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Abstract
Background  Chronic pain is common among older adults with frailty and its management often remains 
suboptimal, despite evidence for the benefits of biopsychosocial treatment approaches being found for other 
populations. The Pain in Older People with Frailty Study (POPPY) was a four-phase study that aimed to develop a 
service model for pain management for this population to enable them to better manage their pain and reduce its 
impact on their lives. The aim of Phase 3 of the POPPY study was to understand the views of those delivering and 
commissioning services relating to older adults’ engagement in services and how pain services could be maximised 
to meet their needs.

Methods  We used in-depth semi-structured interviews with healthcare professionals (HCPs) and commissioners to 
explore: (1) perceptions of opportunities and barriers to including and managing older adults in pain services within 
different contexts, and (2) how to maximise support for this population in community, primary care, secondary care, 
and tertiary pain services. A thematic approach was used to analyse the data.

Findings  We recruited participants from 9 pain and 2 generic community services in the north, southeast and west 
of England. Services were in community, primary care, secondary care, and tertiary settings. We interviewed 42 HCPs 
including clinicians, psychologists, allied health professionals, nurses, social prescribers, service managers, and health/
wellbeing coaches. We also interviewed 2 service commissioners. Most participants recognised that older adults 
living with frailty and pain often shared characteristics relating to their physical health, life experience and social 
circumstances which shaped their engagement in pain services. Generally, participants perceived there to be reduced 
engagement in pain services among older adults with frailty. Factors that were likely to improve the management of 
pain in the older population both within pain and non-pain services were also identified.

Conclusions  For pain services to meet the needs of older adults with frailty, it is essential for them to be responsive 
to the specific needs of this population, adapting both the content and delivery of interventions accordingly.
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Background
Chronic or persistent pain, lasting for at least 3 months’ 
duration becomes increasingly prevalent with age, and is 
common in older adults due to the increasing likelihood 
of arthritis and other diseases in this age group [1]. Prev-
alence of chronic pain globally among older adults ranges 
from 24% to 76% [1, 2]. Pain in older adults is associated 
with disability from reduced mobility, restricted activity, 
falls, depression, anxiety, impaired sleep, and social iso-
lation [3]. The scale of the problem is set to increase in 
line with the ageing population; nearly a quarter of the 
UK population are now over 65 years of age, and the inci-
dence of chronic pain is greater in the older demographic 
[4]. Unfortunately, pain in this age group is often under-
recognised and under-treated [5]. Whilst the evidence 
base informing how best to manage pain in older adults 
is limited [3], it is suggested that addressing pain in older 
adults often requires a different approach compared to 
younger individuals due to concomitant multimorbidity, 
polypharmacy, and frailty [5].

Frailty is characterised by age-related decline across 
multiple physiological systems and vulnerability to 
disproportionate changes in health or outcomes, for 
example, falls, disability, or admission to hospital after 
relatively trivial health events, such as minor infection 
[6]. Frailty affects approximately 12% of people aged 65 
years and over, and approximately one third of people 
aged 80 years and above [7] and is considered a condi-
tion requiring long-term strategies and interventions [8, 
9]. In the UK, developing new approaches to the manage-
ment of frailty has been facilitated by the adoption of the 
electronic Frailty Index (eFI) which identifies older peo-
ple living with frailty based on their primary healthcare 
records [10]. Older adults with frailty are much more 
likely to develop pain which impacts on their function 
compared to those without frailty [11].

The impact of pain in older adults with frailty is poten-
tially modifiable. Older adults may particularly benefit 
from non-pharmacological strategies including physical, 
psychological, and social interventions, because changes 
in medication can have a disproportionate and nega-
tive impact on those with frailty [12]. Whilst some older 
adults can self-manage their pain or be supported to do 
so by their general practice, many older adults may ben-
efit from more specialised support. However, the high 
prevalence of pain in this population suggests that effec-
tive pain management remains a largely unmet need. 
Contributing factors may include older adults’ decisions 
not to seek treatment, inappropriate clinical decisions, 
or insufficient access to appropriate services [3]. Pain 

services in the UK vary widely [4], spanning primary, sec-
ondary, and tertiary care, including NHS and non-NHS 
providers, and some with third-sector input. There is 
substantial regional variation.

The Pain in Older People with Frailty Study (POPPY) 
was a mixed-methods, co-design study which aimed to 
develop intervention content, implementation strategies, 
and professional guidance to support older adults man-
age their persistent pain [13]. A participatory research 
approach was adopted throughout [14]. This involves 
an active partnership between researchers and people 
affected by the research topic or involved in actions relat-
ing to the issues examined, in this case older adults and 
health care professionals (HCPs). The study consisted 
of four phases: in phase one, evidence of pain manage-
ment programmes (PMP) and psychological therapies 
were reviewed [15]. During phase two, the experiences 
of older adults living with frailty and pain were explored 
through qualitative interviews. In phase three, research-
ers conducted interviews with HCPs and commissioners 
across various pain service settings, locations, and pro-
vider types. The objective was to obtain a comprehensive 
understanding of the challenges and enablers associated 
with incorporating and managing older adults with frailty 
across various pain service types, and to identify the 
resources necessary to support them effectively. Phase 
four comprised co-design workshops with older adults 
and HCPs from a variety of service types across four loca-
tions to inform interventions that meet the needs of older 
adults living with frailty. This paper focuses on phase 
three, other phases of the POPPY study are reported 
elsewhere [13, 15].

Aim
To capture the views of HCPs and commissioners relat-
ing to the barriers and facilitators to including and man-
aging older adults with frailty in pain services, within 
different service contexts. Additionally, to gain insights 
from HCPs within generic community services to under-
stand how they might support this population.

Methods
Design
In this phase we adopted a descriptive qualitative 
approach. This involved using in-depth semi-structured 
interviews with HCPs and commissioners in pain and 
community services across England, UK. The study is 
reported in accordance with the Consolidated criteria 
for Reporting Qualitative research (COREQ) guidelines 
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[16] (see Supplementary Information 5 for completed 
checklist).

