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ABSTRACT

Aim: To compare demographic and pain char-
acteristics of older (C 65) vs younger (\ 65)
chronic non-cancer pain patients referred to a
community pain clinic in the Greater Toronto
Area (GTA), Ontario, Canada.
Methods: This is a retrospective study of 644
consecutive new patients with pain seen during
2016–2017 (older group n = 126; younger group
n = 518). Demographic characteristics, Brief
Pain Inventory pain ratings, and diagnosis were
obtained using retrospective chart review.
Patients were classified into group I (pure
biomedical pathology), group II (mixed

biomedical causes and psychological factors)
and group III (no detectable physical pathology
but psychological factors were considered
important).
Results: Older patients comprised 19.6% of the
overall population (higher than the average
GTA older population). Regarding older vs
younger group, male/female ratio was 1:1.3 vs
1:1.7 respectively, while 71% of the older
patients were foreign born vs 37% of the
younger group (p\0.001). Low back was the
most prevalent pain site for both groups; 70% of
the older patients were classified as group I vs
35% of the younger patients (p\0.0001), and
only 6% as group III (vs 18% of the younger
population, p\ 0.05).
Conclusion: The study points to considerable
differences between younger and older patients
with pain with the latter presenting with sig-
nificant biomedical pathology but lesser psy-
chopathology. The results are comparable to
those obtained from a university pain clinic as
well as a rural Northern Ontario clinic. Impli-
cations of the study for planning of pain care
are discussed.
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Key Summary Points

The present study is one of the very few
Canadian studies providing detailed data
on younger and older patients with
chronic pain in a community pain clinic
sample.

Older patients with chronic pain differ in a
number of important domains from
younger patients with chronic pain.

Older patients with chronic pain in this
community sample are more likely
present with greater physical and less
psychopathology as opposed to younger
patients.

INTRODUCTION

Chronic pain defined as pain that lasts for 3–-
6 months or more than expected [1] is a signif-
icant public health problem among many older
adults, often associated with worse health due
to greater functional impairment, disability,
depression, impaired sleep, and social isolation
[2]. It also poses a significant economic burden
on healthcare.

As the population of developed countries
ages, there has been an increase in the preva-
lence of conditions associated with persistent
pain across settings of care [3]. Approximately
one in three Canadians 65 years of age and
older lives with chronic pain [4, 5]. Specifically,
as many as 50% of older adults who live in the
community and 45–80% of those in nursing
homes suffer from chronic pain [6]. Given the
aging population in Canada, we can expect a
larger proportion of Canadians to be living with
chronic pain in the coming years. Although
chronic pain can have significant impact on the
lives of persons of any age, it may have a greater
effect on older patients than on younger adults
[7]. Managing pain in older adults is challeng-
ing because of multiple factors such as frequent
comorbid conditions, tendency of the elderly to

under-report pain or not ask for analgesia,
physicians’ reluctance to prescribe opioids
because of concern with addiction and negative
side effects to cite a few [8].

Some authors contend that geriatric patients
with chronic pain are distinctly ‘‘different’’ from
younger patients with chronic pain [9],
although others disagree [10]. It should be
noted that strong individual differences exist in
pain experiences and effects [11], while pain
burden is not evenly distributed throughout life
stages. Studies indeed show that with age there
is an increased risk of various types of chronic
pain (e.g. musculoskeletal system) [3]. However,
a previous study of ours from a tertiary care pain
clinic [12] showed that despite significant
biomedical problems (concordant with the
patients’ presentation), older patients (over
65 years of age) have significantly fewer psy-
chological factors contributing to disability
when compared to younger patients with pain.
Multiple factors may account for those findings
including differences in adaptation pathways to
chronic pain.

Although the existing literature has identi-
fied demographic differences in pain presenta-
tion of older patients in tertiary care pain
centres [12], less is known about the demo-
graphics, pain characteristics and diagnostic
profiles of older patients in community pain
clinics. Routinely collected health data provide
an opportunity to assist in healthcare decisions,
filling gaps in knowledge, and changing the way
institutions and governance work. It is now
more crucial than ever, given stark increase in
older populations with specialized needs in
Canada and other developed nations [3, 7], to
have continuous clinical information about
pain sufferers to ensure their safety, effective-
ness, and value, as well as to advance our
understanding and promote overall population
and individual pain care [3] and, in particular,
care for older individuals.

