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Pain Management Guide 

1. 	 Base the initial choice of analgesia on the severity and type of pain: non-opioids for mild pain; opioids in combination 
with non-opioids for moderate pain; and opioids for severe pain. Neuropathic pain may require an antidepressant or 
anticonvulsant drug. Patients may require a multi-drug approach.  (WHO Three Step Approach) 

2. 	 Opioids should be limited to the agonist drugs. Use Equianalgesic Chart starting on page 7. Avoid Meperidine 
(Demerol) and the mixed agonist-antagonists (e.g., Stadol, Nubain, Talwin). For more moderate to severe pain, first 
line therapy recommendations are Morphine, Hydromorphone and Oxycodone.  

3. 	 Chronic pain in the elderly, including cancer pain, requires with rare exception both scheduled and rescue dosing. 
Scheduled dosing will maintain even serum drug levels and provide consistent relief. Rescue dosing should be 
available on an as-needed basis and can be increased or decreased depending upon its effects. 

4. 	 When using opioids, the rescue dose should be approximately 10% of the 24-hour total dose of the opioid, and is to 
be given every 2œ3 hours as needed. When opioid rescue doses are consistently needed more than 3œ5 times per 
day, the scheduled long acting opioid dose should be increased. 

5. 	 Base the administration schedule on the analgesic‘s duration of effect. There is no maximum dose with opioids; 
increase opioids until pain relief is achieved or side effects are unmanageable before changing medications. Note: 
Many opioid combinations are often limited by the acetaminophen component. Do not exceed 4 g/24 hrs of 
acetaminophen. If possible, use sustained release opioids for scheduled dosing and always use immediate 
release opioids for rescue dosing. 

6. 	 A non-invasive route is preferred. Administer drugs orally whenever possible. Avoid intramuscular injections. For pain 
that is severe and escalating, it may be necessary to provide intravenous analgesics until the pain is managed. If 
oral, rectal or transdermal dosing is no longer practical or appropriate, continuous subcutaneous or intravenous 
infusions are indicated.  

7. 	 Take into account the equianalgesic differences of the various routes of administration. The first pass effect of 
hepatic metabolism requires higher oral opioid dosing than parenteral dosing. When changing from one opioid to 
another, it is usually recommended that the dose be decreased approximately 25% due to loss of tolerance with the 
new opioid (assuming that pain is adequately controlled at the time of crossover). 



8. 	 Manage opioid side effects aggressively. Be mindful that patients never become tolerant to the constipating effects of 
opioids. 

9. 	 Addiction occurs very rarely in patients who receive opioids for pain control. Drug addiction, when suspected, should 
be investigated and ruled in or out but not implied and —left hanging“ because it interferes with pain management. The 
hallmarks of addiction include: a) compulsive use, b) loss of control, and c) use in spite of harm. Remember that 
—pseudo-addiction,“ which mimics the symptoms of addiction, is often a result of poor pain management. The 
difference is the drug seeking behavior usually disappears when the pain is controlled. 

10. 	 Do not use placebos to determine if the pain is —real.“ The use of placebos in clinical practice is unethical and there is 
no place for the management of persistent pain. 

10 Principles of Pain Management 

1. 	 Choose the best analgesic for the individual. 
- Use only one drug initially and titrate dose up or down as necessary 
- Side effects are easy to identify if only one drug is provided initially 
- Individualize the drug to the patient with regard to present disease state and past adverse reactions 

2. 	 Use the lowest effective dose. 
3. 	 Administer through the least invasive route. 
4. 	 Adopt the most appropriate administration schedule. 
5. 	 Increase drug, dose, or strength for insufficient pain control. 
6. 	 In addition to around-the-clock dosing, use as needed doses to control breakthrough pain. 
7. 	 Prevent and treat analgesic side effects, including changing drugs as needed (i.e., treat potential constipation from 

opioid therapy prophylactically). 
8. 	Use supplemental medications as appropriate to achieve optimal therapeutic effects. 
9. 	 Consider the WHO stepwise approach for therapy. 
10. 	 Constantly re-evaluate efficacy of pain control. 
Reference: Won A, Gambassi G, Murphy KM. Resident assessment protocol: pain. In press 2001. 
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3 Definition of Pain – 
Pain is whatever the experiencing person says it is, existing whenever they say it does. McCaffery 1968 

Sources of Pain 
Pain Source Pain Characteristics Drug Class/Examples 

Myofacial  Constant and well localized Muscle relaxants 
Somatic Pain Acetaminophen/NSAIDs 

Visceral Pain Injury to sympathetically innervated Opioids 
organs. Pain is vague in quality. Deep, 
dull, aching. Referred pain. 