Service identification and consent
To identify pain services, we drew on the research team’s 
expertise, reviewed previous pain service audits, con-
ducted NHS website searches, and received support from 
the National Institute for Health and Care Research, 
Research Delivery Network. Pain services were pur-
posively selected to represent primary, secondary, and 
tertiary care, non-NHS providers, and those with third-
sector input. Additionally, two generic community ser-
vices were identified that regularly included older adults 
with frailty and pain, to understand their approaches to 
supporting and managing this population.

Interested services were provided with detailed study 
information, followed by a Microsoft Teams call between 
the POPPY study co-lead (LB) and the service manager 
or their designate. After providing informed consent, the 
service manager/designate completed a questionnaire to 
supply background information about their service, treat-
ment options, personnel, and a broad profile of their ser-
vice populations.

Service personal identification and consent
On behalf of the researchers, service managers purpo-
sively selected HCPs to ensure variation in roles and pro-
fessional backgrounds and invited them to participate 
in interviews. Pain service managers were also asked to 
provide contact details of any commissioners who were 
involved with their service. POPPY researchers then sent 
interested HCPs and commissioners information sheets 
and consent forms. Participants provided informed con-
sent by either returning a signed consent form or pro-
viding verbal consent which was audio-recorded prior 
to the interview. There was no contact between POPPY 
researchers and participants prior to the study. The aim 
was to interview 5–8 participants per service, accommo-
dating fewer participants where service pressures lim-
ited availability. This ensured a range of personnel was 
included to reflect service type.

Semi-structured interviews
Interviews were conducted by NK, NH and RM between 
February 2023 and November 2023, by telephone or vid-
eoconference (i.e., Microsoft Teams/Zoom). They took 
place at a time to suit the participant with no-one else 
present. No repeat interviews were undertaken. Inter-
views were audio-recorded with the participants’ permis-
sion and then transcribed verbatim. No fieldnotes were 
taken. Researchers were aware of the possibility that 
face-to-face interviews could elicit different responses to 
those conducted via telephone. However, most interviews 
were completed via videoconference, with telephone 

interviews only undertaken with HCPs unable to access 
the relevant technology. Because numbers of telephone 
interviews were small, and researchers detected no clear 
difference in responses between these two approaches it 
was decided that using data derived from both methods 
was acceptable. Topic guides for HCPs and Commis-
sioners were informed by the POPPY study Programme 
Management Group (PMG), findings from earlier phases 
of the programme [13, 15] and adapted to reflect the dif-
ferent service types (see Additional files 1 and 2 for topic 
guides). During their development interview guides 
were piloted with the PMG which included HCPs cur-
rently working in pain services. with Additionally, prior 
to the interviews, researchers shared case studies with 
participants featuring older adults identified as frail (see 
Additional file 3 for case study example). Case studies 
were developed with the assistance of Patient and Pub-
lic Involvement (PPI) group members, from interviews 
undertaken in a previous phase of the POPPY study 
with older adults aged seventy-five and over, and from 
PPI group members’ own experiences of living with pain 
[13]. Case studies were referred to during interviews and 
served to prompt discussion and reflection on working 
with older adults with pain and frailty, recognising that 
not all pain services work extensively with this popula-
tion. When introducing the aims of the interviews to 
participants, age parameters relating to the term “older 
adult” were deliberately undefined to avoid restricting the 
range of discussion and because people biologically age 
at different rates [17].

Analysis
A thematic approach [18] to data analysis was used 
to explore the views of those interviewed. Data were 
managed without the use of data analysis software so 
researchers could maximise their familiarisation with 
the data and to facilitate the process of analysis [19]. 
Firstly, three researchers (AW, NK, and NH) familiarised 
themselves with a subset of transcribed data compris-
ing three transcripts. Researchers independently applied 
codes to the data. In keeping with the thematic approach, 
some of these codes were developed deductively, being 
based on topic guide questions and research objectives, 
whereas other codes emerged inductively from the data 
content. Following discussion and comparison of coded 
transcripts, consensus was reached on which codes 
best reflected the data and the first iteration of a coding 
framework was created. This initial coding framework 
was tested on a further subset of transcripts and refined 
through discussion before being applied to the remaining 
transcripts (See Additional file 4 for final coding frame-
work). Once all transcripts had been coded, data were re-
organised into themes, summarised, further refined and 
interpreted. Researchers (AW, NK and NH) met regularly 
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to debate emerging themes, paying careful attention to 
negative cases. This iterative process continued until no 
further insights emerged from the data and saturation 
appeared to be achieved [20]. To further enhance rigor, 
research methods and findings were regularly discussed 
with members of the PPI group and PMG, both of which 
met for the duration of the study. Transcripts were not 
shared with participants since they had the opportunity 
to feedback on the findings during the Phase 4 focus 
groups (to be reported elsewhere).

Results
We approached fourteen services. One service declined 
due to capacity constraints. Two services initially agreed 
to participate but did not complete the process through 
to the interview stage. No specific reasons were pro-
vided, but we assume this was due to workload pressures. 
Eleven services successfully participated. The included 
services were in Yorkshire, Lancashire, Greater Man-
chester, Merseyside, East Sussex, and Devon. Nine of the 
services were pain services. Pain service settings included 
tertiary (specialist) hospital secondary care, community 
settings, and voluntary/third-sector components. Seven 
pain services were provided or partially provided by the 
NHS and two services were provided by a private organ-
isation. All services were free at the point of access for 
patients. In addition, we included two non-pain services. 
One was a generic community service for older adults, 
providing care in the community. The other was an inter-
mediate care, community-based service, responsible for 
the rehabilitation of patients registered with local Pri-
mary Care Network general practitioners (GPs). Both 
services regularly worked with older adults experiencing 
frailty and persistent pain.

