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Pain Medicine: Analgesic Medications, 10770

Policy/Procedure
PURPOSE:

To maintain safety and quality in an evidence-based, patient-focused approach to pain prevention and
treatment using analgesic medications.

POLICY:

We partner with children and families to prevent and relieve pain to the degree possible. The following
guidelines describe a pharmacological approach with analgesic medications.

PROCEDURE:

I. Analgesic Medications:

A. This information provides guiding principles for consistent approaches of pain medicine
administration to maximize the safe and efficient use of analgesics.

1. This does not preclude individual exceptions or the addition of new techniques, drugs, or other
modifications of these guidelines as advances are available.

2. Doses higher than the recommended maximums are allowable providing that their titration to
clinical effect and safety is clearly documented in the medical record.

3. Refer to Seattle Children's Formulary for evidence based dosing information.

B. Determine Optimal Analgesic(s) For Treatment:
1. Whenever possible, utilize data on specific safety and efficacy indications.

2. A fundamental principle is to individualize the analgesic regimen in the context of the
specific patient. Consider the etiology, nature, and intensity of the child's pain, as well as
previous history with management strategies.

3. Anticipate pain and plan for timely analgesic intervention before pain escalates. This pre-
emptive and preventive approach results in overall less analgesic consumption and concerning
side effects, as well as improved pain management.

4. Respond to pain with appropriate intervention, matching the cause and intensity of the child's
pain rather than a required progression through steps of weak to stronger analgesics.
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a. Some types of pain respond to non-opioid drugs alone.

b. Pain of somewhat greater severity may be relieved by combining a low-dose opioid
preparation with the non-opioid.

c. More severe pain requires the addition of a higher-dose opioid preparation to the non-
opioid.

d. Atany of these levels, analgesic adjuvants may be helpful (American Pain Society:
Principles of Analgesic Use in the Treatment of Acute & Cancer Pain).

5. Peripherally acting agents (e.g. acetaminophen, ibuprofen, other nonsteroidal anti-inflammatory
drugs) may be useful adjuvants for acute and chronic pain (e.g. from surgery, trauma, arthritis,
and cancer).

6. Additional adjuvants for pain may be ordered in conjunction with opiates including:
a. Muscle spasms:
i. Muscle relaxants.
b. Neuropathic pain:
i. Tricyclic antidepressants.
ii. Anticonvulsants.
c. Anxiety, agitation:
i. Anxiolytics.
ii. Sedatives.
C. Define the Route, Dose, and Schedule of Administration:
1. Route:
a. Consider oral agents as the first option.

i. When oral opioids are indicated, prescribe short acting preparations initially to
establish requirement dosing and intervals for the individual patient. Only after the
patient has established a consistent (around the clock) need for opioids should long-
acting oral opioids be considered.

b. There is virtually no indication for IM injection of analgesics. Substantial disadvantages of
this route of administration include:

i. Unnecessary painful administration
ii. Wide fluctuations in absorption from muscle
iii. Best available data on metabolism are based on oral administration

c. Continuous infusions provide greater safety and comfort than intermittent parenteral
boluses.

i. Depending on the expected time of peak effect for individual opioids, full analgesia
with a continuous infusion may not be reached for up to 6 hours.

ii. Consider giving a loading dose at the initiation of therapy.
2. Dose:

a. Dosage Guidelines:
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i. Refer to Seattle Children's Formulary of Medications.

b. To maximize pain relief and minimize side effects, begin with the recommended evidence-
based starting dose, reassess in a timely fashion based on the action of the medication,
then titrate dose and/or interval as needed.

c. Titration is a key principle to ongoing effective and safe management.

d. Doses higher than the recommended maximums are allowable (e.g. in the setting of
tolerance), providing that titration to clinical effect and safety is clearly documented in the
medical record.

3. Schedule:

a. Round-the-clock medications are recommended for patients with ongoing or predictable
pain.

b. PRN (as needed) medications may be appropriate for those with intermittent pain or for
breakthrough pain.

D. Writing Opioid Orders:
1. Dosage guidelines:

a. For patient controlled analgesia (PCA), epidural, and general opioid administration, see
individual Clinical Information System (CIS) order sets/powerplans/sentences and Seattle
Children's Formulary of Medications.