Bone Pain Axial skeleton Radiation therapy if cancerous cause 
NSAIDs: Vioxx, Motrin, Naproxen, Trillisate, Orudis,  
    Dolobid, Toradol 
Corticosteroids 
Biphosphonates 

Neuropathic Pain 
Nerve Damage 
Dysesthesia 

Injury to some element of the nervous 
system.  
Dysesthesia, burning, tingling, numbing, 
shooting electrical pain. May not re-
spond well to opioid analgesics. 

Tricyclic antidepressants: Amitriptyline (Elavil) Desipramine  
(Norpramine) for burning pain 

Anticonvulsants: Neurontin, Tegretol or Klonopin 
Corticosteroids 
Anti-arrythmic (Mexiletine) 
Opioids 

Nonsteroidal anti-inflammatory drugs for bone pain and antidepressants or anticonvulsants are but two of many potential 
co-analgesics. Corticosteroids, neuroleptic agents, biphosphonates and calcitonin, and some anxiolytic agents may be  
useful in selected patient populations. Avoid benzodiazepines unless primary anxiety disorder persists after pain relieved. 



Pain Assessment Tool 
Assessment of pain is critical to effective pain management. Use of a consistent scale throughout the community is      
imperative. Use the scale that works best for your community. 

0-5 Numeric Pain Intensity Scale 

0 1 2 Moderate 3 4 5 
No Pain Worst 

Pain Possible 
Pain 

0-10 Numeric Pain Intensity Scale 

0 1 2 3 4 5 6 7 8 9 10 
No Moderate Worst 

Pain Pain Possible 
Pain 
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5 Wong-Baker FACES Pain Rating Scale 

0 1 2 3 4 5 

Explain to the resident that each face is for a person who feels happy because he has no pain (hurt) or sad because he 
has some or a lot of pain. On the 0-5 scale, Face 0 is very happy because he doesn‘t hurt at all. Face 1 hurts just a little 
bit. Face 2 hurts a little more. Face 3 hurts even more. Face 4 hurts a whole lot. Face 5 hurts as much as you can 
imagine, although you don‘t have to be crying to feel this bad. Ask the person to choose the face that best describes how 
he is feeling. 

From Wong D.L., Hockenberry-Eaton M., Wilson D., Winkelstein M.L., Schwartz P.: Wong‘s Essentials of Pediatric Nursing, ed. 6, St. Louis, 
2001, p. 1301. Copyrighted by Mosby, Inc. Reprinted by permission. 



World Health Organization (WHO) Three-Step Analgesia Ladder 
Opioid Dose Increases 
*Increase by percentages of the present dose based upon patient‘s pain rating and current assessment. 

) 
A/Codeine 

+

l 

l 
+

Antidepressants 

ic 
*

ASA 
NSAIDs 
+

i l
 is 

i l
 is 

i

l, 
l

2. Moderate Pain 
     4-6/10 or 2-3/5
     *25%-50% increase 
Tramadol (Ultram

A/Hydrocodone (Vicodin) 
A/Dihydrocodeine 
A/Oxycodone (Percocet) 

Adjuvants 

3. Severe Pain 
     7-10/10 or 4-5/5
     *50%-100% increase 
Morphine 
Oxycodone 
Hydromorphone 
Levorphano
Methadone 
Fentany

Adjuvants 

Adjuvants 
Topical agents 
Corticosteroids 

Anticonvulsants 
Antiarrythm
Local anesthetics Do not exceed 4g/24h of acetaminophen A=Acetaminophen 

1. Mild Pain
     1-3/10 or 0-1/5 

*25% increase 
Acetaminophen* 

Adjuvants 

When the max mum to erated or recom-
mended dosage is reached or pain

unresponsive, proceed to step 2. 

When the max mum to erated 
or recommended dosage

reached or pain is unrespons ve, 
proceed to step 3. 