Out of the 72 HCPs invited, twenty-two did not 
respond and six either declined to take part or did not 
complete their interview. A total of 44 interviews were 
completed with a range of commissioners and HCPs, 

e.g., physiotherapists, occupational therapists, nurses, 
psychological therapists, health and wellbeing coaches, 
GPs, a service manager, pain consultant, pharmacist, and 
a social prescriber (see Table 1). Interviews took between 
45 and 75 min to complete. Findings from these inter-
views were used to inform workshop discussions in Phase 
4 of the POPPY study [13]. The workshops included 
many of the phase 3 interview participants alongside 
other pain service workers and contributed to guidance 
supporting the development of pain services for older 
adults with frailty.

Findings
Two key themes emerged from the data: “Characteris-
tics shared by older adults with frailty shaping interac-
tions with pain services” and “Factors likely to increase the 
effectiveness of pain services for frail older adults”. Sub-
themes relating to these two main themes were also iden-
tified (see Table 2).

Themes and sub-themes are both reported in full 
below,

Characteristics shared by older adults with frailty shaping 
interactions with pain services
Most HCPs recognised that older adults living with frailty 
and pain formed a cohort with some shared characteris-
tics which influenced how pain services were delivered 
and how older adults engaged with them:

 	• Frailty/Health status

The multiple and complex physical health issues expe-
rienced by many older adults with frailty presented a 
challenge for pain services. HCPs described how, what 
initially might appear to be a sensible course of action 
regarding medication changes, could impact other condi-
tions and, therefore, had to be carefully considered. Simi-
larly, the presence of polypharmacy could complicate 

Table 1  Participant professional roles
Professional role Pain services Generic

Community services
Totals

Tertiary Secondary care Community
Commissioner 1 1 2
Pharmacist 1 1
Physiotherapist 3 11 2 2 18
Occupational therapist 1 1 2
Nurse 1 2 1 1 5
Pain consultant 1 1 2
Psychological therapist 3 2 5
General practitioner 2 1 3
Social prescriber 1 1
Health / Wellbeing coach 3 3
Service manager 1 1 2
Totals 6 18 15 5 44
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adjustments to medication. Furthermore, pain services 
lacked the ability to respond to other health-related dif-
ficulties that older adults faced, and accessing frail older 
adults who were housebound or in care homes could be 
impossible,

“Some people you never get to see because they are 
not able to come into clinic, so that can be quite dif-
ficult, you can’t even see how somebody walks or 
doesn’t walk so it’s not ideal” (Pain Service occupa-
tional therapist).

HCPs noted that older adults were likely to present with 
multimorbidity and this could make engagement with 
pain services difficult,

“The type of older person that we get, and the frailty, 
the loss of that bounce- back ability when they get 
hit with something. I think that’s a big barrier. Or 
the co-morbidities flaring up or becoming gener-
ally unwell with something. That can set them back” 
(Pain service physiotherapist).

Uncontrolled pre-existing pain could be provoked 
through attending and participating in PMP activities, 
and a lack of mobility and continence issues could make 
participation in sessions problematic. Furthermore, cog-
nitive impairment could lead to difficulties absorbing and 
retaining new information,

“You’ve got the fact that older people can be gener-
ally frailer and are going to have more medical con-
ditions and things like memory problems and may 

struggle with self-directed exercises” (Pain service 
GP).

 	• Social factors and life experience

Participants recognised that although frail older adults’ 
lives could be intertwined with spouses or carers, many 
were socially isolated, lacked social support and were less 
autonomous than younger adults. Consequently, they 
thought older adults often lacked sufficient practical and 
emotional support to engage with pain services which 
could make the prospect of group sessions daunting at 
first. Conversely, participants believed that the social iso-
lation experienced by many older adults could often pro-
vide the impetus to engage. Furthermore, they thought 
once older adults had accessed a PMP within a service, 
they had some advantages over younger patients: their 
wider experiences of life helped them to grasp concepts; 
they were less inhibited than younger patients and more 
likely to have the time to attend PMP as they no longer 
worked. Older adults were, therefore, often more likely to 
embrace group sessions than younger patients,

“They’re (older adults) more comfortable accessing 
those type of things (pain groups) and, they bring all 
that stuff to the group. They’ve tried everything and 
they’re more open, they’ve accepted this is what’s 
happening” (Pain service operations co-ordinator).

Participants thought these factors also contributed 
to some older adults being more likely than younger 
patients to attend 6 months’ follow-up appointments.

Table 2  Summary of themes and sub-themes
Themes Subthemes Key content
Characteristics 
shared by 
older adults 
with frailty 
shaping inter-
actions with 
pain services

Frailty/Health status Multimorbidity, Polypharmacy
Social factors and life experience Social isolation, Lack of support, Lived experience
Relationship with technology Digital exclusion, Lack of confidence
Experience of pain Ingrained coping strategies, Stoicism, History of ineffective pain 

management
Relationship with traditional medicalised health services Respect for NHS and HCPs, Lengthy exposure to medical model, Distrust 

of psychological approaches
Factors likely to 
increase the ef-
fectiveness of 
pain services 
for frail older 
adults

Holistic and tailored pain services for all, irrespective of 
age

Separate pain services for older adults untenable, Service flexibility crucial

Location of pain services Hospital vs. community-based pain services
A qualified pain team with effective links to other spe-
cialist services and primary care

Knowledge of long-term conditions affecting older adults, Awareness of 
local services, Importance of communication skills and adequately skilled 
team members

Modifying assessment and PMP content for older adults 
with frailty

Greater focus on function, Content reflecting life stage of older adults

Modifying aspects of pain service delivery for older 
adults with frailty

Shorter sessions, Sufficient social time, Face to Face intervention delivery

Supporting older adults with frailty to take up and 
engage with pain services

Pre-PMP physiotherapy, practical assistance to attend sessions, Individu-
alised approach to information provision, Inclusion of carers/relatives in 
PMP sessions
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 	• Relationship with technology

With some exceptions, older adults were considered less 
accustomed to modern technology than younger people 
and, therefore, less confident using it to access pain ser-
vices. Difficulties included accessing groups online and 
navigating information sent by email,

“Being older doesn’t mean you haven’t got the ability 
to use technology, but it does sometimes mean that 
if you’re of a certain age and you haven’t used that 
technology before, it can be quite daunting, and you 
can be less willing to want to use that technology” 
(Pain service clinical pain specialist).

