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Clinical Guidelines for Practice
FUND-11 Pain Management

Key Points
• Patients will be informed that:

– Effective pain relief is an important part of their treatment
– Their communication of unrelieved pain is essential
– Health professionals will respond quickly to their reports of pain
– A goal of the management of pain is to keep pain at a low level 

to permit optimal bodily function and optimal quality of life
– Other multi modal pain management therapies may be used in 

conjunction with pain meds to provide pain relief.
• All patients will be assessed for the presence, absence, and 

history of pain. Upon every encounter the history is to 
include the patient’s personal experience with past, 
present, and/or chronic pain.



Clinical Guidelines for Practice
FUND-11 Pain Management

Key Points
• Placebos are not to be used to assess/treat pain. “The deceptive 

use of placebos and the misinterpretation of the placebo response 
to discredit patients’ pain reports are unethical and should be 
avoided.” (American Pain Society, Principles of Analgesic Use in the 
Treatment of Acute Pain and Cancer Pain, Sixth Edition, 2008)

• Management of acute or chronic pain in patients with active 
substance abuse disorders will likely require the intervention of a 
pain specialist.

• The Acute Care Order Set for Opioid Naïve Patients is to be utilized 
by healthcare professionals as guidance.

• Fentanyl IV may be given in procedural and critical care areas 
provided appropriate monitoring is being done (i.e. heart rate, 
respiratory rate, O2 saturation, blood pressure).



Important Information When Ordering 
Pain Medications

• Avoid therapeutic duplication such as:
– Acetaminophen Oxycodone 1 tab PRN moderate pain 

AND Oxycodone 5 mg PRN moderate pain
– Hydralazine 10mg IVP Q6 PRN SBP>180 AND Labetalol 

4mg IVP Q6 PRN SBP>180
• Each order for a PRN pain med must indicate a clear 

indication for administration including the pain scale 
and/or reason for administering
– Orders should address each level of pain or the nurse will 

call for clarification (e.g., only mild and mod levels 
addressed, but patient states pain is an 8-high)

• Access Prescription Drug Monitoring Program 
database



Important Information When Ordering Pain 
Medications

• Medication Order sentences include direction to allow for patient choice if patient 
desires to take lower scale medication for higher scale pain
– Medication orders with PRN dosing can’t vary based on patient preference 

unless this is specified in the order. 
• It is NEVER acceptable to administer a medication of stronger potency 

based on patient preference



Pain Treatment Plan
• Based on evidence-based practice and the patient’s condition, 

age, past medical history, and pain management goals
• Treatment strategies for pain may include non-pharmacologic, 

pharmacologic, or a combination of approaches
• Patient’s physiology, mental status, and pain level is 

monitored 
• Reassessment includes:
– Evaluation and documentation of response to pain 

interventions
– Progress toward pain management goals, including 

functional ability
– Side effects of treatment
– Risk factors for adverse events caused by the treatment



New Joint Commission advisory on non-
pharmacologic and non-opioid solutions for pain 

management
• Not all pain management requires medication. The alert provides health 

care providers with several evidence-based, non-opioid treatment options 
for pain:
– Behavioral/cognitive/psychological interventions, such as meditation 

techniques and progressive muscle relaxation
– Environmental-based interventions, such as lighting alterations and 

music therapy
– Physical interventions, including acupuncture, massage therapy and 

spinal manipulation
– Non-opioid pharmacologic interventions, including non-steroidal anti-

inflammatory agents, acetaminophen, corticosteroids and topical 
products

• It is important to use a systemized approach to review all aspects of a 
patient’s situation, while focusing on symptomatic relief when developing 
develop a patient’s individualized pain management plan



Patients with Complex 
Pain Management Needs

• Promote Living Well Program through O/P Oncology 
and the Wellness center.

• Promote EJGH O/P pain management services
• Promote the utilization of pain management team 

and/or Anesthesia for the management of complex 
unresolved acute/chronic pain. 