Note: pain may require ora
transderma , rectal, or 

parenteral routes for adequate 
analgesia. Invasive techniques 

should be considered for 
patients who do not respond 

to step 3. 

Three Basic Concepts 
1. By the Mouth – the most convenient and cost-effective route of administration 
2. By the Clock – around-the-clock administration (rather than as needed) allows each analgesic dose to achieve constant pain control 
3. By the Ladder – by the World Health Organizations Three-Step Analgesia Ladder 6 



7 
Opioids 

Opioids act by several mechanisms, including receptor blockade in the central nervous system and effectively relieve all 
types of pain. Opioids have different potency and adverse effect profiles. Footnotes for the following are on page 11. 

Drug 

Starting 
Dose & 
Duration Aging Effects Precautions 

Oral* 
Equivalent 

Parenteral* 
Equivalent 

Codeine8 30-60 mg APAP/ASA Begin bowel 120 mg 60 mg 
Tablet combinations limit program early. Do 
Available as combination drugs. dose. Constipation not exceed 
Codeine 15 mg, 30 mg, 60 mg q 4-6h major adverse effect. maximum dose. 
Oral solution as combination 
12 mg/ml, 120mg/5ml q 4-6h  

SH
O

R
T 

AC
TI

N
G

 D
R

U
G

S 

Oxycodone 
Immediate Release Tablets 

5-10 mg APAP/ASA       
combinations limit 

Anticipate and 
prevent side   

20-30 mg N/A 

Oxy IR 5 mg q 4-6h dose. **Available as effects; do not 
Roxicodone 5 mg 
Oxycodone/Acetaminophen3

q 4-6h 
q 4-6h 

a single entity 
product and a long 

exceed           
recommended 

    Percocet 5/325, 7.5/500,  
      10/500 mg3

    Roxicet 5/325, 5/500 mg3 

q 4-6h 
q 4-6h 
q 4-6h 

acting product. dose; begin bowel 
program early. 

Liquid 
Roxicodone 1 mg/ml, 20 mg/ml q 4-6h 
OxyFAST 20 mg/ml q 4-6h 



Drug 

Starting 
Dose & 
Duration Aging Effects Precautions 

Oral* 
Equivalent 

Parenteral* 
Equivalent 

Hydrocodone 
Hydrocodone/Acetaminophen 

5 mg APAP/ASA       
combinations limit 

Anticipate and 
prevent side   

30 mg N/A 

Vicodin 5/500 mg q 4-6h dose. Effectiveness effects; do not 
Vicodin ES 7.5/750 mg q 4-6h and toxicity similar to exceed           
Lorcet or Vicodin HP 10/650 mg q 4-6h morphine. recommended 
Lorcet HD 5/500 mg q 4-6h dose; begin bowel 
Lorcet Plus 7.5/650 mg q 4-6h program early. 
Lortab 2.5/500 mg, 5/500 mg, q 4-6h 
    7.5/500 mg, 10/500 mg q 4-6h 
Norco 5/325 mg, 7.5/325 mg,  q 4-6h 

SH
O

R
T 

AC
TI

N
G

 D
R

U
G
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    10/325 mg q 4-6h 
Hydrocodone/Ibuprofen 
Vicoprofen 7.5/200mg q 4-6h 
Zydone 5/400 mg, 7.5/400 mg, q 4-6h 
    10/400 mg 

Hydromorphone 
Tablets 

2 mg Short half-life (3h) so 
not used often. 

Start low and  
titrate to comfort. 

7.5 mg 1.5 mg 

Dilaudid 2, 4, 8 mg q 3-4h 
Liquid 
Dilaudid 2 mg/ml q 3-4h 
Dilaudid HP 10 mg/ml q 3-4h 
Suppository 
Dilaudid 3 mg q 3-4h 
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Drug 

Starting 
Dose & 
Duration Aging Effects Precautions 

Oral* 
Equivalent 

Parenteral* 
Equivalent 

Morphine 
Immediate Release Tablets 15-30 mg 

Intermediate half-life; 
older people more 

Start low and  
titrate to comfort; 

30 mg 10 mg 

MSIR – 15, 30 mg q 4h sensitive to continuous use 
metabolites – no for continuous 

Oral Liquid 2.5-10 mg ceiling dose. pain; anticipate 
MSIR oral solution 2 mg/ml,      q 4h **Available as long and prevent side 
    4 mg/ml q 4h acting and           effects. Begin 
MSIR oral concentrate 20 mg/ml q 4h immediate release bowel program 
Roxanol concentrate 20 mg/ml q 4h products.  early. 
Suppository 
Rectal Morphine Sulfate (RMS)
    5, 10, 20, 30 mg q 4h

SH
O

R
T 

AC
TI

N
G

 D
R

U
G

S 

Tramadol 
Ultram 

25 mg 
q 4-6h 
(not to 
exceed 

Low ceiling of 
activity. 