 	• Experience of pain

Participants saw many frail older adults who had been 
living with pain for decades, during which time they had 
developed coping strategies that had become engrained, 
and which could help or hinder their interaction with 
pain services. For instance, they thought older adults 
could be more accepting of living with pain than younger 
adults and they felt sometimes a stoical view of their pain 
could work to the older adult’s advantage,

“I don’t think the levels of distress and depression 
have been as high as maybe in the younger popula-
tion, and that’s to do with life stage, and being a bit 
more accepting that pain is part of ageing” (Pain ser-
vice physiotherapist.

Participants perceived that some older adults felt there 
was little point in seeking help at their age or that their 
acceptance of pain and lack of assertiveness in seeking 
help meant that by the time they eventually accessed pain 
services they were in great need,

“If I had to rate who needed our input, older adults 
genuinely are often in a much more higher need 
group, not because of themselves, but because they 
kept quiet for so long before they’ve accessed our ser-
vice” (Pain service consultant).

Participants reported that frail older adults’ long history 
of pain and associated treatment could result in them 
harbouring low expectations of pain services which could 
present a challenge to those delivering them,

“Sometimes when older adults have lived with pain 
for so long, they sort of feel, well, I’ve tried every-
thing, what’s talking about it going to do, sometimes 
it’s a bit more difficult to sort of get them on board 

with the holistic approach” (Pain service social pre-
scriber).

 	• Relationship with traditional medicalised health 
services

Participants perceived that many older adults highly val-
ued the NHS and its workforce,

“They say: “You’re the experts in your field”. They 
respect that; they’re kind of putting you on a pedes-
tal” (Pain service Psychological Therapist).

Consequently, they tended to be respectful towards 
HCPs, were often eager for information and tended to 
follow advice,

“They’re (older adults) keen to be here, they’re on 
time, they’re ready to go. You never get an older 
adult getting their phone out in the middle of the ses-
sion. They’re so respectful” (Pain service physiothera-
pist).

This respectful attitude made older adults popular with 
HCPs delivering pain services. However, participants 
believed that a long exposure to the medical model of 
pain management could shape older adults’ expectations 
and lead to a reluctance on the part of some older adults 
to take control. They tended to defer to medical “experts” 
and preferred a medicalised approach to pain manage-
ment in which clinicians provided solutions in the form 
of a physical intervention or change in medication. Par-
ticipants felt this led to a mismatch between patient 
expectations and the non-curative ethos of pain services 
which aimed to facilitate self-care and self-management. 
Participants believed some older adults were resistant to 
shifting from the expectation of a cure,

“For some patients it’s quite a shift, if you’ve been 
going to lots of consultations and it’s been about try-
ing to reduce your pain and then you come to a clinic 
and somebody’s saying, ‘Actually, we’re not going 
to reduce the pain, we’re going to work with you to 
manage the pain and be able to live in the presence 
of pain’” (Pain service occupational therapist).

Participants thought that older adults struggled at times 
with understanding abstract concepts relating to pain,

“I think for a lot of older adults, grasping the modern 
concepts around pain can be harder because they’ve 
had longer to have this misunderstanding around 
pain to be very much ingrained in them by health 
professionals, the media, etc. So, I think it can be 
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hard to undo some of the damaging effects of that” 
(Pain service physiotherapist).

Participants perceived that older adults could also be 
a “harder nut to crack” and less malleable than younger 
patients because they had been told for a long time that 
their pain was an untreatable physical phenomenon that 
they had to put up with,

“They think pain is inevitable because of what they 
have been told by clinicians; you have to expect to 
be less mobile when you’re older, meds don’t work as 
well for older adults, you’re bound to get more side 
effects” (Pain service consultant).

Participants thought decades of exposure to the biomedi-
cal model of care and unfamiliarity with concepts such as 
“Mindfulness” could lead to older adults holding a nega-
tive attitude towards psychological approaches in con-
trast to younger adults, amongst whom the concept of 
psychology has been normalised,

“I think the team have a strong sense about psycho-
logical approaches feeling more alien to the older 
generation. Older people may be less open to bio-
psychosocial approaches, or it might just feel so far 
away from what they thought was going to happen if 
they’ve had a very medical journey with their pain” 
(Pain service clinical psychologist).

Participants felt that older adults tended to associate psy-
chology with mental illness and the stigma they attached 
to this, although participants did admit that outcomes 
from one-to-one psychology services were as good as 
with younger adults. A participant noted that some cli-
nicians excluded older adults from psychological inter-
ventions, assuming these management methods were 
unfamiliar to them and be unlikely to succeed.

Factors likely to increase the effectiveness of pain services 
for frail older adults

 	• Holistic and tailored pain services for all, irrespective 
of age

Some participants, including those from non-pain ser-
vices, thought a separate pain service would benefit older 
adults with frailty, arguing that it would be more respon-
sive to their specific needs. Several cited frail older adults’ 
difficulties accessing existing services,

“A lot of these frail people can’t get to the class I 
think when somebody is older and they’ve got all 
these comorbidities, sometimes they just put up 

with pain as that’s the least of their worries because, 
they’re struggling to breathe or they’re struggling to 
walk” (Non-pain service physiotherapist).