Therefore, the primary aim of the present
study is to describe the landscape of older vs
younger patients with pain in a community-
based pain clinic. This study, therefore, com-
pares demographics, pain characteristics and
diagnostic classification profile of older (C 65)
vs younger (\65) patients with chronic non-
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cancer pain referred to the Pain and Wellness
Centre (PWC), a non-interventional commu-
nity pain clinic located 45 km north of Toronto,
in the Greater Toronto Area (GTA) encompass-
ing 7124 km2 with a population of 6.4 million
(in 2016) [13].

METHODS

Design and Sample

This retrospective study was conducted on 644
consecutive patients with chronic non-cancer
pain who were referred by family doctors or
specialists to the PWC for a medical pain con-
sultation during a 24-month period (January
2016–December 2017). The study population
was divided into two age groups: older popula-
tion (C 65 years of age, n = 126) and younger
population (\65 years of age, n = 518). For this
study, the older population (C 65) included
individuals aged 65 and over and the younger
population (\ 65) included individuals 64 years
old and up to but not more than 6 months. All
patients filled out the standard PWC intake
form which included a consent form (accep-
tance of the patient to use his or her data
anonymously in aggregate format for research
purposes) witnessed by administrative staff.
This study was approved by the Research Ethics
Board of University of Toronto (protocol num-
ber 36903).

Data Collection

Data were collected using standardized intake
questionnaires completed by the patients at the
time of their original consultation, as well as
through retrospective chart review. These data
included demographics (age, sex, place of birth,
education, marital status, employment status)
and pain characteristics (site, primary pain
complaint, pain ratings on the Brief Pain Inven-
tory, duration of pain). ‘‘Place or country of birth’’
was used as identifier and patients were classified
as Canadian born (CB) and foreign born (FB).

Diagnosis was extracted from chart review by
experienced PWC clinicians (through the

detailed original consultation, review of records
sent at time of referral, as well as additional
reports and findings of investigations collected
during follow-up appointments). Pain mecha-
nisms were obtained from a detailed list of
biomedical disorders established during data
compilation, i.e. neuropathic pain (NP) disor-
ders (including brain and spinal cord condi-
tions, radiculopathies, neuropathies, etc.),
nociceptive pain (NC) disorders (including
osteoarthritis, soft tissue injuries, nociceptive
visceral pains, etc.) and mixed conditions
(neuropathic and nociceptive pain disorders).

Furthermore, the study population was divi-
ded into three diagnostic groups as follows:
Group I patients have a significant biomedical
condition(s) considered responsible for pain
symptoms and disability while psychological
influences are considered absent or minor.
Group II patients have a combination of
biomedical condition(s) and psychological/psy-
chosocial factors affecting pain perception and
disability. Group III patients lack findings con-
sistent with biomedical conditions, present with
high levels of emotional distress, disability and
pain severity, and psychological/psychosocial
factors are considered prominent in their pre-
sentation. The aforementioned categorization is
based on our established clinical practice as fol-
lows: all patients are seen in our centre referred by
their primary care physicians or specialists and
are evaluated extensively by two pain team
members, who obtain an explicit history
regarding their pain problems, as well as detailed
medical, surgical, psychiatric, and psychosocial
history; review past and current medications and
treatments received to date; as well as all imag-
ing, medical reports and surgical consultations
forwarded with the referral. The history is fol-
lowed by detailed neuro-musculoskeletal exam-
ination, and if needed additional investigations.
A group III diagnosis is not a diagnosis of exclu-
sion, i.e. made solely on the basis of lack of
detectable biomedical pathology (with current
means available), but is based on clinical expert
judgement that takes in account all sources of
information (history, physical findings, beha-
vioural observations, review of records, and lab-
oratory/medical/surgical reports and findings).
The aforementioned diagnostic classification has
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been explicitly described [12] and extensively
used in previous publications from our group
[12, 14–18]. A very small number of patients in
both age groups in the present study were not
given a diagnostic categorization because of lack
of final diagnosis (e.g. investigations were not
completed and/or the patient failed to show for
follow-up).