Use with caution 
in patients with a 
history of seizures 
or with Selective 

N/A N/A 

300 mg 
per 24h) 

Serotonin    
Reuptake Inhibitor 
(SSRI)            
medications. 



SH
O

R
T 

A
C

TI
N

G
 D

R
U

G
 

Drug 

Starting 
Dose & 
Duration Aging Effects Precautions 

Oral* 
Equivalent 

Parenteral* 
Equivalent 

Methadone6,7 5-10 mg Long half-life leads Start low and  10-20 mg 5-10 mg 
Tablet to drug taper gradually. 
Dolophine 5, 10 mg q 4-6h accumulation – Monitor closely. 
Liquid increased risk of 
Generic Methadone 1, 2 mg/ml q 4-6h sedation and 

respiratory 
depression. 

Morphine SR 
Sustained Release Tablets 
MS Contin 15,30,60,100,200 mg1 

Kadian 20,30,50,60,100 mg1,2 

Oramorph SR 15,30,60,100 mg1 

15 mg 

q 12h 
q 12h 
q 12h 

Rarely requires more 
frequent dosing than 
recommended on 
package insert. 

Escalate doses 
slowly – possible 
drug 
accumulation; 
immediate      

30 mg 10 mg 

release opioids 
necessary for 
breakthrough 
pain.

LO
N

G
 A

C
TI

N
G

 D
R

U
G

S 

Oxycodone SR 
Sustained Release Tablets 
Oxycontin 10, 20, 40, 80 mg 

10 mg 

q 12h 

Similar to sustained 
release morphine. 

Immediate 
release           
oxycodone 
needed for 

20-30 mg N/A 

breakthrough 
pain. 
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Oral* 

Equi lent Equi lent 
4 25ug/h/ 

patch 
q 72h 

48-96h 

with caution in 
pain. 

17 ug/hr 
N/A 

5 See 
package 
insert for 
dose 

 Equivalent doses are provided as a guide vidual and patient variations may exist. Published tables vary in the suggested doses that 
are equianalgesic to morphine. Because there is not complete cross tolerance among these drugs, it is usually necessary to use a lower 
equianalges c dose when changing drugs and to ret trate to response. Consideration should be given to co-morbid es, hepatic and rena
status, age and we ght. . Do not crush or chew tablets. . Capsules may be opened and granules sprinkled on food or placed in NG tube. 
. Dose in 24 hrs. lim ted to maximum acetaminophen 4000 mg. . Do not cut patch. Must be in contact w th skin. Use caution on cachectic 

or febrile patients. . Onset 5 m nutes; not recommended for opioid naïve pat ents. . Accumulates w th repeated dosing, requiring de-
creases in dose size and frequency, espec ally on days 2-5. Half-life 8-80 hrs. . May w sh to titrate on a q 8 hr. schedule. . Use of Co-
deine not recommended for use w th H2 blockers (Zantac, Pepcid, Tagamet). 
Note: Butorphanol (Stadol  Meperidine Demerol , Nalbuphine HCL (Nuba  Pentazocine Talwin  and Propoxyphene Darvon, 
Darvocet) are NOT RECOMMENDED for the management of cancer pain or for use in the elderly. The preceding and follow
drugs and diagnoses drug comb nat ons were partially adapted from a paper entit ed —Explicit Criteria for Determining Appropriate Medica-
tion Use by the Elderly“ by Mark H. Beers, MD, published in the Arch ves of Interna Medic , Vo . 157, July 28, 1997, that lists numerous 
drugs and diagnosis drug combinat ons that are udged to place a person over the age of 65 at greater r sk of adverse drug outcomes. 