Most participants, however, were not in favour of a 
separate service either because pain services already 
accounted for the needs of older adults and were well 
attended, or there were insufficient frail older adults in 
their locality who would potentially benefit from a sepa-
rate service to justify creating one,

“It’s a numbers game, isn’t it, that’s what it comes 
down to in the NHS. If you’ve got enough people 
coming through that would support a specialist ser-
vice, then maybe you could do that. For me, we don’t 
have the numbers” (Pain service physiotherapist).

Some participants suggested that pain services should 
be flexible enough to focus on patients’ unique circum-
stances and meet the needs of all adults irrespective of 
age and frailty state,

“I wouldn’t go in and think, right you’re over 75 so I 
must use a different approach for you. I would adapt 
my approach depending upon what they shared with 
me they wanted to work with in the same way that 
I would with someone who’s under 75” (Pain service 
psychological therapist).

For instance, having a tailored approach could allow 
patients to be allocated six, twelve or eighteen hours of 
a PMP depending on their previous experience with pain 
and current presentation, regardless of age. Some sug-
gested that the negative connotations of a service specifi-
cally for older adults could put potential patients off and 
risked marginalising those older adults using it. One HCP 
suggested that a separate service would be less effective,

“I think with a very specialist service you can end up 
being very prescriptive in what you do, because you 
lose sight of the bigger picture” (Pain service physio-
therapist).

Several participants suggested that in creating a separate 
service for older adults, the benefits from having patients 
of mixed ages attending groups would be lost. Some 
thought having older adults in groups alongside younger 
adults enhanced its effectiveness because older members 
often adopted a parental role, imparting knowledge and 
advice learned through experience to younger members,

“I think it’s always really nice when we were doing 
the face-to-face groups, that the young and the old 
mixed together, they shared stories, they supported 
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each other, they both had a purpose and a role there” 
(Pain service wellbeing practitioner).

Participants thought there were practical problems 
around establishing and running a separate pain service. 
Recruiting sufficient staff would be problematic and risk 
diluting existing services,

“I feel a little bit uncomfortable about a dedicated 
service. I think you’d struggle to recruit into a field of 
medicine that’s already difficult to recruit to if you 
made it more specialised, because you’re just nar-
rowing the pool of people with an interest” (Pain ser-
vice physiotherapist).

They also warned that a small, specialised service would 
be at risk from a lack of resources and prone to absences 
of key staff. Identifying age-related inclusion criteria for a 
separate group could also lead to problems,

“Do you really want to marginalise people into a 
particular service by age? We see ninety-year-old 
people that are fitter than some twenty-five-year-
olds. So would they be better served in a cohort of 
people that form their peer group in terms of age?” 
(Pain service physiotherapist).

 	• Location of pain services

Some participants working in secondary care identified 
potential advantages associated with hospital-based pain 
services, particularly for managing severe acute pain. 
They thought it useful to have the pain team located at 
the same site as other relevant medical specialities (e.g., 
orthopaedics, radiologists, anaesthetists, and in-patient 
physiotherapy) and facilities such as hydrotherapy pools. 
Most participants, however, were strongly in favour 
of locating services for those with chronic pain in the 
community, because this fitted with the prevalent shift 
towards a biopsychosocial model of pain management,

“We try and stay away from medical settings. For 
the pain management programmes, we try and keep 
them in the community. We’re trying to instil some 
self-efficacy rather than bringing them into a medi-
cal environment where most people will be under the 
preconception that something passive will be done to 
them for the pain” (Pain service physiotherapist).

One commissioner proposed a three-tiered approach 
to pain services, comprising education and signpost-
ing in the basic tier, one-to-one/group interventions 
in the second tier (both delivered in the community), 
and specialised services such as psychological services/

medical interventions in the third tier (delivered in hos-
pital settings),

“You have a lower level (Tier 1) which is a catch all. 
That service is there to educate, signpost on and pro-
vide materials. The Tier 2 is the bit where you get 
more involved in groups or the one-to-one stuff and 
is for people that feel they can’t manage their pain 
themselves. That is probably the bit that most people 
will get most benefit from. Then the Tier 3 bit is for 
the people who identify of having a psychologically 
based issue that impedes their ability to manage 
their pain” (Commissioner).

Furthermore, commissioners suggested that building 
effective and accessible community-based pain ser-
vices which met the needs of most patients experiencing 
chronic pain would allow hospital-based services to focus 
on those presenting with the severest problems,

“I want a service that’s effective and delivers evi-
dence-based care and that’s seeing the right cohort 
of patients and that’s why we need this community 
service because actually, most patients don’t need to 
go anywhere near secondary care, and then hospital 
services can focus on the really desperate patients 
that do need to be in secondary care” (Commis-
sioner).

Some HCPs suggested that GP surgeries were better 
placed than hospital-based pain services when modifica-
tions to medications were indicated and patients needed 
support in adapting to these changes,

“Medication changes should be happening more 
locally in GP practices rather than patients having 
to wait and come to see a secondary specialist miles 
away from where they live. They should be under-
taken by someone who can connect them with stuff 
locally that might have an impact on their day-to-
day living which all goes towards living better with 
the pain” (Pain service pharmacist).

Accessing hospital services were considered challenging 
for frail older adults, with participants citing the stress 
associated with navigating complex buildings, accessing 
parking and the discomfort of lengthy journeys,

“Mobility is a huge issue for people and coming to a 
busy hospital like this where parking and everything 
is an issue, that adds to the stress” (Pain service psy-
chological therapist).
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They also thought pain services should be local to 
patients, and have local facilities including gyms, swim-
ming pools and social groups for which social prescribing 
could be made more accessible,

“A while back, our service was commissioned to 
develop a community pain service and we were able 
to deliver that from a community leisure centre. 
They had a gym there and other facilities that peo-
ple might utilise in the future, and I think there are 
some benefits from that” (Pain service occupational 
therapist).