2. For procedures, see Clinical sections of this and other P&Ps:

a. Pain Medicine: Patient Controlled Analgesia (PCA)

b. Redqional Analgesia: Epidural Catheter

c. Medication Drips: Continuous Infusion

3. Clinical P&P, Ketamine Continuous Infusion for Analgesia in Acute Care.

4. Licensed independent practitioners write specific, narrow dosing parameters instead of a dosing
range (e.g., x mg for severe pain) using the standard order sentence language in CIS.

a. This approach minimizes the potential for errors in judgment, adverse effects, and under
dosing.

b. The standard PRN indications of mild, moderate, and severe are intended to guide
appropriate selection of analgesic within the individual patient context (see section "F" in
clinical considerations of this policy).

5. If the need for ongoing opioid use with moderate to high doses and parenteral agents is
anticipated, give strong consideration to the use of a continuous infusion.

6. For patients with chronic opioid needs, those who have developed tolerance and/or
physical dependence, or those with any unusual needs or circumstances, consultation
with the Pain Medicine Program is highly recommended.

E. Pharmacologic Principles:
1. Titration:

a. Administer bolus doses of intravenous analgesics in small repeated doses titrated to
clinical effect.
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b. Wait until the drug has achieved maximal effect prior to repeating a dose.

c. If a sedative (e.g. benzodiazepines or pentobarbital) is given with an opioid consider
reducing the dose of both the sedative and the opioid by 50%.

d. Address the most important component of the situation (pain, anxiety, or muscle spasms)
with supplemental dosing (after the drug has achieved therapeutic effect).

e. In obese individuals, consult a pharmacist to assist with drug dosing and refer to
Housewide GOC, Pediatric Obesity Patient Care.

2. Tapering:

a. Due to concerns for withdrawal related to physical dependence, opioids should be
gradually tapered whenever an opioid was administered on a regular schedule for longer
than 5 days or whenever fentanyl has been used for longer than 3 days.

i. Decrease the dose no more than 10% - 20% per day.

ii. Evaluate for signs of withdrawal (abdominal cramps, insomnia, diaphoresis, anxiety,
rhinorrhea, salivation, chills, N/V). Opioid/benzodiazepine withdrawal syndrome can
be objectively measured with the Withdrawal Assessment Tool (WAT-1) in all areas
outside the NICU. The Modified Finnegan Tool is used in the NICU and for patients
with suspected pre-natal drug exposure using common clinical indicators.

(See Appendix I, Withdrawal Assessment Tool, WAT-1.)
(See Appendix I, Modified Finnegan Tool).

= Initiate WAT-1 assessment every 12 hours (at minimum) for all patients when the
taper begins. Assessment should continue for at least 72 hours after
discontinuing opioid and/or benzodiazepine tapering plan.

= Initiate the Modified Finnegan for infants if pre-natal drug exposure is known or
suspected or when withdrawal symptoms are noticed.

= See Appendix Il, Modified Finnegan Tool.

iii. If a child shows signs of withdrawal, consult taper plan and consider returning to the
previous dosage and hold the taper at this dose for 24 hours. Reassess and then
consider restarting the taper.

iv. When a patient is comfortable on the morphine equivalent of 10 mcg/kg/hr,
acetaminophen or ibuprofen alone may provide sufficient analgesia.

b. When tapering from morphine or hydromorphone administered for less than 5 days or
fentanyl that has been administered for less than 3 days:

i. Slow taper may not be necessary.

ii. Calculate the current mg/kg/24 hour requirement and then use comparative
pharmacokinetics charts and/or pharmacist to assist in switching to oral analgesics.

= See Seattle Children's Formulary of Medications.

c. See also ICU GOC, Tapering from Opioids and Benzodiazepines.

3. Changing to a new opioid or a different route:

a. When changing to a new opioid or a different route (e.g. IV morphine to oxycodone), first
use the equi-analgesic doses (Seattle Children's Formulary of Medications) to estimate the
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new dose, interval and route of administration. Modify the estimate based on the clinical
situation and specific drugs.

b. Use caution and collaborate with pharmacist and Pain Medicine consultation in opioid
tolerant patients because of incomplete cross-tolerance between agents.

F. Clinical Considerations:

1. For analgesic orders with as needed (PRN) indications, specify mild pain, moderate pain, or
severe pain.

2. Determination of pain 'level' (mild, moderate, severe) associated with analgesic orders is
achieved via clinical assessment and decision-making by a licensed professional, which
includes (but not limited to):

v' | Pain intensity score using validated, developmentally appropriate, standard scales
(see Clinical P&P, Pain Medicine: Principles and Assessment)

v' | Patient's baseline pain score (e.g. in the context of chronic pain) and target pain
levels as conjointly defined by the patient and provider;

Functional assessment;
Increasing pain despite use of other agents or non pharmacologic strategies;
v’ | Context of patient's current clinical status, such as:

= Route of administration (e.g. NPO status or avoidance of suppositories in setting
of neutropenia);

= Post-operative course;

= Invasiveness of procedure;

= Exacerbation of acute verses chronic pain;
= Disease related pain;

= Synergistic effects with current treatment or medications.

