
what I’m saying to you; I want them to just know it. 
I love them [protocols] if they inform practice and 
they build practice ... there’s a process to get to 
that and move through all those steps of compe-
tence, but I don’t want the conscious competence 
to be the outcome, which is this [pain protocol] – 
it’s unconscious.  

      Discussion and Model Development 
 These case study fi ndings highlight many barriers that 
infl uence how pain is managed in LTC. The most 
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common and frequently reported barriers to pain man-
agement were: (a) residents’ inability to report pain, (b) 
residents’ reluctance to report pain, and (c) inadequate 
time for staff to assess pain. These barriers, as well as 
others, were corroborated by both the quantitative and 
qualitative fi ndings. The identifi ed barriers to pain 
management in LTC have also been reported in the 
literature by others (Kaasalainen et al.,  2007 ; Martin 
et al.,  2005 ). 

 A major barrier to managing pain was the assessment 
of pain in residents with cognitive impairment, which 
has been well documented in the literature since the 
early 1990s (Ferrell et al.,  1990 ; Hadjistavropoulos, 
LaChapelle, MacLeod, Snider, & Craig,  2002 ; Herr & 
Mobily,  1991 ; Hurley, Volicer, Hanrahan, Houde, & 
Volicer,  1992 ; Marzinski,  1991 ; Middleton, Knezacek, 
Robinson, Hartley, & Kaasalainen,  1997 ; Parke,  1992 ; 
Parmelee,  1996 ). In 1991, Marzinski stated that the 
tragedy of dementia included the possibility that non-
verbal older adults were unable to communicate their 
pain, which may lead to unnecessary suffering. Fortu-
nately since then, growing attention has been focused 
on developing innovative ways, including many 
promising tools, to assess pain in this vulnerable popu-
lation. To date, three systematic reviews have been 
published that examined such tools (Aubin, Giguere, 
Hadjistavropoulos, & Verreault,  2007 ; Herr, Bjoro, & 
Decker,  2006 ; Zwakhalen, Hamers, Abu-Saad, & 
Berger,  2006 ), all of which concluded that, although 
further psychometric testing is needed, there are prom-
ising tools for use in clinical practice, including the 
Pain Assessment Checklist for Seniors With Limited 
Ability to Communicate (PACSLAC) (Fuchs-Lacelle & 
Hadjistavropoulos,  2004 ), Pain Assessment in Ad-
vanced Dementia (PAINAD) (Warden, Hurley, & 
Volicer,  2003 ), and the DOLOPLUS-2 (Wary & Doloplus, 
 1999 ). 

 As dementia progresses, individuals may have in-
creasing diffi culty in expressing their pain. For ex-
ample, Herr et al. ( 2006 ) stated that pain can take on 
“less obvious forms, such as confusion, social with-
drawal, aggression, or subtle changes in behaviour, 
which are not typical pain manifestations” (p. 171). Ac-
cordingly, the task of assessing pain becomes more 
complicated, and the ability of tools to help practi-
tioners discriminate pain from other conditions be-
comes more diffi cult. Clearly, there is more work to be 
done so that pain can be assessed accurately, using 
standardized tools, in those with varying levels of cog-
nitive impairment. 

 Another barrier at the resident level that emerged from 
both the qualitative and quantitative analysis in this 
study was associated with residents’ reluctance to re-
port pain. This reluctance to report pain may be refl ec-

tive of older adults not wanting to be labeled as 
“complainers” in LTC which, from their perspective, 
may affect the care that they would receive from health 
care providers (Ferrell et al.,  1990 ; Ross, Carswell, 
Hing, Hollingworth, & Dalziel,  2001 ). Alternatively, 
LTC residents may feel that pain is “a part of the nor-
mal aging process” and that by hiding their pain, they 
could achieve a sense of self-preservation (Blomqvist & 
Hallberg,  2001 ). These fi ndings highlight the need 
for further patient education, and the need for nurses 
to encourage residents to discuss their pain experi-
ences in a therapeutic manner. In an attempt to en-
courage disclosure of resident pain, Arata and 
Sodickson ( 2001 ) posted “pain cards” in each resident’s 
room that included different pain scales, and residents 
were routinely encouraged to use the cards. In this 
manner, pain assessment became a normal and ac-
cepted part of the routine in LTC, and residents felt 
more comfortable talking about it with their health 
care providers. Indeed, pain management needs to be-
come a priority within an organization so that barriers 
to reporting pain can be minimized. 

 The importance of the UCP role in managing resident 
pain was described in this study as being a critical ele-
ment to detecting resident pain but that these unregu-
lated health care providers lacked the necessary 
training and knowledge to do so. Mentes, Teer, and 
Cadogan ( 2004 ) reported that, even when UCPs are 
aware that a resident is in pain, they may not report 
pain that occurs with caregiving activities, such as 
during morning care routines (e.g., bathing, dressing, 
transferring). UCPs need to be encouraged to report 
pain episodes to supervising nurses so that pain can 
be minimized by preemptive administration of pain 
medication or non-pharmacologic interventions (Mentes 
et al.,  2004 ). 

