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Background: With respect to high prevalence of chronic pain in the elderly, identifying factors influencing on its management process 
is very important.
Objectives: The present study aimed to understand this management process and its setbacks in the elderly.
Materials and Methods: The grounded theory approach using unstructured interviews and observation of participants were the main 
methods for data collection. Study participants consisted of 30 old people with chronic pain, 3 relatives, and 29 health care providers 
selected with purposive and theoretical sampling methods in Ahvaz. Sampling was continued until data saturation reached. Data analysis 
was performed concurrently with data gathering based on Strauss and Corbin’s proposed method. Data rigor (trustworthiness) was 
confirmed by Lincoln and Gubba’s approach.
Results: Vulnerability was one of major themes extracted as parts of a Grounded Theory study results, which composed of three categories: 
functional impairment, disability, and limitations. Many participants had functional impairment in their mood and emotional, social, 
and psychological aspects and encountered a series of disabilities for doing their daily activities. Moreover, they had limitations in physical 
as well as environmental aspects, all of them influenced their pain management.
Conclusions: Chronic pain in the elderly has often been assessed and treated inadequately; therefore, attention to their problems and 
limitations may be useful in developing a comprehensive caring program and managing effectively their chronic pain.
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1. Background
Chronic pain is one of the most prevalent medical prob-

lems in the world (1) and affects millions of the people ev-
ery year who are deprived of proper treatment (2, 3). This 
pain may affect different age groups; however, it particu-
larly affects more the elderly, as one-third of them may suf-
fer from one or more chronic pains (4). Different diseases 
such as arthritis, osteoporosis, and vascular disease induce 
chronic pains (5). It is also prevalent among residents of 
nursing homes in Iran, because this pain is significantly 
associated with depression and decrease in life quality (6).

The pain condition among elderly may be deteriorated 
by their reluctance to report it, or to accept it (as a nor-
mal process for older patients), or fear of medical inter-
ventions (7). Moreover, due to these beliefs and lack of 
knowledge, the pain condition among older people may 
become worse. Thus, they become anxious, depressed 
and hopeless, and these factors further compromise their 
quality of life (8). The consequences of chronic pain are 
considerable among older people, which include loneli-
ness, social isolation, depression, impaired functional 
mobility, and ambulation.

This condition result in increased healthcare utiliza-
tion and financial costs for the society (over € 200 billion 
a year in Europe, and $ 635 billion a year in the USA in 
2008) (9).

Regardless of the grows of the old population in the world 
and Iran (10, 11), evidence shows that the pain has managed 
inadequately in spite of its high prevalence (4, 11). In fact, 
it has sometimes been neglected by the policy makers and 
health care planners (5), whereas pain management is one 
of the most fundamental human rights (12). 

Pain management is not confined to pharmacological 
and non-pharmacological interventions but extends be-
yond pain relief, and includes quality improvement, pro-
ductivity, and enjoying life (13).

Attention to barriers that originates from the viewpoints 
of the elderly, their relatives and health care providers is 
necessary for effective chronic pain management. There 
is an enhancing collaboration between parties, to reduce 
these barriers, increase safety and quality of life, while de-
crease costs for patients and the community, which is use-
ful for comprehensive caring program development. One 
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of the chronic pain management barriers among elderly 
is vulnerability. Vulnerability is the failure to engage in 
self-care activities, which adequately regulate safe and in-
dependent living, or to prevent conditions or situations 
that adversely affect personal health and safety (14, 15).

Vulnerable older adults may have poor personal care 
and nutrition, have difficulty managing basic medica-
tions and personal finances, or live in unsafe environ-
ment regardless of physical appearance or behavior (16). 
Furthermore, they are at risk for neglect, exploitation, 
and numerous safety hazards, as well as functional im-
pairment, medical morbidity, and death (17-19). Thus, 
above-mentioned problems can diminish their ability 
to perform personal-care tasks and protect themselves. 
Qualitative research could be useful, whenever there is 
not enough knowledge about the study subject (20).