In regard to opioid use, based on daily total
morphine equivalent dosage (MED), the
patients were classified as low opioid users
(LOU) B 90 mg/ day of morphine and high
opioid users (HOU) C 90 mg/day of morphine.
The cut-off point of 90 mg/day between the two
opioid user groups was defined by the 2017
Canadian guidelines for safe and effective use of
opioids for chronic non-cancer pain [19]. Mean
dose and range were calculated only for prepa-
rations taken regularly that could be converted
to morphine equivalents. Additionally, current
cannabis use was recorded at entry point.

Statistical Analysis

Statistical analysis was performed using SPSS
(Statistical Package for the Social Sciences, ver-
sion 16.0). Pearson’s chi-square test or goodness-
of-fit test or chi-square test for independence was
used to analyse contingency of demographic
variables, pain characteristics, opioid users and
diagnosis data between the elderly and younger
population. Student’s t test was used to analyse
pain ratings and opioid consumption between
the elderly and younger subjects and binomial
proportions were used for comparing individual
variables between both the groups. At a 95%
confidence interval, statistical significance was
shown by using two-sided p value of less than
0.05. When the denominator is different as a
result of missing data, the exact number will be
indicated in brackets.

RESULTS

General Demographic Data

Notably, women outnumbered men in both
groups, but more so in the younger population

(M/F ratio 1:1.3 for the over 65 group versus
M/F ratio 1:1.7 for the younger group). The
older group comprised 19.6% of this cohort.
Younger patients were more likely to be Cana-
dian born, single, and more educated, with half
of them holding some form of employment,
while three quarters of the older patients were
retirees. The older population was largely for-
eign born (71%) as compared to the younger
population (37% foreign born). Younger
patients had twice as many emergency visits
(18%) as compared to older patients (9%), and
twice as many allied health encounters (proba-
bly because they were more likely to have
extended health benefits). Demographic char-
acteristics for both groups are summarized in
Table 1.

Duration, Severity and Factors Associated
with Onset of Pain Problem

The numerical pain rating for the patients’
average pain at the time of the consultation (7/
10) and the BPI pain interference score (47 ± 14
and 49 ± 14) were no different between the
older and younger groups. However, duration of
pain complaints was much longer for the older
population (127 months vs 78 months;
p\0.001). For almost half of the older patients
(56%), disease states (osteoarthritis, diabetic
neuropathy, degenerative disc disease, spinal
stenosis, etc.) were the primary cause for their
pain problems, as opposed to car accidents
which were the leading cause of chronic pain
for the younger group. Low back pain was by far
the most prevalent site of pain for both groups.
Low back pain as the only site of pain was pre-
sent in 25% of the older population as com-
pared to 13% in younger population
(p\ 0.001). Multi-site pain (four or more sites)
was more prevalent in the older group (37%) as
compared to 21% of the younger cohort. The
results are shown in Table 2.

Diagnostic Categorization

The majority of the older patients (70%, n = 85)
were classified as group I (with primarily
biomedical pathology) as compared to 35% of
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Table 1 Demographic characteristics: older vs younger patients

Demographic variables Older patients
‡ 65 years

Younger patients
< 65 years

p value

Gender N = 126 N = 518

Male 54 (43) 192 (37) 0.2301

Female 72 (57) 326 (63)

Male/female 1:1.3 1:1.7

Age (mean ± std) 74 ± 6 45 ± 12 0.001

Country of birth N = 126 N = 517

Canadian born 36 (29) 328 (63) 0.001

Foreign born 90 (71) 189 (37)

Marital status (N = 637) N = 125 N = 512

Single 3 (2) 131 (26)

Divorced 13 (10) 47 (9)

Widow 28 (22) 6 (1)

Common law 0 24 (5)

Married 81 (65) 293 (57)

Separated 0 11 (2)

Level of education (N = 608) N = 115 N = 493

Elementary school/grade school or less 37 (32) 17 (3) 0.001

High school 37 (32) 136 (28)

College 24 (21) 201 (41)

University 9 (8) 75 (15)

Postgraduate 5 (4) 52 (11)

Trade school 3 (3) 12 (2)

Work status (N = 632) N = 121 N = 511

Full time work 4 (3) 171 (33) 0.001

Part time work 1 (1) 39 (8)

Unable to work 9 (7) 208 (41)

Retired (not working) 90 (74) 18 (4)

Self employed 7 (6) 49 (10)

Others 10 (8) 26 (5)

Number of years to immigration (years) (mean ± std) 50 ± 12 26 ± 15 0.001

Extended health benefits

Yes 27 (21) 198 (38) 0.0001
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the younger patients (p\0.0001). To the con-
trary, only 6% of the older patients were clas-
sified into group III (with prominent
psychological factors and little
detectable pathology) vs 18% of the younger
population (p\0.05) (see Fig. 1). The primary
pain mechanism in groups I and II (with major
or some biomedical pathology respectively) was
nociceptive in 64% (n = 266) of older patients
and 52% (n = 60) of younger. In regards to sex,
women were overrepresented in diagnostic
groups II and III (both associated with the
presence of psychological factors) in both older
and younger subgroups.