 Consistent with our study fi ndings, even when UCPs 
do report resident pain to their supervisors, their ef-
forts may be ignored, leaving them feeling powerless 
and demeaned (Mentes et al.,  2004 ). Similarly, Bowers, 
Esmond, and Jacobson ( 2003 ) found that UCPs stated 
that they felt dismissed or regarded as insignifi cant by 
their supervisors and that their skill level was not 
being recognized. Moreover, UCPs were often ex-
cluded from continuing education initiatives within 
the facility or were not supported by their employers 
to attend outside educational initiatives (Stolee, 
Esbaugh, Aylward, Cathers, Harvey, Hillier et al.,  2005 ). 

 UCPs are in a pivotal position within LTC to recognize 
pain in residents who have cognitive impairment since 
UCPs are most responsible for providing care during 
activities of daily living, which is when pain is most 
likely to occur (Ferrell et al.,  1990 ). Perhaps, by building 
capacity within the UCPs by giving them added 
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training and tools for practice, they may be more apt to 
report resident pain in a standardized and consistent 
manner and to have their reports of resident pain acted 
upon by their supervisors. 

 Another prominent barrier from both the qualitative 
and quantitative fi ndings – lack of time for pain 
management – was identifi ed as a challenge at 
the system level, which is consistent with previous 
research (Bowers, Lauring, & Jacobson,  2001 ; Clark, 
Fink, Pennington, & Jones,  2006 ; Kaasalainen et al., 
 2007 ; Martin et al.,  2005 ; Resnick, Quinn, & Baxter, 
 2004 ). Bowers et al. ( 2001 ) found that nurses’ workload, 
attitude towards work, and patient outcomes were 
impacted by “time” and suggested that time constraints 
limit nurses in their ability to provide adequate infor-
mation and implement evidence-based pain manage-
ment. Resnick found that workload demands related to 
documentation were a common challenge when imple-
menting CPGs within 23 LTC facilities (Resnick et al., 
 2004 ). In light of these demands, they recommended 
“keeping it short and sweet” using a step approach to 
prevent overburdening the implementation sites. 

 Given that barriers to pain management exist at dif-
ferent levels within the system, it seems logical to use a 
multi-level approach to address these barriers. A few 
pain management programs that have targeted mul-
tiple levels within the LTC system have been reported 
with similar barriers identifi ed (Baier, Giofford, Patry, 
Banks, Rochon, DeSilva et al.,  2004 ; Jones et al.,  2004 ; 
Resnick et al.,  2004 ; Weissman, Griffi e, Muchka, & 
Matson,  2001 ). Generally, these programs propose that 
pain management must become an organizational pri-
ority before any sustainable changes in care processes 
can be realized. Hadjistavropoulos et al. ( 2009 ) out-
lined key elements within a transformational model of 
pain management in LTC that include integrating pain 
assessment and management into a feasible and working 
clinical model of care, ideally led by a nurse practitioner. 
Furthermore, LTC facilities should report the results of 
this clinical model of care to responsible governmental 
authorities and to the public (Hadjistavropoulos et al., 
 2009 ). Spross ( 2001 ) argued that more attention needs to 
be focused on addressing the cultural aspects of organi-
zations in future attempts related to improving pain 
management in LTC. Although the cultural aspects or 
barriers are not always explicitly identifi ed, institutional 
change is a process that requires support and reinforce-
ment (Spross,  2001 ).  

 Development of Interdisciplinary Model to Improve 
Pain Management 

 Once the quantitative and qualitative data were ana-
lyzed, we developed an approach to modify the pain 
protocol intervention in light of identifi ed barriers to 

pain management and the implementation of the pain 
protocol. Initial drafts of the model were reviewed and 
refi ned by the team. Once consensus was reached on 
the fi nal version of the model, an external pain expert 
reviewed it for content validity. In addition, we pre-
sented it to clinical and administrative representatives 
from each intervention site. 

 Based on the quantitative and qualitative fi ndings and 
drawing from other reported pain management pro-
grams (Jones et al.,  2004 ; Weissman et al.,  2001 ; Baier 
et al.,  2004 ), a multi-tier model was developed with 
proposed interventions to address identifi ed barriers 
at each level (see  Figure 1 ). The interventions are orga-
nized to highlight accountabilities associated with 
each level: the resident, family, UCP, licensed health 
care providers (both on-site and off-site), organization, 
and system.     

 Within this model, the resident is represented as the 
focal point with interacting family and health care pro-
vider layers according to the amount of direct contact 
that each has with the resident while managing resi-
dent pain. As depicted in the model, the resident 
should be encouraged consistently to report pain to 
health care providers so that an individualized ap-
proach to pain management can be developed. If the 
resident is not able to communicate pain to health care 
providers, then the family should act as a proxy and 
receive support from the health care team when 
needed. 