2. Objectives
In the present study, qualitative research was used be-

cause there is little research or knowledge about the 
experiences of the elderly regarding chronic pain man-
agement from their viewpoints. It includes the practical, 
physical, and psychological issues they faced, also how 
the elderly with chronic pain could handle it and how 
we might better support them in these efforts. Finally, we 
tried to obtain information of chronic pain management 
process and its barriers in the elderly from participant’s 
perspectives. 

3. Materials and Methods

3.1. Data Collection
Strauss and Corbin Grounded theory approach was ap-

plied for a more enhanced identification of chronic pain 
management process in the elderly in Ahvaz during 2012-
13. Grounded theory approach includes several steps that 
their careful execution will emerge one hidden theory on 
information as the outcome (22).

Data collection was started with purposeful sampling 
followed by theoretical sampling. During theoretical 
sampling, selection of each participant was based on the 
gathered data from previous sample or samples (22, 23). 
The selection criteria for elderly people participated in 
this study were as follows: ≥ 60 years of old, having ex-
perience of non-cancerous chronic pain, fully conscious-
ness, willing to explain their emotions and experiences 
relevant to study subject, could speak in Persian, having 
efficient mental stability for transformation of experi-
ence, no history of cognitive disorders (which deter-
mined by gaining 6 score or higher in Iranian Version of 
the Abbreviated Mental Test Score) (24), and having not 
psychological disorders, blindness, and deafness con-
firmed by their physicians.

In addition, elderly participants were selected with 
maximum variation such as age, sex, educational back-

grounds, as well as socioeconomic and marital status, liv-
ing with wife, widows and staying with families or rela-
tives. The selection criteria for other participants were 
having a good deal of information related to chronic 
pain management among elderly relatives and health 
care providers, also willing to explain this information.

Hence, after gathering data from initial interviews with 
elderly people, primary categories emerged, which guid-
ed researchers for other interviews with some of their 
relatives and health care providers until selected persons 
could help for better clarifying of theory evolution. 

The participants of this study were as follows: 30 elderly 
people over 60 years old, 3 elderly relatives, and 29 health 
care providers whose work were more related to chronic 
pain management in the elderly. The group of health care 
providers composed of 3 general physicians with MPH 
degree in geriatrics, 3 geriatric nurses, 3 psychologists, 
3 physiotherapists, 3 specialist in clinical nutrition, 2 or-
thopedists, 2 neurologists, 1 neurosurgeon, 2 anesthesiol-
ogist, 2 specialist in clinical pharmacology, 2 psychiatrist, 
1 occupational therapist, and 2 social workers.

Unstructured interviews, memo writing and observa-
tion of participants’ nonverbal behaviors were the main 
methods of data collection, which continued until data 
saturation occurred (21). Before each interview, all par-
ticipants were explained about the purpose of study 
and confidentiality of the information and recordings 
interviews. Then, the written consent was obtained with 
regard to willingness to participate in this study. The in-
terviews were conducted face to face by the researcher 
either in the nursing homes, participant’s homes, hospi-
tals, medical clinics or parks within Ahvaz based on the 
respondents’ preferences.

The interviews were conducted based on an open ques-
tion and followed by probing questions to satisfy the 
study goals. The elderly interviews were started with open 
questions such as “what can you say about your pain?” 
and for their relatives, “what can you say about the pain 
of your elderly relative?” and for the health care provider, 
“what can you say about chronic pain management in 
the elderly?” Then the pursuit questions were discussed 
based on of participants' information that clarified the 
investigated concept. The next interview questions were 
designed on the basis of extracted categories. In addition, 
probes such as “Could you tell me more about that?” and 
“What do you mean by that?” were used to obtain more 
in-depth responses.

Regarding the time of each interview, Filed and Morse 
recommended that it should not be longer than one hour, 
but experience shows interview’s duration depends on 
interviewee (25). In the present study, the interview with 
each participant was conducted in one session, which 
lasted 30 to 50 minutes, based on participants tolerance 
and interests and was recorded by a voice recorder.

In order to obtain trust and confidence in transmission 
of participants ' speech, interviews were transcribed ver-
batim exactly to their colloquial language, then typed 
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digitally and rechecked for accuracy. Next, the texts were 
read several times to obtain a full perception of their con-
cepts and immediately organized and analyzed by quali-
tative analyzing software MAXQDA 10. Furthermore, par-
ticipants’ nonverbal behaviors during the interview were 
investigated, recorded and analyzed at the end of each 
interview. All of interviews and observations conducted 
by one researcher.