Opioids and Cannabis Use

Of the total sample, 44% of older patients and
32% of younger patients were consuming opi-
oids prescribed by their family physicians or
specialists. No statistical significance was
observed in high opioid users between the older
and younger population. MED could be calcu-
lated for 120/167 younger opioid users and
42/55 older opioid users. There was no differ-
ence in means and ranges between younger and
older low and high opioid users. The results are
detailed in Table 3. Current cannabis use was

minimal in the older patients (5%, n = 6) vs the
younger population (18%, n = 92) (\ 0.0001).
Details are presented in Table 3.

DISCUSSION

To summarize, our community-based chronic
pain clinic pragmatic data show that
patients[65 years of age accounted for 19.6%
of all new patients; women outnumbered men
in both groups; three quarters of the[ 65 were
retirees; with older patients twice as likely to be
foreign born, married or widowed and less
educated. Additionally, the older group had
much greater duration of pain complaints and
primarily biomedical pathology with the
majority classified as group I. Low back pain was
the single complaint in a quarter of the older
patients, while one third of them suffered with
multisite pain (four or more sites). Despite the
duration of symptoms and the biomedical nat-
ure of their pain generators, the older patients
displayed much less psychopathology as the
primary driver of their complaints (group III 6%
vs 18% in the younger patients) and visited
emergency much less frequently than the
younger group (9% vs 18%).

Table 1 continued

Demographic variables Older
patients‡ 65
years

Younger
patients< 65
years

p value

In past 2 years, visited following health professionals N = 126 N = 518

Emergency 11 (9) 94 (18) 0.0001

Physiotherapist 45 (36) 271 (52) 0.0008

Chiropractor 31 (25) 195 (38) 0.0059

Naturopathic doctor 4 (3) 33 (6) 0.1675

Massage therapist 28 (22) 206 (40) 0.0009

Psychologist 5 (4) 91 (18) 0.0001

Pain doctor 14 (11) 60 (12) 0.8807

Data are presented as n (%) unless otherwise stated
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An older study of ours [20] demonstrated
much higher levels of biomedical pathology in
foreign born specifically of European origin as
compared to Canadian born (therefore most of
them were classified as group I). The primary
area in which PWC operates has a very large

population of Italians (by birth or ethnic iden-
tification) based on 2016 Census subdivisions
(31.1%) or 2016 Census federal electoral dis-
tricts with 10% or more of population (53.5%)
[21]. On the basis of the aforementioned, we
submit that cultural factors are an additional

Table 2 Pain characteristics: older vs younger patients

Pain characteristics Older
‡ 65 years

Younger
< 65 years

P value

Primary pain cause N = 126 N = 518

Category of pain cause (N = 644) N (%) N (%)

Disease 71 (56) 103 (20) 0.00001

Spontaneous 19 (15) 113 (22)

Trauma 32 (25) 270 (52) 0.00001

MVA 12 (10) 168 (32) 0.001

Work related accident 9 (7) 32 (6)

Sport injury 1 (1) 21 (4)

Slip and fall 9 (7) 20 (4)

Surgery 0 15 (3)

Other trauma 1 (1) 14 (3)

[ 1 cause 3 (2) 30 (6)

Duration of pain (months) (mean ± std) 127 ± 179 78 ± 101 0.001

Pain rating on BPI scale

Pain on the AVERAGE (mean ± std) 7 ± 2 7 ± 2

Pain category N = 120 N = 497

Mild 4 (3) 27 (5)

Moderate 45 (38) 179 (36)

Severe 71 (59) 291 (59)

BPI pain interference score (mean ± std) 47 ± 14 49 ± 14

Pain body map site (N = 643) N = 126 N = 517

LBP presence in all groups 79 (62) 344 (66)

Single site LBP 32 (25) 69 (13) 0.001

Non-single-site LBP 47 (37) 275 (53)

Multi-site (4 or more sites including CWP) 27 (21) 193 (37)

Data are presented as n (%) unless otherwise stated
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variable contributing to differences between the
older group (with predominance of foreign
born) vs the younger group (with predomi-
nance of Canadian born).