• Chronic patient types i.e. sickle cell: 
– Pain management plan of care for the frequent ED patients

• Triggers/Screens for clinical pharmacy assessments
• CME presentation on Opioid Crisis 



Integrative Medicine Offerings

• Through Living Well Integrative Therapy 
Program 
– Massage Therapy
– Nutritional Counseling
– Reflexology
– Reiki Therapy/Healing Touch

• Physician referrals required



Patient and Family Education
Pain Management and Opioid Use

• Discussion of pain, the risk for pain, the importance 
of effective pain management, the pain assessment 
process, and methods for pain management

• Pain management plan of care
• Side effects of pain management treatment
• Addressing pain as part of ADLs
• Safe use, storage, and disposal of opioids when 

prescribed.
– Substance Abuse Crisis Line through SAMHSA (Substance 

Abuse and Mental Health Services Authority)



Patient Handbook
Follow up Care for “At Risk” Patients



Interdisciplinary Pain Team 
Purpose:

Identify and monitor pain management therapies with a concentration on 
patient safety, decreasing overall opioid prescribing and utilizing, and 
formalizing a multidisciplinary approach to acute and chronic pain 
management. 

Executive Leadership: 
– Raymond DeCorte, MD - Sr. Vice President and Chief Medical Officer
– Ruby Brewer, MSN/MBA, SVP and Chief Nursing and Quality Officer

Interdisciplinary Team Members:
– Perioperative multimodal pain management therapy team (Dr. Capp, 

Anesthesiologist, Melissa Lorio, Sr. Director Perioperative Services)
– Donna Carbajal, Sr. Director Quality and Accreditation, Layne Mistretta, 

Education Supervisor, Pharmacy Director, Eric Renker, Interim Pharmacy 
Director and IT analyst/Informatics Representative

Ad Hoc  MD Team Membership:
– Pain Management MD
– Supportive Care
– Hospitalist
– Family Practice Resident
– Orthopedist



CDC: Opioid Overdose Deaths
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CDC Guideline
• The CDC Guideline addresses patient-centered clinical practices including 

conducting thorough assessments, considering all possible treatments, closely 
monitoring risks, and safely discontinuing opioids. The three main focus areas in 
the Guideline include:

• Determining when to initiate or continue opioids for chronic pain
– Selection of non-pharmacologic therapy, non-opioid pharmacologic therapy, opioid therapy
– Establishment of treatment goals
– Discussion of risks and benefits of therapy with patients

• Opioid selection, dosage, duration, follow-up, and discontinuation
– Selection of immediate-release or extended-release and long-acting opioids
– Dosage considerations
– Duration of treatment
– Considerations for follow-up and discontinuation of opioid therapy

• Assessing risk and addressing harms of opioid use
– Evaluation of risk factors for opioid-related harms and ways to mitigate patient risk
– Review of prescription drug monitoring program (PDMP) data
– Use of urine drug testing
– Considerations for co-prescribing benzodiazepines
– Arrangement of treatment for opioid use disorder



Why is CDC Recommending a Specific Duration 
of Opioid Prescription for Acute Pain?

• Patients who are prescribed opioids for acute pain are more likely to use 
opioids long-term, and a greater amount of early opioid exposure (taking 
opioids for a longer time or at higher doses) is associated with greater risk 
for long-term use. 
– Physical dependence on opioids is a physiologic response in patients exposed 

to opioids for more than a few days. 
– Several previous guidelines on opioid prescribing for acute pain from 

emergency departments and other settings have recommended prescribing <3 
days of opioids in most cases, whereas others have recommended <7 days or 
<14 days.

• The Guideline recommends that if opioids are needed in cases of acute 
pain (not related to major surgery or trauma, such as acute back pain, 
sprained ankle), ≤3 days will often be sufficient – unless circumstances 
clearly warrant additional opioid therapy – and that more than 7 days will 
rarely be needed.
– If pain continues longer than expected, providers should re-evaluate the 

patient to make sure nothing was missed.