 	• A qualified pain team with effective links to other 
specialist services and primary care

Participants thought that equipping the workforce with 
relevant skills and knowledge was vital. Awareness of the 
long-term conditions likely to affect frail older adults was 
crucial due to the likelihood of multimorbidity,

“I think we could do with more training from people 
with expertise in the older population on how we 
should be adjusting our assessments and our sup-
port. Training on working with people with demen-
tia and the wide range of potential co-morbidities 
would also be helpful. Perhaps some of some of our 
non-medical members of the team like me and my 
psychology colleagues could do with more under-
standing of those medical aspects and how they 
might impact on someone’s pain” (Pain service psy-
chologist).

Also considered important was an awareness of local ser-
vices and effective signposting,

“It would be useful to have a better understanding of 
community services and charities within our organ-
isation, and a better index of available services” 
(Pain service clinical pain specialist).

Having a suitable professional mix including social pre-
scribers and psychologists, plus key specialist input from 
frailty leads and link nurses, was thought to be impor-
tant. Participants from non-pain services were in favour 
of including GPs in pain teams. Employing staff with the 
skills and personalities to interact effectively with frail 
older adults who may face communication difficulties 
was also considered crucial,

“There are certain staff members that maybe don’t 
work as well with older people, and particularly 
people who are frail. They need somebody that is 

calm, patient, and that has a rapport with them” 
(Pain service wellbeing practitioner).

Similarly, participants believed it was important to 
employ staff with languages relevant to the population 
served whenever possible. Several suggested that effec-
tive teamwork was dependent on having dedicated time 
to discuss caseloads with multidisciplinary teams includ-
ing GPs and sufficient capacity to complete post-dis-
charge reviews.

Citing the complexity of many frail older adults’ pre-
sentation, participants from all service types identified 
the importance of effective working relations with GPs, 
community services such as falls teams, social services 
and other medical specialities,

“If it’s looking at any sort of invasive treatment, we 
may have to bring the pain consultant on board for 
things like complex case reviews because often, there 
isn’t a straight-forward answer or treatment for 
older people” (Pain service physiotherapist).

This might involve the development of integrated teams 
incorporating representatives from health, social ser-
vices, and community/voluntary sectors. Participants 
thought that effective communication with GPs via elec-
tronic communication and education to ensure appropri-
ate referrals was important. They also acknowledged that 
a responsive and flexible local voluntary sector helped 
when planning actions with older adults. HCPs from 
non-pain services reported they would like access to in-
reach components of pain services to educate and sup-
port them in the management of people with chronic 
pain as they lacked confidence and skills with applying 
psychological approaches. In contrast, HCPs from some 
pain services wanted more training on frailty and the 
management of multimorbidity.

 	• Modifying assessment and PMP content for older 
adults with frailty

Some participants reported adjusting their approach 
when assessing frail older adults as opposed to younger 
adults, with a greater focus on function and mobility,

“If I get a frail older adult referred and they’re inter-
ested in the pain management programme, I’ll bring 
them in for an assessment to check their mobility, 
what their transfers are like, what they are doing” 
(Pain service physiotherapist).

Participants thought intervention content should reflect 
the likelihood of multiple underlying medical conditions 
and a different stage of life to younger adults,
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“In our “Understanding your body” session, when we 
talk about different structures in the body and how 
they work, there’s more emphasis on explaining joint 
related pain because that tends to be more prevalent 
in our older adults’ groups. Also, we do more bal-
ance and movement exercises rather than Pilates” 
(Pain service occupational therapist).

They believed that information was more likely to be 
understood by older adults when simplified. Similarly, 
PMP content should be geared specifically towards older 
adults, for example, retirement issues rather than a return 
to work,

“We won’t do “Work and Employment” in the older 
adult programme, but we do do sessions around 
staying productive and leisure activities that we link 
with social prescribing” (Pain service occupational 
therapist).

Information about bone density in older age was thought 
to be particularly relevant to older adults,

“We talk about bone density and what preserves it 
and what doesn’t. Weight bearing is very necessary, 
your body won’t stimulate osteoblasts to ossify, cal-
cify and build strong bones unless you weight bear” 
(Pain service physio).

Participants thought that pain education sessions should 
include expectations of pain in the older body, and dis-
cussions of medical conditions such as osteoarthritis 
should be specific to older adults and avoid terms such as 
“wear and tear” and “degeneration”,

“What we are trying to do is explain every single 
pathology in a way that enables that older patient, 
not frightens them, not disables them. So, osteoar-
thritis would never be described as “wear and tear” 
or “degenerative” because although those are terms 
that people use all the time, they’re not that accu-
rate and they do actually promote disability” (Pain 
service physio).

Several participants commented on the importance of 
groups and peer support and recommended introducing 
an older adult who had successfully engaged with pain 
services to PMP groups to describe the benefits they had 
experienced,

“We have who we call our “poster boy”. He’s an older 
gentleman, probably mid-60s, and he’s a perfect 
example of a person that previously wasn’t really 
that bothered, just wanted the medicines, but then 

having received the service his life has completely 
changed around. He will walk in a room, tell them 
what has happened to him, and they will probably 
go and sign up to everything that he suggests” (Pain 
service manager).

Participants at one location described a separate PMP for 
over 65-year-olds that had been created in response to 
older adults’ difficulties with mobility and a recognition 
that the content of the standard PMP did not resonate 
with this age group. They did acknowledge, however, that 
filling these groups could take considerable time due to 
the small number of older adults who would benefit from 
them being referred to their pain service,

“I’d say waiting for sufficient referrals before launch-
ing courses for over 65 groups is a little downside 
because although you get a programme that’s more 
appropriate with content very tailored to their 
needs, sometimes the wait is longer” (Pain service 
physiotherapist).