Similarly, the greater prevalence of psycho-
logical factors in the younger patients may be
the driving force behind their earlier appear-
ance to our pain clinic and other clinics [12]
despite the relative lack of discernible physical
pathology.

Our findings in a GTA community pain
clinic are strikingly similar to the characteristics
of older patients documented in a Canadian
university pain clinic in downtown Toronto
[12, 20], and a Northern Ontario rural pain
clinic [22] (as well as personal communication
with Dr. Hadi Shojaei, July 24, 2022).

Based on the different studies cited above,
while it is unlikely that our results are the pro-
duct of chance, there are certain limitations
that remain, particularly because our present
data are collected from one site. A further lim-
itation relates to diagnostic accuracy with the
categorization we have been using regarding the
different diagnostic groups. While this grouping
has been used in many publications, formal
studies have not been conducted; therefore, one
cannot be totally certain that there is consis-
tency with this process.

While opioid use was not significantly dif-
ferent between the groups (44% of older
patients vs 32% of younger patients), cannabis
use was minimal in the older patients (5%) as
compared to 18% of the younger population.
Both numbers are very small, but the data were

collected prior to cannabis legalization in
Canada in 2018. On the basis of our current
clinical experience, a lot more older patients
have come forward asking for referral to a can-
nabis clinic since 2018 (though anecdotally in
our practice the dropout rate is very high as a
result of costs, ineffectiveness and/or side
effects).

Review of 2021 Census data shows a signifi-
cant increase in the population[65 years of
age (e.g. from 13.2% in 2007 to 18.1% in 2021
in Ontario). The different GTA regions served by
PWC report proportions of older than 65 years
of age individuals that may be lower than the
Ontario average, e.g. Toronto (17.1%), Peel
(14.7%), York (17%), Halton (16%), and Dur-
ham (15.9%) [13].

Much older literature reported under-rep-
resentation of older populations in pain clin-
ics [23]. However, newer studies clearly point
to increasing proportions of older patients in
pain clinics resulting from increasing numbers
of older patients with pain and better knowl-
edge about the existence of pain clinics. The
proportion of older individuals in our clinic,
as a matter of fact, clearly exceeds the num-
bers reported in the major GTA regions served
by PWC. We suggest that the great numbers
and the rather late presentation of older
patients for the first time to our clinic are due
to multiple reasons alone or in combination,
namely:

1. Increasing numbers of biomedical condi-
tions with advancing age (e.g. spinal and
joint degenerative changes, post herpetic
neuralgia, neuropathies, etc.), necessitating
expert pain management

2. Increased pain threshold and other physio-
logical changes with advancing age that
dull pain and delay referrals [24, 25]

3. Failure of previous treatments in interven-
tional clinics and local physiotherapy
clinics

4. Referring physician’s request for consulta-
tion to elucidate diagnosis and offer man-
agement as many older patients with
significant biomedical pain conditions are
considered inoperable

Fig. 1 Diagnostic group vs older and younger group
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5. Older patients’ stoic attitude, acceptance of
pain as a ‘‘natural consequence of aging’’, or
lower levels of entitlement [26] that delay
referrals (though stoicism has been consid-
ered not simply generational, but also a
sociocultural phenomenon [27])

6. Older adults’ lesser predisposition to
somatoform disorders (consistent with our
own data), which again delay seeking care
[28]

7. Family members or caregivers advocating
referral specifically to our clinic

Table 3 Opioid and cannabis use: older vs younger patients

Opioid intake Younger patients
£ 65 years

Older patients
< 65 years

N = 518 N = 126

Opioid users 167 (32) 55 (44)

Non opioid users 351 (68) 71 (56)

Opioid user categoriesa N = 120 N = 42

HOU (C 90 mg) 22 (18) 7 (17)

LOU (\ 90 mg) 98 (82) 35 (83)

AMED (mean ± std) 64 ± 87 (3–300) 57 ± 74 (2–510)

