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I.  GENERAL POLICIES--APPLICABLE TO ALL ANALGESIC SITUATIONS

A. Analgesic Route

1. The oral route is the preferred route of analgesic administration when a patient is physically able to take oral medication. 

2. Except in the immediate post-op period, buccal, sublingual, and rectal routes are to be considered reasonable alternatives before parenteral routes of administration.  Transdermal fentanyl is appropriate in the setting of severe continuous pain in patients who cannot use the oral route; however, this product is not suitable for post-operative pain management.

3. The intramuscular route should be avoided as it is generally more painful, and has variable absorption, compared to other routes.  The intravenous or subcutaneous routes are preferred when a parenteral route is needed. 

B. Analgesic Choice and Dosing Policies

1. The choice of analgesics should be based primarily on the patient report of pain and follow the World Health Organization 3 step ladder approach to pain management:

· mild pain--ASA, Tylenol or NSAID  (*)

· moderate pain---weak opioids +/- non-opioids (e.g. Tylenol #3) (*)

· severe pain---potent opioids +/-non opioids (e.g. Morphine)  (*)

(*) Adjuvant analgesics should be considered for any neuropathic pain syndrome not responsive to non-opioids or opioids.

2. Patients who report constant pain should receive analgesics on an “around the clock basis” rather than “as needed” (prn).

3. Patients who report intermittent pain should receive analgesics on an “as needed” (prn) basis.

4. Patients receiving any long-acting opioid analgesic (Oromorph SR, MS Contin, Kadian, Oxycontin, Duragesic Patch) should have an order for an oral short-acting breakthrough pain medication, ordered at a dosing interval < q 4h.

5. Patients receiving a continuous parenteral opioid infusion should have an order for a parenteral short-acting opioid for breakthrough pain.

6. Only one opioid-non-opioid combination analgesic may be ordered at any  given time. (e.g. Percocet) (see below)

7. Only one long-acting opioid analgesic may be ordered at any given time. (see below)

8. Short-acting opioids (e.g. hydromorphone) or opioid-non-opioid combination     products (e.g. Percocet), ordered on an as needed (prn) basis, should be    prescribed at dosing intervals no greater than every 4 hours.

9. An appropriate bowel regimen is ordered for all patients receiving opioid analgesics.  

C. Analgesic Orders

It has been common practice to write orders for multiple opioids at the same time (e.g. Tyl #3 and Darvocet and Percocet).  Such orders are no longer considered appropriate for optimal pain management.  The following are FMLH guidelines:

Step 1  Analgesics (mild pain); (non-opioids)

· NSAID’s

· Acetaminophen

**Guideline: Only one NSAID should be ordered at any one time; Acetaminophen may be ordered at the same time as an NSAID.

Step 2  Analgesics (moderate pain); combination opioid/non-opioids and weak opioids

· Propoxyphene and propoxyphene combination products (e.g. Darvocet)

· Codeine and codeine combination products (e.g. Tylenol #3)

· Oxycodone and oxycodone combination products (e.g. Percocet)

· Hydrocodone combination products (e.g. Vicodin)

· Tramadol (Ultramm) (e.g. Ultracet)

**Guideline: Only one Step 2 opioid is to be ordered at any one time.

Step 3 Analgesics (severe pain); long-acting opioids

· Oramorph SR, MS Contin; 

· Oxycontin

· Transdermal Fentanyl

· Methadone 

** Guideline: only one long-acting opioids at any one time

Step 3 Analgesics (severe pain); short acting opioids

· Morphine

· Hydromorphone

· Oxycodone

· Meperidine

** Guideline: only one short-acting opioid at any one time

D.   Other

1. A plan is in place for a pharmacological and or a non-pharmacological analgesic intervention prior to activities that are reported to cause or increase pain.

2. Orders for non-pharmacological interventions are present and clearly stated as part of the analgesic plan and/or nursing plan of care.

3. A pain management flow-sheet is initiated on all patients rating pain as moderate (e.g. > 5/10) on admission or at any subsequent time during the hospital stay.

II. Post-Operative Analgesia

1. Patients receiving post-operative epidural analgesia will have all analgesic orders (epidural, oral, or parenteral) directed by the Department of Anesthesia.

2. Morphine is the preferred opioid analgesic for the immediate post-operative period and for any subsequent parenteral analgesia.

3. The intravenous route should be used for patients requiring parenteral analgesia; intramuscular injections should be avoided.

4. Intravenous opioids prescribed as needed (prn) should be ordered at a dosing interval of every 2 hours or less.

5. Long-acting oral opioids are not to be prescribed in the first 12- 24 hours after surgery.

6. The Duragesic Patch (Fentanyl) may not be prescribed for post-operative acute pain management.  For patients with a chronic pain syndrome previously receiving this product, it may be re-started no sooner than 48 hours after surgery.

7. Ketorolac (Toradol)  may be prescribed for no more than 5 consecutive days. 

8. Meperidine use is restricted to short-term, procedure-related pain, to be administered for no more than 48 hours; and no more than 600 mg/24 hours.

III.  Patient-Controlled Analgesia

1. Prior to ordering PCA the following criteria must be met:

· anticipated PCA need of at least 24 hours, preferably 48 hrs;

· patient must demonstrate an understanding of how to use PCA device (except for dying patients);

· patient must be physically able to use PCA device (except for dying patients);

2. The interval between bolus doses (lockout interval) of opioid analgesics should be between 5 and 15 minutes.

3. The subcutaneous PCA route is an acceptable alternative to intravenous PCA.

4. Patients who receive a basal rate  with their PCA, should not be receiving any oral long-acting opioids.

5. Patients who receive a PCA bolus dose should not be receiving any oral short-acting opioids.  In certain circumstances it may be appropriate for patients receiving a PCA bolus doses to also receive a long-acting oral/transdermal opioid (e.g. patients with chronic pain on long acting oral/transdermal meds);

6. Bolus dosing is to be performed by the patient, although the nurse may initiate a bolus dose in the following situations:

· the ICU setting

· terminal care

· during patient transport
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