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Learning Objectives
• Discuss desirable approaches to assessing and
managing pain
• Discuss the prudent use of opioids in the
context of overall pain and patient
management
• Review strategies for safe and prudent
tapering and discontinuation of opioids
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Pre-Test
• Question 1: All of the following statements about
chronic pain in older adults are true except:
– (a) After diabetes, chronic pain is the most common
medical condition
– (b) It is a significant cause of depression and disability
– (c) It is commonly mistreated
– (d) Research to date does not support use of opioids
and tramadol for treatment of chronic pain
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Pre-Test
• Question 2: Opioid use is associated with all of
the following risks except?
– (a) hypogonadism
– (b) intoxication delirium
– (c) withdrawal delirium
– (d) hyperalgesia
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Pre-Test
• Question 5: Which analgesic is associated with
significant drug-drug interaction risk with
many psychopharmacological agents through
the 2D6 and 3A4 liver enzyme system?
– (a) hydrocodone
– (b) tramadol
– (c) duloxetine
– (d) acetaminophen
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Pre-Test
• Question 6: Which of the following nonpharmacological interventions has best
research support for chronic non-cancer pain
management?
– (a) hot and cold remedies
– (b) massage
– (c) cognitive behavioral therapy
– (d) music therapy
– (e) mindfulness and meditation
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A World Awash in Pills
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Why Is There Concern?
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Slogans and Activists
• Slogans are political and metaphorical
– “Everyone has a right to be free of pain”
– “Pain is whatever the patient says it is”
– “Pain is underdiagnosed and undertreated”

• Activism is a sign of failures of process,
practice, and accountability
– Activism can have dire consequences when the
means and the ends are not reconciled adequately
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The Upshot of Opioids: 2016
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Current Reality
• Pain is common
– More common than diabetes, heart disease and cancer
combined
– Common cause of depression, agitation, insomnia and
decline in ability to do activities of daily living
• Many individuals are on pain medications, including
opioids

• Generally either under-treated and or
inappropriately treated, often with opioids and
tramadol
• https://www.theacpa.org/wp-content/uploads/2018/07/Tool-Kit-2018.pdf
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Key Principles
• Use opioids safely and appropriately
• Acknowledge and address relevant issues
• Commit to a disciplined, consistent approach to
pain management
• Recognize that prescribing any medications—
including opioids—requires significant knowledge
and skill
– Good intentions are relevant but secondary

• Ensure that opioids are prescribed, administered,
and monitored safely and effectively
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CASE EXAMPLES

13

13

Pain Case #1
• Patient has fentanyl patch q 72h for pain
• Nursing Assistant tells the nurse that the
resident is “crabby,” and would not go for his
walk after dinner
• Nurse checked fentanyl patch
• Nurse updated Nurse Practitioner (NP)
• NP ordered patch to be changed to q 48 h
instead of previous q 72 h
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Case #2
• 76 y/o male sustained a femoral neck fracture and underwent
hemiarthroplasty. He was treated for PNA during his stay with
rocephin. He presented to the facility for rehab 12 days later.
• Med Hx: ESRD, anemia, HTN, a-fib
• Meds: clonidine 0.1mg bid, Coumadin, norco 5/325mg q6 prn, coreg
6.25mg po bid
• VS: BP 140/74 T 97.7 P 66 R 20
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Case #2
• 24 days after he is admitted to the facility the MD is in the facility
seeing new admissions and is asked to evaluate the resident due to his
demanding to go to the ER as the resident states that his Norco “is not
working.”
• Of note, he was started on Keflex for incision infection 3 days prior to
the above incident and nursing reports that the incision is “not red at
all.”
• On evaluation resident is laying in bed watching TV in NAD

• Plan: Start a wean!
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Case #3
•
•
•

51 y/o female who was hospitalized due to LLE pain. She was found to have ABI of
0.41 and underwent L BKA (she had a previous R BKA due to similar presentation).
Pertinent meds on arrival: Neurontin 100mg tid, oxycodone ER 20mg po q12,
oxycodone IR 5mg po q4 PRN.
She states that she was taking Percocet 10/325mg po tid at home prior to
hospitalization due to her “foot issues.” Her PCP had been prescribing and she
admits to a home supply, but does not know how many. She admits to a several
month use.