HOU (AMED) 224 195

HOU range 90–510 mg 90–300 mg

LOU (AMED) 30 30

LOU range 3–83 mg 2–83 mg

Cannabis useb

Currently using marijuana

Yes 92 (18) 6 (5)

Cannabis use N = 81 N = 7

Prescribed 36 (44) 5 (71)

Non-prescribed 38 (47) 2 (29)

Both 7 (9) 0

Reason for use N = 92 N = 5

Pain 60 (65) 3 (50)

Sleep 41 (44) 0

Increase appetite 12 (13) 0

Relaxation 34 (37) 0

Recreation 8 (9) 2

Data are presented as n (%) unless otherwise stated
AMED average total morphine equivalent dose, HOU high opioid user, LOU low opioid user
aThis category represents patients whose opioids could be converted to morphine equivalents
bNote that data were collected before the 2018 cannabis legalization in Canada
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8. In general, the reputation of our clinic that
ended up attracting patients from a much
greater area than the GTA

We stress that only the last two variables
may be specific to our clinic, while the first six
are applicable to the older populations in
general.

CONCLUSIONS

Our current observations regarding older vs
younger patients in a community pain clinic
serving the area of GTA, are very similar to the
data we collected almost 15 years ago from a
hospital-based academic pain clinic in down-
town Toronto [12], in terms of preponderance
of female patients, foreign born, retirees, length
of pain complaints, biomedical pain generators
and limited psychopathology, in
patients[65 years of age. The only differences
we observed between the two studies related to
opioid use and amount (with much greater
consumption of opioids by patients in the older
study); however, one has to take into account
the fact that during the last 15 years much has
changed in terms of opioid prescribing in gen-
eral, which may be reflected in our present
study. As we have stated before [12], patients
older than 65 years of age who attend our pain
clinic are indeed ‘‘a bird of a different colour’’.

Limitations of the study include population
selection bias and relatively small sample size.
However, our data may indeed have a wider
application in other pain clinic samples as our
present study and other studies point out.
Nevertheless, we are cognizant of the fact that
there are significant differences between differ-
ent pain clinics such as philosophies, diagnostic
classification, treatment approaches, specializa-
tion of providers, distance from the clinic,
preferences of patients, specific populations
that may be attracted to a clinic, etc.

The results of the study are important for
other pain clinics as well as policymakers and
administrators, in regard to planning resources
and related funding for different pain subgroups
(of note, in Ontario, the largest province in
Canada, the provincial Ministry of Health

provides funding to a number of pain clinics).
For example, younger patients with less
biomedical pathology and more psychological
factors contributing to the presentation are
more in need of interdisciplinary multimodal
pain management, while pain treatment provi-
ders will need to be cognizant of legal issues
pertaining to motor vehicle accidents (the
leading cause of pain in our younger group).
Alternatively, older patients are more in need of
biomedical approaches to pain management
(e.g. medications, injections or surgeries),
translation services (given the high numbers of
foreign born) and other (medical) services to
which pain clinics may refer such as psy-
chogeriatrics, diabetes management, etc.

Further larger pragmatic studies should, in
particular, examine older patients’ acceptance
of diagnosis, compliance, outcomes of treat-
ments, ethno-cultural factors, as well older
persons’ beliefs and attitudes in regard to illness
in general and pain in particular.
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2. Dueñas M, Salazar A, de Sola H, Failde I. Limitations
in activities of daily living in people with chronic

pain: identification of groups using clusters analy-
sis. Pain Pract. 2020;20(2):179–87.

3. Tsang A, Von Korff M, Lee S, et al. Common chronic
pain conditions in developed and developing
countries: gender and age differences and comor-
bidity with depression-anxiety disorders. J Pain.
2008;9(10):883–91.

4. Schopflocher D, Taenzer P, Jovey R. The prevalence
of chronic pain in Canada. Pain Res Manage.
2011;16(6):445–50.

5. Morris SP, Fawcett G, Brisebois L, Hughes J. A
demographic, employment and income profile of
Canadians with disabilities aged 15 years and over.
2017. https://epe.lac-bac.gc.ca/100/201/301/weekly
_acquisitions_list-ef/2018/18-48/publications.gc.
ca/collections/collection_2018/statcan/89-654-x/
89-654-x2018002-eng.pdf. Accessed 20 Sept 2022.