3. The major route for elimination of opioids is the liver. Recommended doses do not apply to
patients with renal or hepatic insufficiency or other conditions affecting drug metabolism and
kinetics.

4. Anticipate, recognize and treat side effects.

a. Common side effects from opioid administration include pruritus, nausea/vomiting,
constipation, and sedation.

b. Initiate assessment using RASS (Richmond Agitation and Sedation Scale), or NPASS
(Neonatal Pain Agitation and Sedation Scale) for infants <1 year, to facilitate early
recognition of clinical deterioration in patients receiving IV opioids per order. See
APPENDIX llI: Richmond Agitation and Sedation Scale (RASS)

a. For patients receiving a NPASS pain score, the NPASS sedation score should be
used instead of RASS.

b. The NPASS sedation score is performed with cares in order to assess patient
response to those cares.

c. Recommendations for treatment will be found on PCA, epidural, and opioid administration
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CIS order sets and in the Children's Formulary of Medications.
5. Differentiate maladaptive addiction from expected physical dependency or tolerance to opioids.
a. Addiction / Psychological Dependence:

i. Pattern of compulsive drug use characterized by a continued craving for an opioid and
the need to use the opioid for effects other than pain relief

b. Physical Dependence:

i. The body becomes accustomed to an opioid.

ii. Abrupt discontinuation of an opioid results in withdrawal.
c. Tolerance:

i. Larger dose of opioid analgesics are required to maintain the original effect.
d. latrogenic Pseudo-Addiction:

i. Behavioral characteristics resembling psychological dependence and are caused
when opioids are prescribed too low or spaced too far apart to relieve the pain.

ii. Understandably, a person in pain is motivated to gain relief and may exhibit behavior
that appears to be manipulative or coercive if adequate analgesia is not delivered.

6. Assessment is the cornerstone of therapy. All health care providers at SCH are accountable to
evaluate pain and the effectiveness of interventions.

7. The comprehensive treatment of pain often involves interdisciplinary approaches that may
include pharmacologic, interventional, psychological, physical, and complimentary and
integrative methods.

8. Specific Patient Considerations:
a. Infants Under Six Months

i. For infants <6 months requiring opioid analgesia who are not in the ICU,
consultation with the Pain Medicine Program is highly recommended.

ii. There is significant variability in the metabolism and effect of opioid medications
among infants less than 6 months.

ii. Indications for opioid use in infants include:
= Analgesia in critically ill and/or mechanically-ventilated patients.

= Post-op patients (or any patient) with pain unlikely to be controlled by local
anesthetics, non-pharmacologic methods, or non-opiate medications.

= Infants undergoing painful procedures.
iv. Apnea and respiratory depression appear to be dose related.

= Consider reducing the initial dose and use intensive monitoring for infants up to 6
months of age.

A. For non-ventilated infants, the suggested initial opioid dose is to be about %2
of the recommended dose for older children.

B. Intensive monitoring includes: continuous CRM and pulse oximetry

b. Adolescents or young adults with a history of opioid abuse admitted for medical, surgical,
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or psychiatric treatment, or through the Emergency Department who may be at risk for
withdrawal

i. See GOC: "ED or Inpatient management of opioid withdrawal for adolescents or
young adults with a history of opioid abuse"

See also:

» Seattle Children's Formulary of Medications

* Clinical P&P, Medication Administration

* Clinical P&P, Medication Drips: Continuous Infusion

» Clinical P&P, Pain Medicine: Patient Controlled Analgesia (PCA)

* Clinical P&P, Regional Analgesia: Epidural Catheter

* Clinical P&P, Ketamine Continuous Infusion for Analgesia in Acute Care
» ICU GOC, Tapering from Opioids and Benzodiazepines
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APPENDIX I: Withdrawal Assessment Tool, WAT-1

'Special Procedures' band in CIS [View:

Any Loose Watery Stools Last 12 Hours
WAT Any Yomit/Retching Gag Last 12 hrs
Temperature Greater than 37.8 C Last 12
2 Minute Pre-Stmules: State
2 Minute Pre-Stmulus: Tremor
2 Minute Pre-Stimulus: Any Sweating
2 Minute Pre-Stmulus: Unooondinated Rep
2 Minute Pre-Stimulus: Yawning or Snees
1 Minute Stmulus: Startde to Toudh
1 Minute Stimulus: Musds Tone
Post Stimulus: Time to Calm
B WAT 1 Score
"