17

Case #3
Plan:
1.
2.
3.
4.

On admission begin weaning schedule of oxycodone IR
Once IR is weaned, begin weaning of oxycodone ER
Monitor for symptoms of withdrawal and treat if needed
If resident is discharged prior to wean being complete, advise to
follow-up with PCP regarding pain control since she admitted to home
supply
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Case #4
• 50 y/o male who presented to the ER with acute L limb ischemia.
He was admitted and underwent embolectomy and fasciotomy. He
was also found to have a LV thrombus on echo. He has a
documented diagnosis of opioid use disorder and when pain
management is discussed at the bedside he admits to having “past
problems with pills.”
• Pertinent meds: morphine 15mg po bid, oxycocodone 5mg po q6
prn
• He is initially agreeable to opioid wean and it is ordered on
admission. Soon after admission he complains of pain on a daily
basis. Opioid alternatives are initiated and opioids are completely
weaned off. Eventually, resident develops gangrenous toes and is
readmitted to hospital for amputation. He returns with orders for
Norco 5/325mg po q6 and weaning orders are written.
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Case #4
•

•

The resident transitions to LTC and continually complains of pain, but appears in
NAD. He begins to ambulate around the facility and states that he cannot be
discharged because he is homeless. He becomes friendly with nursing and staff.
Approximately 2 months after his Norco is completely weaned off, the resident
breaks into a med cart with a butter knife and snorts 22 Xanax and 12 norco. He is
sent to the hospital and returns to the center the next day and is told he will be
discharged in 30 days. The resident walks out of the facility.
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Case #5
(Do We Need These Drugs?)
•

•
•

•

58 y/o male LTR of facility for 2 years. The resident had been on multiple opioid
medications over the last 2 years and his initial presentation to the ER was due to
“running out of pain meds.” He was initially prescribed opioids after AKA.
Pertinent meds: morphine sulfate ER 30mg po q12, Neurontin 600mg po q8
Medical director took over the patient ‘s care and discussed weaning morphine
and resident was initially resistant, but after much discussion he became
agreeable. Slow wean was started over 2 months. He became belligerent several
times and asked for morphine back. Low dose benzodiazepine was prescribed for 7
days at one point.
Resident is eventually weaned completely off morphine. Nursing encourages the
resident to spend more time with family. The resident goes fishing with his son
which he had not done in over 2 years. He tells nursing that he “feels great” and
discharges home 1 month after morphine is weaned off.
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PAIN AND THE CARE DELIVERY
PROCESS
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Elements of High Quality Care
• According to the Institute of Medicine (IOM),
high quality care is
– Safe
– Effective
– Efficient
– Patient-centered
– Timely
– Equitable
23
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Meeting Quality Expectations
• Responsibility to manage pain safely and
appropriately in our facility
• Acknowledge and address all relevant issues
related to opioids
• Commit to a disciplined, systematic approach to
pain management
• Recognize need for relevant knowledge and skills
• Oversee safe prescribing, administration, and
monitoring for safe and effective use
24
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Meeting Quality Expectations
• Recognize limitations of the class of
medications
• Recognize potential for significant adverse
consequences
• Manage pain in proper context
• Consider pain medications in light of total
medication regimen
• Recognize limits of extrapolation
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“Not Causing Harm” as a Key Element
of Quality
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Clear Thinking and Excellent Detective
Work Are Needed
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Critical Thinking for Problem Solving
Consider the
patient situation
Collect cues &
information

Reflect and process
new learning

Evaluate
outcomes

CLINICAL
REASONING
CYCLE

Process
information

Identify problems
and issues

Take action
Establish goals
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The Whole and the Sum of Its Parts
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Major Psychiatric and Behavioral
Complications of Opioids
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The Perils of Guessing
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Yogi the Clinician
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Care Process
• Pain is a symptom, not a diagnosis
• Must follow the care delivery process steps
faithfully
– If pain is–or might be–present, we must look at the
whole picture, not just manage in isolation

• Adequate assessment and diagnostic efforts are
essential
• Entire interprofessional team—not just nurses or
medical practitioners—must follow the process
34
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Care Process
• Details are mandatory
– Including nature (sharp, stabbing, dull, aching, shooting,
etc.) location, intensity, and other factors (localized,
generalized, things that make it better or worse, etc.)