Content analysis of the interviews was performed ac-
cording to Strauss and Corbin’s method of constant 
comparison (23). All of data obtained from transcripts, 
observations of participants’ nonverbal behaviors and 
memos analyzed concurrently. Analysis of the interview 
data was a guide for selection of subsequent samples and 
sampling continued until data saturation. 

Open, axial, and selective coding were used for data 
analysis. In the open coding process, concepts related 
to study were identified and coded based on two cod-
ing techniques either the in vivo codes were respondent 
speech or observed their status during interview or im-
plied by inferred codes by the researcher.

In axial coding, coded data were firstly compared with 
each other; then, primary codes were reduced to subcat-
egories, and the categories were developed. The similar 
categories were combined and compared to others with 
respect to their differences until more abstract catego-
ries appeared. 

Finally in axial coding, the main categories with subcat-
egories were related to each other, based on the paradigm 
of “causal conditions,” “context,” “controlling strategies,” 
and “consequence of strategies”. In the selective coding, 
researcher identified the variables and main concepts 
and selected the topics for the concepts (21, 23).

In order to assure the data rigor, the four scales of trust-
worthiness recommended by Lincoln and Gubba, which 
consist of credibility, conformability, dependability and 
transferability (26). Thus, for gaining confidence of data 
credibility, the researcher had longtime relation with 
study places, which aided him to attract participants' 
trust and assist to reach a better understanding of study 
environment. 

In addition, sampling guidelines, including diversity 
in selecting participants and gathering data were used; 
this technique led to obtain more data validity based on 
conducted variety, extension of participants, and demo-
graphic indexes.

To determine the conformability of the results and 
confirm data accuracy and codes, we used revision by 
the participants (Member check), namely after coding 
process, returning the text of the interview to them for 
accuracy assurance of codes and explanation were con-
ducted. Then, correction of codes would be conducted if 
earned codes hadn’t matched with explanatory partici-
pant’s codes. 

To determine data dependability, some of the interview 
texts were revised by colleagues (Expert check), and as 
the more codes and categories emerged the research was 

revised by three other faculty members. This revision 
showed 86%-90% agreement in derived results. We used 
method of Polit and Hungler to compute agreement rate 
(26). For instance, if the number of emerged codes in one 
interview by a researcher was 92 codes, and the second 
person agreed upon 81 codes out of the total 92 codes, 
this was calculated to a rate of 88.04%.

The results were discussed with samples who had not 
participated in this study for confirming data transfer-
ability and their viewpoints in the line of our assessed 
results and found as that confirmed too. 

Moreover, for increasing data validity and acceptability, 
different methods were used

 such as constant observation and investigation, des-
ignation of efficient time for data gathering, well com-
munication with participants and conducted interviews 
in suitable places selected by them (such as the nursing 
home, participant’s home, hospitals, medical clinics or 
parks, which are located in Ahvaz City). 

4. Results
This study were conducted on 30 old people with 

chronic pain (14 women and 16 men) aged 61-84 (Mean = 
67) years, 3 old relatives (2 men and 1 woman) aged 35-57 
(Mean = 40) years, and 29 health care providers whose 
work were more related to chronic pain management in 
the elderly (13 women and 16 men) with working experi-
ence of 1-30 (Mean = 16) years, which had different spe-
cialty and work experience. With respect to participants’ 
viewpoints and content data analysis, three categories 
composed of functional impairment, disability, and limi-
tations were created, which vulnerability was one of the 
major themes (Table 1).

When participants in this study were questioned in rela-
tion to chronic pain and its management, many of them 
stated that although there is no possibility of a complete 
cure, but it is believed that the pain is manageable and 
should be reduced drastically in order to return to nor-
mal life. Here is one of the elder's statement:

“This pain is a dissonant thing and not a good thing, 
cannot become well and will not be like the first, but may 
get better, took control and does not make progress, put 
down the pain.”

An anesthesiologist remarked: 
“We don't cure chronic pain; we manage it. Therefore, 

the patient should know that the day comes. It’s a chronic 
process and improvement may not be 100%.”