Withdrawal Assessment Tool (WAT-1) Instructions

®  Start WAT-1 scofing from the fist day of weaning in patierits who have meoeived narcotics. sfor
benrodiarepines by infusion of regular dosing for prolonged periads fe.g. =5 dayil
&  The WAT-1 s compleied and documenied 2 least once per 17 hos shilfi (@ 0600 and 1800 % 7 hown) wntl
77 hown afier the Lagt dose., More froguent assessment may be neceseany in patient who show symgloms of
withdeawal,
*  Hwmp ol withd | develop (most likely a2 wone grester than 3) contact the medical wam
for re-mvaluation of weaning plan,
Scoring Method:
» Odbtain information on 3 indicators from the: numing documentation in the previous 12 howrs.
= Loose'watery stodls: Score | if any loose or watery stools were documented that are NOT consistent with
the patient’s age. medical condifion or bawdine gooling pattern; Scone 0 none were noted.
b4 W'mmﬁﬂvlﬁwﬂiﬁﬁwmwﬁiﬂmﬁw
documented that cannct be attributed 8o other causes of interverfion., Score 0 if none were roted,

¥  Temperature > 17.8°C: Score | if the iemperatune decumeniod was proater than 17.5°C mose ogquontly
than not during the provious 12 houn and mot Bodioned 16 bo ateed weth am irfec bk Seeee O if thin
i el thee £aae

2 minute pre-slimulus observation: 5 indicators axsessed during a 2 minute observation of the
patient ab mst,

> Same behavior: Score | W awake and distress ohwerved during the 2 minutes prior to the simulus; Score 0
if asleep or awake and calm/cooperative.
¥ Tremon Score | moderste o severe tremor ohsenved during the 2 mirutes prior o the simulus; Score 0
immwﬂnﬁ,wmk
¥ Swelling Scoec | if any sweating during the 2 minuies prior to the stimulus; Seeee 0 no sweating noted.
*  Uncodrdinaied fepetithe Movememts: Score | if moderate o severe uncooedinated or repetitive
mvemenits ssch as head turming, leg or arm fliling or torso arching observed during the 2 minutes price
1o the stimulus, Score O H o lor only mild) uncooedinated or repetitive movements.
*  Yawning or meesing: Score | il 2] yaan or sneere obserced during the 2 minutes. prior to the sfimuhas;
Score 0if D10 | yawn or sneere.
1 mamse stimulis observation: 2 indicslons sssessed dufing a plogressive arousal stmulus. During
noemal Cares, the Nurse uses progresshie arowsal o eficit the patlent’s response. Firsy, the nurse calls the
pathent’s name In g calm volce., W the patlent does not respond, the nurse calls the patient’s name and
genthy towches the patient’s amm or leg. If the patient sl does not respond, the nurse would assess the
patient during a planned noxiow procedure, e.g., endotfachesl suctioning of repositioning.
¥  Siarde o touch: Scere | moderate o severe siarle ecoun when louched during the simuls; Score

0 i e [ewr v,
¥ Mmchs Tohe: Score | i wone incressad durng the stiemulus; Score O B nesenal.

Post stimulus Recovery: | indicator assessed during an ohservation period following the simalus,
* Time io gain calm pate: Score 7 i it ke greater than 5 minutes ollowing simulus: Soore 16
achieved wigh 7 to 5 minuies; Scone O if achieved in lem than 7 minutes.

Sum the 11 bers in the column for the total WAT-1 score (0-12).
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APPENDIX II: Modified Finnegan Score

‘Special Procedures’ band and ‘ICU Quick View’ band in CIS IView. Reference text is available:

Finnegan Neonatal Abstinence Scoring

Cry

Sleep

Mara Feflex

Tremars

Increased Muscle Tone

Exooniaton

Myndorn: Jeris

Generalized Convusions

Sweating

Hyper thermia

Frequent Yawnng

Matting

Nasyl Stwuffiness

Sht g

Masal Flaring

Resparatory Rate

Excessrve Sudayg

Preser Faachruy

Wormting

Stools
_-Fﬂwg.msa:ﬂl

Reference Text is available in iView:

b, T —

Commuous crymg >5mmn

Sheeps < 1 howr after feeding

| Skeeps < 2 hours ser leeding

[ Sieeps < 3 hours after feeding

Moro Reflex | Hyperactie Moro reflex
Warkedly yperactee Moro reflex

|Tremars Wik Rremons when dsiurbed

Moderate-severs tremors when disturbed

Mid tremiors when NOT disturbed

Mod-severe tremors when NOT disturbed

jrac reasid Muscle Tone Yes

Ho

Exconation (chin, elbows, loes, efc) Yes

Mo

pyocione Jerks Vs

Ha

Generalized Comulsions Yes

Ho

[Eweatng Yes

Mo

Hyperthenmea Hyperihermea 37 2-38 3

Hyperihermia >/=18.4

Frequent Yawnng (>3-du'sconng interval) | Yes

Mo

Pl iting Yes

Ha

Flasal Suffiness Yes

Ho

Fneung (>3-4w/sconng interval) Yes
Ho

Flarng Yes

Mo

Respratory rate > Blimin

| Respratory rate > GO/min witetracbons

Yes

Rate
st Suckng
Mo
Feeding Yes
Ho
ormiding Regurglation [>/=2x dunng/post leeds)
Propectde sting

Fods Loose stooks
[ Watery stools

UMHN'EI‘-D—-M—-ﬂNG-l-ﬂ-l-biﬁﬂﬂdﬁiﬁmbwﬁdﬁi‘hwuﬂwf\#dMHHNg

Scoring:

I. Finnegan scores should be obtained on:
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a. Infants born to drug-dependent mothers or mothers with a history of drug use
b. Infants with a positive drug screen or whose mother had a positive drug screen

c. Infants having withdrawal symptoms or who are being weaned from treatment with drugs that cause
physiologic dependence

d. Infants for whom scoring is ordered by the provider
II. Scoring for Neonatal Abstinence Syndrome (NAS):
a. Score infants for 4 days after birth if pharmacologic intervention is not required.

b. Score infants for 5 days after drug therapy is discontinued for infants who require pharmacologic
therapy.

Ill. Scores can be done every 3-4 hours with nursing care. Scores should be increased to every 2 hours if
score is higher than 8.

IV. Pharmacologic treatment is generally indicated for 3 or more scores greater than 8 or a single score
greater than 12.
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APPENDIX lll: Richmond Agitation Sedation Scale (RASS)

'Special Procedures' band for procedural sedation and CIS [View. Reference text is available:

Richmond Agitation Sedation Scale (RASS) *

Score Term Diescriprion
= Combative Croertly combative, viclent, immedinte danper to staff
+3 Very agitated Pulls or removes febe(s) or catheten(s): aggressive
+2 Agitated Frequent noa-purposefol movement, fights ventilatcr
+1 Raestless Asscious bt movesments 0ol Aggressive vigonous
] Alent and calm
-1 Doy Mat fully alent, but has sustased swakening
(eye-cpemngleye contact) to voice (210 seconds) Verbal
-2 Light sedation Briefly awakens wath eye contact to vedee (<10 seconds) Stimulation
-3 Moderate sedaticn Movement or eye opeming to voice (but no eve contact)
4 Deep sedation Mo respoase to voice, but movement or ¢ye opening
to physical stimmlation } Emﬂ
-5 Unaroussable Mo responie 15 vedes or phosical stinmlation

Procedure for RASS Assessment
1. Observe patient
a Patient is alen, restless or agitated (seore 0 ta +d)
2 If;mot alert, state patient's nanse and say 1o open eves and look st speaker.
b. Patient awakens with sustamed eyve openme and eve contact. (score—1)
¢. Patient awakens with eye opesing and eye contact, bist ot sustuned.  (score —2)
d. Patient has agy movement in response to vorce but no eye coatact (score =3)

3. When po response to verbal stimulaticn, physically stimulate patient by
shakmng shoulder and'or rubbing sternom
. Patient has sy movement 1o plrysical stioulaticn. (seore =4}
. Patient has no response o any stinmiation. (seore =5)

* Sessler O, Gosnell M, Grap MU, Brophy GT, OT%eal PV, Keane KA etal Thtm:hmm.@..gnm-
Sedation Seale: validiey and reliabality in st intenanoe care patients. Am J Pespir Crit Cape Mad 2000,
166:1338-1344

* Ely EW, Tnmaun B, Shintand A Thomason JAW, Wheeler AP, Gordon 5 et al. Monsionmg sedibon stans
m\ern.memll:"l_'pnuems Iher:l.uhht}':.nd valsdiey ncl‘ﬂrf‘.nchnand.—lp:nm&'dm Scals (RASS)
JAMA 2003 289-2933-2991
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