6. Satghare P, Chong SA, Vaingankar J, et al. Preva-
lence and correlates of pain in people aged 60 years
and above in Singapore: results from the WiSE
study. Pain Res Manage. 2016;2016:1–7.

7. Ali A, Arif AW, Bhan C, et al. Managing chronic
pain in the elderly: an overview of the recent
therapeutic advancements. Cureus. 2018. https://
doi.org/10.7759/cureus.3293.

8. Galicia-Castillo M. Opioids for persistent pain in
older adults. Cleve Clin J Med. 2016;83(6):443–51.

9. Dagnino APA, Campos MM. Chronic pain in the
elderly: mechanisms and perspectives. Front Hum
Neurosci. 2022;3(16):736688. https://doi.org/10.
3389/fnhum.2022.736688.

10. Dezutter J, Luyckx K, Wachholtz A. Meaning in life
in chronic pain patients over time: associations
with pain experience and psychological well-being.
J Behav Med. 2015;38(2):384–96.

11. Fillingim RB. Individual differences in pain:
understanding the mosaic that makes pain per-
sonal. Pain. 2017;158(Suppl 1):S11–8. https://doi.
org/10.1097/j.pain.0000000000000775.

12. Mailis-Gagnon A, Nicholson K, Yegneswaran B,
Zurowski M. Pain characteristics of adults 65 years
of age and older referred to a tertiary care pain
clinic. Pain Res Manage. 2008;13(5):389–94.

13. Census Profile. 2021 Census of Population. Statis-
tics Canada Catalogue no. 98–316-X2021001.
Ottawa. Released April 27, 2022. https://www12.
statcan.gc.ca/census-recensement/2021/dp-pd/
prof/index.cfm?Lang=E. Accessed June 1, 2022.

14. Mailis-Gagnon A, Yegneswaran B, Lakha SF, et al.
Pain characteristics and demographics of patients

Pain Ther (2023) 12:213–224 223

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
https://epe.lac-bac.gc.ca/100/201/301/weekly_acquisitions_list-ef/2018/18-48/publications.gc.ca/collections/collection_2018/statcan/89-654-x/89-654-x2018002-eng.pdf
https://epe.lac-bac.gc.ca/100/201/301/weekly_acquisitions_list-ef/2018/18-48/publications.gc.ca/collections/collection_2018/statcan/89-654-x/89-654-x2018002-eng.pdf
https://epe.lac-bac.gc.ca/100/201/301/weekly_acquisitions_list-ef/2018/18-48/publications.gc.ca/collections/collection_2018/statcan/89-654-x/89-654-x2018002-eng.pdf
https://epe.lac-bac.gc.ca/100/201/301/weekly_acquisitions_list-ef/2018/18-48/publications.gc.ca/collections/collection_2018/statcan/89-654-x/89-654-x2018002-eng.pdf
https://doi.org/10.7759/cureus.3293
https://doi.org/10.7759/cureus.3293
https://doi.org/10.3389/fnhum.2022.736688
https://doi.org/10.3389/fnhum.2022.736688
https://doi.org/10.1097/j.pain.0000000000000775
https://doi.org/10.1097/j.pain.0000000000000775
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/index.cfm?Lang=E
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/index.cfm?Lang=E
https://www12.statcan.gc.ca/census-recensement/2021/dp-pd/prof/index.cfm?Lang=E


attending a university-affiliated pain clinic in Tor-
onto, Ontario. Pain Res Manage. 2007;12(2):93–9.

15. Mailis-Gagnon A, Lakha SF, Ou T, et al. Chronic
noncancer pain: characteristics of patients pre-
scribed opioids by community physicians and
referred to a tertiary pain clinic. Can Fam Physician.
2011;57(3):e97–105.

16. Mailis A, Lakha SF. From (Ontario Ministry of
Health and Long-Term Care) policy to implemen-
tation: a retrospective look at a community-based
patient-centered model of care for chronic pain.
Canadian J Pain. 2019;3(1):114–25.

17. Lakha SF, Louffat AF, Nicholson K, Deshpande A,
Mailis-Gagnon A. Characteristics of chronic non-
cancer pain patients assessed with the opioid risk
tool in a Canadian tertiary care pain clinic. Pain
Med. 2014;15(10):1743–9.