Many of the health-care providers participated in this 
study believed that the barriers should be identified for 
determining a caring plan for these patients, until effi-
cacy of therapeutic intervention increases. A neurosur-
geon said:

“Human is multifactorial being, if, as a physician, we fo-
cus to only remove the disease, sometimes reach to the 
opposite effects; hence, if we see to all of patient’s living 
factors, we can help them better. For example, regarding 
their living style, sometimes a person needs a surgery but 
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says that I live alone, and there isn’t anybody for helping 
me, even for 2 days I do not have any assistant and helper, 
so we stop his operation, because he will need to post op-
eration factors but that isn’t here.”

Table 1.  Theme, Categories and Subcategories

Vulnerability

Functional Impairment

Mood and emotional

Social

Psychological

Disability

Indoor daily activities

Outdoor daily activities

Limitations

Individual

Environmental

4.1. Vulnerability
Medical staff participating in this study believed that 

the vulnerability is a barrier in the chronic pain manage-
ment among the elderly. They stated that abilities of the 
elderly decrease with old age and they typically encoun-
ter with restrictions and disabilities in their private life 
and treatment process. In this respect, a GP with an MPH 
degree in "Aging" said:

“Elderly patients may not have disease but their physi-
ologic reserve has diminished; therefore, you see that the 
elderly are more vulnerable than the younger people, a 
little stress doesn't create any problem for a young per-
son, but in the older people the same stress can cause a 
disease.” The three concepts of functional impairment, 
disability, and limitations compose the theme of vulner-
ability, and all of these factors influence on the manage-
ment of chronic pain.

4.2. Functional Impairment
One of the most important factors related to the elder-

ly's vulnerability is the functional impairment in the their 
mood and emotional, social and psychological aspects of 
life that cause many problems for the elderly. Regarding 
the mood and emotional aspect, many statements were 
expressed, including lack of life enjoyment, impatience, 
feeling of being hurt, sadness and not bothering to take 
pain relief medication. As one of the elders said: “I have 
not enjoyed my life a bit since I had this pain. Now I have 
reached a point that the only joy in my life is to see my 
children reach a certain level of stability in their lives.”

Accordingly, a number of healthcare providers partici-
pated in this research believed that many of the elderly 
suffer from depressed mood and emotions and their 
quality of life decreases gradually. In this context, a psy-
chiatrist stated:

“Chronic pains sometimes cause impatience (feeling of 
being bored), sadness and a decrease in the life quality 
among the elderly.”

With respect to the social aspect, a large number of el-
derly mentioned a series of factors causing problems in 
their pain controlling process, including the rising ten-
dency towards isolation, feeling worthless, staying at 
home, difficulty in performing duties at home and fee-
ing of making troubles for others, including the family 
members.

In this regard, an elderly said: “I always stay at home. 
I cannot go anywhere, and most of my daily chores are 
done by my daughters and there is nothing I can do 
about it. I guess it is my destiny.”

Similarly, a physiotherapist said: “Usually the tendency 
of staying at home rises, while the tendency of spend-
ing time with others gradually decreases among the 
elderly with chronic pain. Thus, we will try to identify 
more active social networks around them in order to 
activate them and ask their family members to have a 
more active attitude towards their elderly and giving 
them more support. ”

Regarding the psychological impairment, many factors 
were mentioned by the elderly, including inappropriate 
mental reactions, concerns of slipping and falling down, 
worsening the pain, side effects of different treatment, 
and gradual decreasing of mobility. 

One of the elder's relative commented:
“My mum often says that she has pain and prefers to 

lie down when we ask her to go for a short walk. She is 
afraid of slipping and falling down and breaking a part 
of her body.”

In this regard a physician said:
“When we ask some of the elderly with severe osteoar-

thritis of the knee to undergo a knee surgery, they usu-
ally refuse since they are afraid of not awakening after 
anesthesia.”