Drug 

Start
Dose & 
Durat on Aging Effects Precaut ons va

Parenteral* 
va

Transdermal Fentanyl
Duragesic 25, 50, 75, 100 mcg/h 
(>25ug/h not recommended in 
opioid naïve patients) Duration of 

effect may 
range from 

8-12 h before onset 
and 24-48 h before 
steady state. Use 

unstabilized, febrile, 
very elderly, and 
cachectic patients. 

Use immediate 
release           
analgesics for 
breakthrough 

Topical 

Transmucosal
Actiq 200, 400, 600, 800, 1200, 
    1600 mg 

adjust-
ments 

LO
N

G
 A

C
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N
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G
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Titration and Conversion Principles 

1. Long-acting morphine (MS Contin, Oramorph SR, Kadian) to long-acting oxycodone (Oxycontin) 
● Old theory was that oral morphine and oral oxycodone had equivalent potencies 
● New evidence indicates Oxycontin is approximately twice as potent as oral morphine  


(i.e., morphine 60mg oral = Oxycontin 30mg-40mg)

Due to greater bioavailability of oral oxycodone (60-87%) versus oral morphine (30-40%) 

2. MS Contin, Oramorph SR, to Duragesic (transdermal fentanyl) 
● Only switch to patch when patient is unable to take oral and the pain is stabilized 
● Recommendations by makers of the patch are very conservative, leading to underdosing of transdermal fentanyl 

- The pharmaceutical company recommends 100mcg/hr patch for patients receiving a total daily dose   
     of oral morphine in the range of 315-400 mg 

- A closer estimate would be a total daily dose of oral morphine in the range of 240-330 mg converted to 
   100mcg/hr fentanyl patch 

3. Converting from acetaminophen-hydrocodone combinations (Vicodin, Lortab, Hydrocet) 
● If patient is taking 20-40mg of Hydrocodone: 

- Starting dose of long-acting morphine = 15-30mg q12h 
- Starting dose of long-acting oxycodone = 10-20mg q12h 

● If patient is taking greater than 40mg Hydrocodone: 
- Starting dose of long-acting morphine = 30-45mg q12h 
- Starting dose of long-acting oxycodone = 20mg q12h 

continued 
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Titration and Conversion Principles (continued) 

4. Converting from acetaminophen-oxycodone combinations (Percocet, Roxicet, Tylox, etc.) 
● If patient is taking 4 to 8 tabs/caps per day:  

- Starting dose of long-acting morphine = 30-45mg q12h 
- Starting dose of long-acting oxycodone = 10-20mg q12h 

● If patient taking 9 to 12 tabs/caps per day:  
- Starting dose of long-acting morphine = 45-60mg q12h 
- Starting dose of long-acting oxycodone = 20-30mg q12h 

5. Converting from Duragesic (transdermal fentanyl) patch to long-acting oral opioids 
● For every 25mcg/hr patch give: 

- Long-acting oxycodone (Oxycontin) 10mg q12h OR 
- Long-acting morphine (MS Contin, Oramorph, Kadian) 30mg q12h 

● Always wait a minimum of 12 hours after removing patch to start either of the long-acting morphine or

          long-acting oxycodone 


6. Converting from oral opioids to Patient Controlled Analgesia (PCA) or Controlled Analgesia Delivery Dose (CADD) 
● First convert to morphine equivalent daily dose by using above conversions. 
● Daily morphine dose is divided by 24 hours to figure hourly —basal“ rate. 
● PCA for patients with chronic pain is usually 25 percent of basal rate with a 10-15 minute lockout. For example, a

           patient with a continuous infusion of morphine at 20 mg per hour should have a PCA bolus of 5 mg with a lockout 
           of 15 minutes. 

Reference: Holmquist G, speaker. Managing acute, chronic and cancer pain: meeting the standards of care. North Dakota Long Term Care 
Association Quality of Care Series; 2001 Aug 22; Mandan, ND. 



Opioid Side Effect Management 

Constipation – always 
initiate a bowel program 
with narcotics. 

Establish what is  
normal. 