 	• Modifying aspects of pain service delivery for older 
adults with frailty

Participants believed interventions should be modi-
fied to reflect the reduced tolerance for physical activ-
ity that many frail older adults with frailty experienced. 
They felt it was important to reduce session content and 
include more breaks when interacting with older adults. 
They also noted that more time was needed with this 
age group as older adults were often socially isolated and 
appreciated the opportunity to talk about their pain and 
reflect on it with others,

“I always ask them to tell me about their pain jour-
ney because often, they haven’t been given the time 
to explain what’s brought them to this point, and I 
particularly find that very hard for the older gen-
eration. They want to offload, and that purpose of 
offloading and being heard and then sounding it 
back to them, gets their engagement” (Pain service 
wellbeing practitioner).

While some participants recognised that frail older 
adults often liked the convenience of a telephone assess-
ment where they could sit at home and avoid the cost 
and burden of travel, others were strongly in favour of 
face-to-face interaction with older adults, when possible, 
particularly when working with people who had sensory 
loss and when talking about abstract concepts. Partici-
pants from several services reported that their delivery 
had become telephone-based during the COVID-19 pan-
demic and were now reinstating face-to-face sessions. 
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They thought that older adults preferred this approach 
too,

“I think most older people would prefer face-to-face; 
I think it’s a little bit more old school, but people 
generally like to do business face-to-face. And I think 
particularly with people who may have hearing 
issues, or any form of communicative difficulty it’s 
easier negotiated if you’re face-to-face” (Pain service 
physiotherapist).

Participants were also in favour of offering frail older 
adults the option of community-based appointments 
which they thought may suit patients with communica-
tion/sensory difficulties and home visits, particularly for 
older adults who were housebound or residing in assisted 
living facilities.

Participants across all service types recognised that 
groups conferred social benefits for older adults such as 
peer support, particularly for those experiencing social 
isolation,

“PMP seems to help the older adults because they’ve 
had these pains for years, for twenty years, thirty 
years and they’re just living with it, but no one’s 
really told them how to manage it, so they’ve never 
really had the support that they need. So, when they 
come in and they share their experience they look at 
each other and are like ‘Oh, I’m not the only one in 
pain’” (Pain service physiotherapist).

 	• Supporting older adults with frailty to take up and 
engage with pain services

Participants recognised that frail older adults may need 
extra input to prepare them for attending a PMP. This 
could include being seen individually for reassurance 
or community physiotherapy visits to ensure they had 
sufficient skills and resilience. Most commented that 
older adults were often in need of practical assistance 
with transport to attend sessions. Ideally, this should be 
through the provision of taxis due to the difficulties faced 
by many older adults with tolerating hospital transport,

“I have had many patients saying: “I’d like to come 
to clinic, but you know what happens with the trans-
port’ they go all around the houses, and they take 
so long to get home I couldn’t hold on for a wee that 
long”” (Pain service clinical pain specialist).

Participants advocated posting out hard copies of leaflets 
and literature to older adults who were struggling with 
technology and consequently could not access electronic 
versions,

“The other day I was talking to a lady about mind-
fulness. I couldn’t email her the links so she could 
listen to the exercises because she didn’t have the 
internet. Fortunately, we were able to post out a 
handbook to her and she said, “I can read the three-
minute breathing exercise and understand it but I’m 
not relaxing because I’m reading it”. So, I printed her 
a CD and she’s found it so beneficial she’s using it 
daily” (Pain service wellbeing practitioner).

Participants from one service described routinely tele-
phoning patients two weeks after despatching informa-
tion through the post to see if they had received and 
understood it and to ask whether they had any further 
questions. Others reported providing older adults who 
lacked access to technology with recorded instructions 
for exercises.

Most participants were in favour of including carers 
or relatives in one-to-one interactions with older adults 
when emotional support was needed or there was a risk 
of the older adult forgetting information,

“We try to involve family for support and advocacy. 
Particularly when issues are quite complicated or 
there’s a feeling that understanding the information 
is a challenge. If people are clearly not understand-
ing what we’re saying, having someone to advocate, 
or a second pair of ears or somebody who can go 
away and talk to them is really useful” (Pain service 
physiotherapist).

Some also included carers and relatives in PMP sessions 
on rare occasions for the same reasons, although they 
did admit this could potentially lead to issues around 
confidentiality.

Discussion
The overarching aim of the POPPY study was to develop 
guidance relating to pain service design, intervention 
content, and implementation strategies to enable older 
adults with frailty to manage their pain more effectively. 
In phase 3 of POPPY, we set out to understand the bar-
riers and facilitators influencing how older adults with 
frailty engage in pain services from the perspective of 
HCPs and commissioners and explore their views on 
how pain services for this population can be improved. 
Through the emergence of two key themes: “Character-
istics shared by older adults with frailty shaping interac-
tions with pain services” and “Factors likely to increase the 
effectiveness of pain services for frail older adults” we have 
fulfilled our original study aims and contributed to cur-
rent knowledge in both these areas.
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Barriers and facilitators to engagement in pain services
While recognising that older adults with frailty did not 
constitute a homogenous group, study participants iden-
tified several shared characteristics among older adults 
that differed from younger adults and which shaped their 
access to and interaction with pain services in the form 
of barriers and facilitators. Certain common charac-
teristics that emerged such as stoicism and a desire for 
social contact exerted a positive influence and have been 
noted elsewhere [21]. This aligns with other published 
research recognising that older adults with pain have 
specific needs and that managing pain in this popula-
tion is different to younger people [5]. Despite differences 
between older adults and younger age groups, there are 
few published guidelines that relate specifically to older 
adults [22]. For example, current chronic pain guidance 
for adults recognises the consideration of a subgroup of 
younger adults (16–25 years), but not older adults [23]. 
However, clinicians are advised to consider unique chal-
lenges to pain management due to characteristics includ-
ing both children and older adults (≥ 65 years) [24].