4.3. Disability
Disabilities due to aging at indoor and outdoor daily ac-

tivities were a base for the elderly's vulnerability, as these 
disabilities impair the person's life, make discomfort and 
induce several problems in the treatment and care of the 
elderly. For example, when an investigator was referred 
to a retirement center for interview with the elderly with 
chronic pain, saw an old lady who barely walked with a 
cane, her face was very tense, and she mumbled some-
thing, then, after her agreement to participate in the 
study she said: 

“Right now, I'm in torment; the pain is bothering me, 
because I cannot do any activity, I must have a car that I 
could go somewhere. Before, I performed my works by 
walking and now I cannot and this is a torture for me, 
I have problem for going to the toilet and I must to use 
the bowls toilet, my travel has diminished, and I travel if I 
know there are bowls toilet there.” 
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4.4. Limitations 
Participants in this study declared that, there are many 

limitations in individual and environmental activities 
among the elderly which can lead to their vulnerabilities. 
In this context, a rehabilitation specialist stated:

 “Elderly limitations make their treatment a little differ-
ent from young patients. For example, a young person 
might have a limitation of motion in the knee joint, it’s 
very easy for me to force into his knees, but if I exert the 
same force into an elderly knees, he gets hurt.”

Study participants were mentioned social restrictions 
such as bad weather conditions, lack of social support 
and a high percentage of suffering from chronic pain in 
limited environments. On the other hand, problems of 
access to health care systems, high costs and limitations 
of treatment in the provision of care were mentioned in 
the health-care systems constraints. In this context, one 
of the elders said:

“The drugs are expensive, there are very expensive for 
daily use. We don’t know to whom we complain. How 
much is the salary of retiree? I want my God to be satis-
fied with me, then I die.” 

5. Discussion
According to participants’ viewpoints, chronic pain 

management in the elderly means controlling physical, 
psychological and social aspects of pain until the elderly 
could have independent lives and perform their roles ac-
cording to their life stage.

Based on the study results, chronic pain cannot be 
cured completely; however, this pain and its side effects 
must be managed. As Weiner declared: "Though chronic 
pain is not a normal part of aging, but it should be treat-
ed aggressively with respect to several issues for the el-
derly." Moreover, treatment of the elderly pain should be 
performed very fast because it may provide significant 
relief and improve quality of life and health status (27). 

In this area, attention to the roles of facilitators and bar-
riers in effective management of this pain are essential. 
In this regard, Bair and colleagues identified the chronic 
musculoskeletal pain facilitators and barriers in a quali-
tative study for improving self-management and increas-
ing the effectiveness of therapeutic interventions (28).

Vulnerability was one of the themes extracted from 
the participants’ opinions and also the analysis of data 
content, which identified as a barrier for proper control 
of chronic pain. Vulnerability is susceptibility to health 
problems, helplessness, need of protection, and loss of 
control that individuals experienced during life transi-
tions (29). 

Study results showed that the three categories of func-
tional impairment, disability and limitations compose 
the vulnerability theme. Also, Naik and colleagues in 
their research described social services and health pro-
fessionals’ perceptions of vulnerability among older 
adults living in the community. They concluded that vul-

nerability comprised four themes: inability to perform 
daily activities, lack of social support, sociodemographic 
factors, and neuropsychiatric conditions (30).

One of the categories that forms vulnerability theme is 
functional impairment in the mood and emotional, so-
cial and psychological domains among the elderly with 
chronic pain. Many factors such as lack of life enjoyment, 
impatience, feeling heart, sadness and tired of taking 
pain medication were identified in relation to the mood 
and emotional impairment areas, which makes them vul-
nerable to pain.

In this respect, the results of the other studies showed 
that the lack of chronic pain management can affect 
physical and psychological status of the elderly living, as 
induce poor sleep, disturbed appetite, weight loss, cogni-
tive impairment, suicide risk, mood disorder (such as de-
pression and anxiety), impaired functional mobility and 
activities of daily living and finally decrease in the quality 
of life in elderly and theirs family (31, 32).

low social contacts with others was revealed as one of 
the functional impairment in social domains, as they 
must or like to have low social contacts and live alone 
while this problem increase their vulnerability (33). Be-
cause, they have small and restricted social networks, 
their isolation, absence of family support, and lack of 
education further increase their vulnerability (34-36). 