18. Lakha SF, Deshpande A, Assimakopoulos D, et al.
Demographics, pain characteristics and diagnostic
classification profile of chronic non-cancer pain
patients attending a Canadian University-affiliated
community pain clinic. Pain Ther. 2021;10:
1413–26. https://doi.org/10.1007/s40122-021-
00301-9.

19. Busse JW, Craigie S, Juurlink DN, et al. Guideline
for opioid therapy and chronic noncancer pain.
CMAJ. 2017;189(18):E659–66.

20. Mailis-Gagnon A, Yegneswaran B, Nicholson K,
et al. Ethnocultural and sex characteristics of
patients attending a tertiary care pain clinic in
Toronto, Ontario. Pain Res Manage. 2007;12(2):
100–6.

21. Census subdivisions with 5,000-plus population.
Statistics Canada. Retrieved July 1, 2020. https://

www12.statcan.gc.ca/census-recensement/2016/
dp-pd/hlt-fst/imm/GeoSelect-eng.cfm?Lang=E&T=
34.

22. Shojaei H, Kent A, Lakha SF, Mailis A. Comparison
of older and younger adults with pain referred to a
rural community chronic pain management pro-
gram in Northwestern Ontario. Research Poster
Abstracts Book, Canadian Pain Society, 2022; 42
Annual Scientific meeting May 10–13 2022, Mon-
treal. https://www.canadianpainsociety.ca/
resources/Documents/2022%20ASM/CPS%
202022%20Book%20of%20Abstracts%20Final.pdf.

23. Gagliese L, Melzack R. Chronic pain in elderly
people. Pain. 1997;70:3–14.

24. Gibson SJ, Lussier D. Prevalence and relevance of
pain in older persons. Pain Med. 2012;13(Suppl 2):
S23–6. https://doi.org/10.1111/j.1526-4637.2012.
01349.x.

25. Moore AR, Clinch D. Underlying mechanisms of
impaired visceral pain perception in older people.
J Am Geriatr Soc. 2004;52(1):132–6.

26. Yong HH. Can attitudes of stoicism and cautious-
ness explain age-observed variations in levels of
self-rated pain, mood disturbance and functional
interference in chronic pain patients? Eur J Pain.
2006;10:399–407.

27. Moore A, Grime J, Campbell P, Richardson J.
Troubling stoicism: sociocultural influences and
applications to health and illness behaviour.
Health. 2013;17(2):159–73.

28. Wijeratne C, Shome S, Hickie I, Koschera A. An age-
based comparison of chronic pain clinic patients.
Int J Geriatr Psychiatry. 2001;16:47.

224 Pain Ther (2023) 12:213–224

https://doi.org/10.1007/s40122-021-00301-9
https://doi.org/10.1007/s40122-021-00301-9
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hlt-fst/imm/GeoSelect-eng.cfm?Lang=E&T=34
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hlt-fst/imm/GeoSelect-eng.cfm?Lang=E&T=34
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hlt-fst/imm/GeoSelect-eng.cfm?Lang=E&T=34
https://www12.statcan.gc.ca/census-recensement/2016/dp-pd/hlt-fst/imm/GeoSelect-eng.cfm?Lang=E&T=34
https://www.canadianpainsociety.ca/resources/Documents/2022%20ASM/CPS%202022%20Book%20of%20Abstracts%20Final.pdf
https://www.canadianpainsociety.ca/resources/Documents/2022%20ASM/CPS%202022%20Book%20of%20Abstracts%20Final.pdf
https://www.canadianpainsociety.ca/resources/Documents/2022%20ASM/CPS%202022%20Book%20of%20Abstracts%20Final.pdf
https://doi.org/10.1111/j.1526-4637.2012.01349.x
https://doi.org/10.1111/j.1526-4637.2012.01349.x

	Comparison of Older and Younger Patients Referred to a Non-interventional Community Pain Clinic in the Greater Toronto Area (GTA)
	Abstract
	Aim
	Methods
	Results
	Conclusion

	Introduction
	Methods
	Design and Sample
	Data Collection
	Statistical Analysis

	Results
	General Demographic Data
	Duration, Severity and Factors Associated with Onset of Pain Problem
	Diagnostic Categorization
	Opioids and Cannabis Use

	Discussion
	Conclusions
	Acknowledgements
	References