Our findings suggest that frail older adults may expect 
medicalised approaches to their pain management [25] 
and could be wary of psychological interventions, either 
due to lack of familiarity with them or because they asso-
ciate psychology with the management of mental illness 
rather than chronic pain. Furthermore, older adults’ lack 
of contact with psychological approaches may be exac-
erbated by HCPs’ assumptions about older adults’ lack 
of willingness for psychologically informed therapies. 
Consequently, this limits the numbers referred to men-
tal health services. Other studies have found that older 
adults’ willingness to engage in non-pharmacological 
pain management strategies was aligned to their aware-
ness of these strategies, their appeal and accessibility 
[26]. Part of the issue may be a lack of application of bio-
psychosocial approaches to managing older adults’ pain 
among clinicians [26]. Issues around knowledge transla-
tion and implementation into clinical practice could be 
a factor when moving from long established biomedical 
models towards biopsychosocial pain management for 
older adults with frailty. Recommendations for knowl-
edge translation projects for pain management for older 
adults include pain management education for older 
adults, information on the safe use of pharmacology, and 
self-management strategies [27]. However, a review of 
knowledge translation programmes aimed at clinicians 
working with older adults found that while such pro-
grammes raised awareness and knowledge among clini-
cians, this did not always change clinical practice [28].

We found that older adults with frailty may experience 
difficulties with online contact with pain services such as 
engaging with electronic information. Recommendations 
have previously been made to improve usability for older 

adults through considering their cognitive and physical 
abilities in the design of electronic resources, for exam-
ple, the navigation pages, text size and buttons [29].

Improving pain services for older adults with frailty
Participants suggested that building pain service clini-
cians’ confidence in delivering psychologically informed 
therapies was important. This is vital for physiothera-
pists, who because of their undergraduate education, 
may tend to adhere to a biomedical perspective when 
assessing and treating patients with chronic pain [30]. 
Participants’ view that increasing the knowledge of pain 
management in non-pain services was important, is mir-
rored by recent published recommendations [31]. Addi-
tionally, it is crucial that pain team staff possess adequate 
knowledge and skills of the clinical impact of older age 
and frailty to inform their treatment planning. Our find-
ings suggest that there is a need for effective interdis-
ciplinary working between all HCPs, including GPs, 
community services and specialist services who all have a 
vital role to play in assessing older adults with frailty. This 
would ensure older adults receive a consistent message 
about the possible aims of pain management, while also 
being referred to the appropriate and available services in 
their locality.

The view of the participants, that multidisciplinary 
team (MDT) led approaches were needed, is generally 
accepted [5] and echoes current standards and recom-
mendations [31] (CSPMS 2021). Although it is also rec-
ognised that a significant barrier to achieving a quorate 
MDT is the difficulty in accessing sufficient physiothera-
pists and psychologists (CSPMS 2021). This is particu-
larly significant as psychologists and physiotherapists are 
often key personnel in the delivery of chronic pain inter-
ventions [30, 32].

Rather than establishing specific services for older 
adults with frailty and pain, participants favoured embed-
ding the care of this population within existing pain 
services, while ensuring that this service was patient-
centred, flexible in delivery, tailored and age-appropriate. 
The importance of tailoring pain service delivery to the 
individual, even in group interventions, is well accepted 
[15, 23, 32, 33].

Participants were in favour of optimising the location 
of pain services to minimise travel and offering practical 
assistance with transport for older patients with frailty. 
Participants also advised on the importance of social 
prescription to accessible community and voluntary ser-
vices. This aligns with previous findings that transporta-
tion, cost and accessibility should be considered when 
planning pain management programmes for older adults 
[15, 27].

While recognising the need for specialist second-
ary and tertiary pain services to be hospital based, 
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participants thought that community-based pain services 
would be less medicalised and, therefore, more likely to 
promote self-management. Others have noted similar 
benefits and have also suggested a lower cost compared 
with hospital-based services [34].

Strengths and limitations
Our engagement with a variety of clinical service types 
and locations across England, and the completion of 
interviews with a wide range of clinicians and commis-
sioners, represents a strength of our study. Consequently, 
we gained considerable insight into clinical perspectives 
of the barriers and facilitators to older people with frailty 
accessing pain services and improving pain services 
for older adults. For this study, we purposefully did not 
define ‘older adults’ by a specific age. Rather, we used an 
inclusive approach to considering the impact of frailty 
and pain since this may vary across individuals, beyond 
age categories. The qualitative findings will be used to 
develop recommendations for a pain service model for 
this population.

We relied on service managers to identify potential 
participants from their locality and invite them to be 
interviewed. Inevitably, this approach may have intro-
duced a degree of participant selection bias. The inter-
views were undertaken by researchers who did not have 
a clinical background, and the data were interpreted by 
the wider research team with mixed research and clini-
cal backgrounds (including musculoskeletal/pain spe-
cialism physiotherapy and general practice). There will 
be some researcher influence on the interpretation of 
the findings based on their interest and their experi-
ence of the barriers in the management of chronic pain 
for older adults with frailty from their backgrounds in 
primary and secondary care. We did not collect demo-
graphic data regarding the participants and so we cannot 
report on their ages/ethnic backgrounds/clinical expe-
rience. However, characteristics of one of the services 
delivered by our participants were adapted to reflect 
the multi-cultural nature of the community served, e.g., 
by recruiting staff who were multi-lingual and of similar 
faith to the local population and locating community-led 
support groups in a variety of faith centres. Future study 
can explore the barriers and facilitators to accessing pain 
services among more diverse groups of older adults living 
with frailty.

Conclusion
The way older adults with frailty interact with pain ser-
vices is shaped by a range of factors that require careful 
consideration if their specific needs are to be met. Within 
existing pain services there is a call to upskill HCPs with 
the knowledge and skills to meet the needs of this com-
plex and vulnerable group. While a separate service for 

older adults with frailty may not be required, modifica-
tion to existing services may be needed, alongside the 
provision of tailored treatment and the practical support 
necessary for older adults to engage in pain services.
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