 Particular emphasis has been given to the UCP role in 
pain management within this model. While all groups 
of participants emphasized the importance of the UCP 
role to manage resident pain effectively, this role seemed 
undervalued by some participants. Given the chal-
lenges of assessing pain that were described previously, 
UCPs are in a pivotal position to fi rst recognize it which 
is a critical step to ensure that pain is addressed. Thus, 
UCPs need to have the required knowledge, skills, and 
tools for assessing pain, and they need to assume an 
empowered role in assessing and reporting pain to li-
censed nurses. Licensed nurses must be receptive to 
UCP reports of resident pain, and have the knowledge 
and skills to use appropriate pain assessment tools and 
implement both non-pharmacological and pharmaco-
logical interventions to manage pain effectively. Resi-
dent pain should be evaluated and documented on an 
ongoing basis and interdisciplinary collaboration opti-
mized using such strategies as care conferencing and 
interdisciplinary communication tools. 

 At the organizational level, pain assessment and man-
agement needs to be included in the orientation of 
new staff. Staff should be involved in organizational 
decisions that affect their pain management practices. 
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Evidence-based policies and procedures should be de-
veloped and implemented while allocating adequate 
resources to do so. A focus at the system level is 
needed to ensure that pain management is explicitly 

addressed in governmental regulations and that real-
istic and evidenced-based compliance and accredita-
tion standards are developed on the basis of these 
regulations. 

 

UNREGULATED
CARE PROVIDERS

LICENSED HEALTH 
CARE PROVIDERS

ORGANIZATION 

SYSTEM 

FAMILY

RESIDENT

• Acquire knowledge 
& skills needed for 
identifying pain 

•  Assume an 
empowered role in 
identifying pain using 
simple tools for 
practice

•  Report resident pain 
to licensed nurses on 
every shift 

• Act as proxy 
when resident is 
unable to report 
pain

•  Obtain 
support when 
needed

• Report pain 
consistently to health 
care providers 

•Individualize pain 
management approach 
based on abilities & 
preferences 

• Acquire knowledge & skills 
needed for managing pain 

•  Use appropriate tools to assess 
pain considering residents’ level of 
cognitive impairment 

•  Increase use of 
nonpharmacological interventions & 
scheduled pain medication dosing 

•  Document & evaluate pain 
assessments & treatments on an 
ongoing basis 

•  Optimize interdisciplinary 
collaboration & communication

•  Develop policies & 
procedures for pain 
management
•  Include pain 
management in 
orientation to new staff
•  Involve staff in 
decision-making about 
changes in practice 
•  Provide adequate 
resources for pain 
management for staff 
•  Encourage residents 
to disclose their pain

• Institute 
governmental 
regulations that 
address pain 
management in LTC 

•  Develop evidence-
based compliance and 
accreditation systems 

•  Allocate adequate 
resources for pain 
management

 

 Figure 1:        An action-based approach to improving pain management in long-term care (LTC).    
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 The interdisciplinary model we have proposed here of-
fers a number of recommended actions that may pro-
vide some direction for future initiatives aimed at 
improving pain management in LTC. Strengths of this 
model lie in its culmination of research fi ndings, from 
this study as well as other important work, with a par-
ticular emphasis on the need for interventions to be 
directed at specifi c and multiple levels within the LTC 
system. This model draws attention to the importance 
of the UCP role and the need to empower this role 
within the interdisciplinary team to improve pain 
management. It highlights the importance of address-
ing organizational issues and their potential impact on 
other levels within the model. Future evaluation 
studies of this model are needed to further assess its 
validity, applicability, and feasibility in LTC. 

 To ensure that our fi ndings are generalizable, further 
research should investigate other LTC facilities in 
North America and elsewhere, as well as other impor-
tant health care providers such as social workers, occu-
pational therapists, and speech therapists, to name a 
few. We did not sample family members directly but, 
rather, encouraged participants to share their thoughts 
about perceived barriers to pain management at the 
family level. Future work should sample this unique 
group so that their insights and personal experiences 
can be explored for comparison with these fi ndings.    

 Conclusions 
 Pain management is an important issue in LTC. How-
ever, many barriers exist that preclude optimal pain 
management in this unique setting. Efforts to address 
these barriers need to focus on multiple levels within 
the health care system in order for pain management 
programs to be fully realized. Future research is needed 
that evaluates ways of treating pain using both phar-
macological and non-pharmacological interventions. 
These interventions need to be housed within an effec-
tive knowledge transfer approach that promotes their 
sustainability in practice. Moreover, the translation of 
newly developed policy to practice related to pain 
management needs to be evaluated. In Ontario, for ex-
ample, new LTC regulations have recently been devel-
oped with a particular focus on improving pain 
management. Future research is needed to examine 
these changes in policy in terms of their impact on res-
ident outcomes. With more attention given to im-
proving pain management in LTC, it is hoped that 
unnecessary suffering for this vulnerable population 
will be alleviated.     
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