Study results showed that concerns about the conse-
quences of therapeutic actions such as paralysis, drug 
interactions and being grounded were mentioned as 
other factors included in the psychological impairment 
domain, which have predisposing effects on their vulner-
ability. In the light of these results, other studies showed 
that the interaction of various medical pathologies and 
interventions with age-related body changes result in a 
physiologic change characterized by a decreased abil-
ity to respond to stressors. It causes vulnerability to ad-
verse health outcomes, such as functional impairment, 
falls, fractures, social isolation, hospitalization, etc. (37). 
Moreover, some of the older adults worry about adverse 
effects of analgesics, so this concern makes them not to 
use medication except when the pain is severe (38, 39). 

Hence, modification of these impairments by lifestyle 
changes in physical, psychological and social domains 
could be a considerable aid for pain management and 
improvement of their quality of lives (38, 40). 

Disability in routine indoors and outdoors activities was 
the other category that constitutes vulnerability. It causes 
several problems for the elderly, their relatives and health 
care providers. Disability is the impairment of daily activi-
ties in such a way that people cannot perform at least one 
of their daily activities and need some help in this regard 
(41, 42). Indeed, disability, aging, and illness can adversely 
affect the ability of an elderly to live independently by in-
creasing one’s vulnerability to health and safety risks (15). 
Vulnerable older adults are at risk for neglect, exploita-
tion, and numerous safety hazards, as well as functional 
impairment, medical morbidity, and death (17, 19).
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Thus, disability in the elderly is an important indicator 
for checking the community health (41), and it’s preven-
tion or postponing must be a major goal for public health 
(43). Study results showed that disability in routine ac-
tivities alters elderly's daily living as it decreases their 
comfort, and causes several problems in treatment and 
caring process. Hence, attention to chronic pain manage-
ment planning could be useful and decrease treatment 
problems. The other category that forms vulnerability 
is limitation in individual and environmental aspects. 
Elderly people encounter a great deal of individual limi-
tation because of their physiology and increase in degen-
erative disease prevalence that causes vulnerability in 
them (37).

Restriction in the movement was one of the major limi-
tations, because it induces overweight, low social commu-
nications, depressed mood and low quality of life. In this 
regard, Qiu and colleges declared that mobility restric-
tion in vulnerable elderly may put them at higher risk of 
developing physical and mental health problems (44). 

In fact, older people are more susceptible than younger 
people to poor outcomes, including increased disability, 
symptom burden, and mortality. This may be due in part 
to reduced physiological reserve, and multisystem func-
tional decline associated with normal aging (45). Thus at-
tention to and controlling these restrictions can reduce 
medical intervention complications. Making decision for 
the control of social problems, health and medical sys-
tem limitations (discussed in environmental domains) 
can help to better manage chronic pain. Besides the pain, 
older persons suffer from functional disability. Conse-
quently, they may become more dependent and inactive. 
Likewise, many barriers such as cost, access to health 
care, related disorders, attitudes of health professionals, 
and lack of communication (mentioned by Lansbury) 
must be overcome in order to achieve effective chronic 
pain management among the elderly (46).

Finally, we can conclude that as chronic pain in the el-
derly is not usually relieved properly and induce many 
problems for the elderly, relatives, health-care provid-
ers, and also society, attention to their problems and re-
strictions may be useful in developing a comprehensive 
caring program and effectively managing their chronic 
pain. Moreover, we can reduce adherence barriers and 
costs for patients and society, increase safety, and finally 
improve their quality of life. 

5.1. Ethical Considerations
During the research, confidential and freedom of stay-

ing or leaving the study has been respected for the partic-
ipants. This study was confirmed by Ethics Committee of 
Shahid Beheshti University of Medical Sciences in Tehran 
and Jundishapur University of Medical Sciences in Ahvaz. 
Also, written consents were taken from managers of the 
study fields and participants before start of data gather-
ing process.

5.2. Limitations
With respect to the living of participants in one geo-

graphic zone, generalizability of study results is restrict-
ed. Hence, suitable and different approach was used for 
its control such as triangulation in time, place and infor-
mant type in selection of participants, and data-gather-
ing methods. Though, more research would be needed 
for the better understanding of chronic pain manage-
ment in the elderly and its related factors.
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