Docusate sodium 50 mg + senna 8.6 mg –1 p.o. qd to 4 tid 

If no BM in 48 hours, add 1-2 of the following: 
• Senna 187 mg 2 tabs q hs to 4 tabs tid 
• Bisacodyl 5 mg p.o. q hs to 15 mg p.o. tid 
• Milk of Magnesia 30-60 ml qd or bid 
• Lactulose (10m/15ml) 15-60 ml qd or bid 

Don‘t just increase the dose – consider another type of agent: 
• Stimulants (senna, bisocodyl) 
• Osmotic (MOM, lactulose, magnesium citrate) 
• Detergents (Docusate sodium) 
• Prokinetic agents (metoclopramide) 
• Lubricants (mineral oil, glycerin suppository) 
• Large volume enemas 

Nausea/vomiting Use antiemetic of choice. Symptoms presenting at time of initial dose or with increasing doses 
will decrease in 3-5 days. Nausea starting with no dose change maybe due to active 
metabolites and changing drugs may be appropriate. 
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15 Adjunct Medications (Not in order of priority) 

Drug 
Starting 

Dose Indications 
Pharmacological 

Changes 
Precautions and 

Recommendations 

Corticosteroids 
(Prednisone) 

2.5-5 mg 
daily 

Inflammatory 
disease 

Increased risk of hypoglycemia, 
osteopenia, and Cushing     
phenomena. 

Avoid high dose for long-term use. 

Antidepressants 10 mg 
HS 

Neuropathic 
pain, sleep 
disturbance 

Increased sensitivity to side 
effects, especially 
anticholinergic effects. 

Monitor carefully for anticholinergic     
adverse effects, desiprimine may be as 
effective as amitriptyline with fewer side 
effects–start at lowest available dose, 10 
mg and titrate HS dose upward by 10 mg 
every 3-5 days. 

Anticonvulsants 100 mg Neuropathic May prove to have less serious Start at 100 mg qd, increase slowly bid, 
(Neurontin) pain side effects than carbamazepine then 200 mg qd, then bid, and finally TID. 

(leukopenia, thrombocytopenia). Check LFTs, CBC, RF at baseline; CBC 
at 2 then 8 weeks. 

Anti-arrythmics 150 mg Neuropathic Common side effects are Avoid use in patients with pre-existing 
(Mexitil) pain tremor, dizziness, unsteadiness heart disease. Start with low dose and 

& parethesias. Rarely hepatic titrate slowly, recommend initial and    
damage and blood dyscrasias. follow-up ECGs; titrate to tid-qid dosing. 

Baclofen 5 mg Neuropathic Probable increased sensitivity Monitor for weakness, urinary dysfunction, 
pain, muscle and decreased clearance. avoid abrupt discontinuation due to CNS 
spasms irritability. On Beers list –so review risk 

vs. benefit and document accordingly. 



Topical Analgesics 

Counterirritants (e.g., Menthol, methylsalicylate, trolamine salicylate) 
• 	 Supplied as liniments, creams, ointments, sprays, gels, or lotions. 
• 	 May be effective for arthritic pain, but effectiveness is limited when pain affects multiple joints. 
• 	 Can cause skin injury, especially when used with heat or occlusive dressings. 

Capsaicin cream (0.025% and 0.075%) 
• 	 Derived from red peppers. 
• 	 Depletes substance P, desensitizes nerve fibers associated with pain. Substance P is thought to be the primary 

chemomediator of pain impulses from the periphery to the CNS. 
• 	 Main limitation is skin irritation. 
• 	 Use routinely for optimal effectiveness. Begin with 0.025% and advance to higher concentrations if necessary. Try 

0.075% preparation for six weeks before declaring treatment failure. 

i

Information for the short acting and long acting drugs on the opioids table on pages 7 to 11 was taken in part from the 
AGS Persistent Pain Guideline, published in the June 2002 (Vol. 50, No. 6) Supplement Issue of the Journal of the 
American Geriatr cs Society. The Management of Persistent Pain in Older Persons can be ordered online at          
www.americangeriatrics.org. 
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This information has been brought to you by: 


Kansas Foundation for Medical Care, Inc.

2947 SW Wanamaker Drive


Topeka, KS  66614 

785-273-2552 (local phone) 

1-800-432-0770 (toll-free) 


785-273-5130 (fax) 


This resource was adapted from the work of the North Dakota Health Care Review, Inc. 

Produced under Contract #500-02-KS01 eff. 8/1/02 œ7/31/05 awarded under Title XI of the Social Security Act by CMS, 
Dept. of Health & Human Services. The contents of this report do not necessarily reflect the views or positions of CMS.  
Pub. #7SOW-KS-NHQI-03-04. 