• Adequately detailed assessment needed to determine
if opioids are indicated or likely to be effective
• Vague documentation, description, and reporting of
pain symptoms are highly problematic
– For example, “hurts all over,” “complains of leg pain,”
“abdominal pain is a 7 out of 10,” etc.)

• Details are needed to help distinguish causes
35
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Assessment and Cause Identification
• All symptoms–including pain–are subjective to
some extent, and need details and verification
• The need for objective validation of symptoms is
a basic principle of all clinical practice
• The “conventional wisdom” about pain (for
example, that it is subjective, so we should simply
believe whatever the patient tells us) is
misleading
• People have different ways of experiencing and
describing pain
36
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Can We Assume a Valid Rationale?
• Usually, we should not assume anything about
why opioids were started or whether they are still
needed
• We often do not know who made prior treatment
decisions, or why or how they made them
• Upon admission, we often need more
information
• We must consider whether and why opioids are
still indicated, first in the short term and then
over time
37
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Rationale
• If treatment started elsewhere is ineffective or causing
complications, more of the same will not work twice as
well
• Must reconsider current pain management when we
have little or no guidance from referring sources
• Even when opioids are warranted initially as analgesics,
they can often be switched subsequently
• Even if it is not appropriate to change orders
immediately upon admission or transfer, it is still
appropriate to ask questions and try to validate the
current regimen
38
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Patient A
•

Cymbalta Capsule Delayed Release Particles (DULoxetine HCl) Give 90 mg by
mouth one time a day for depression

•

Flexeril Tablet (Cyclobenzaprine HCl) Give 10 mg by mouth every 8 hours as
needed for muscle spasms

•

Lyrica Capsule 225 MG (Pregabalin) Give 1 capsule by mouth two times a day for
neuropathy

•

Percocet Tablet 5-325 MG (Oxycodone- Acetaminophen) Give 5 mg by mouth
every 4 hours as needed for pain

•

SEROquel Tablet (QUEtiapine Fumarate) Give 25 mg by mouth at bedtime for
depression

•

TraMADol HCl ER Tablet Extended Release 24 Hour 100 MG Give 100 mg by
mouth two times a day for pain
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Patient B
•

Cymbalta Capsule Delayed Release Particles (DULoxetine HCl) Give 60 mg by
mouth one time a day for depression

•

Flexeril Tablet (Cyclobenzaprine HCl) Give 10 mg by mouth three times a day for
muscle spasms

•

Imitrex Tablet (SUMAtriptan Succinate) Give 100 mg by mouth every 4 hours as
needed for HA max 2 tabs in 24 hr period

•

OxyCODONE HCl Tablet 15 MG Give 15 mg by mouth every 4 hours as needed for
pain

•

Promethazine HCl Tablet Give 12.5 mg by mouth every 4 hours as needed for N/V

•

Vistaril Capsule (HydrOXYzine Pamoate) Give 50 mg by mouth every 6 hours as
needed for anxiety
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Patient C
• Flexeril Tablet (Cyclobenzaprine HCl) Give 5 mg by mouth one time
a day for muscle spasms
• Lyrica Capsule 150 MG (Pregabalin) Give 150 mg by mouth two
times a day for neuropathy
• Norco Tablet 7.5-325 MG (Hydrocodone- Acetaminophen) Give 7.5
mg by mouth every 6 hours as needed for PAIN
• Sertraline HCl Tablet Give 50 mg by mouth at bedtime for
depression
• TiZANidine HCl Tablet Give 4 mg by mouth three times a day for
muscle spasms
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Patient D
•

AmLODIPine Besylate Tablet Give 5 mg by mouth two times a day for HTN

•

CeleXA Tablet (Citalopram Hydrobromide) Give 20 mg by mouth one time a day for
depression

•

Lyrica Capsule 75 MG (Pregabalin) Give 1 capsule by mouth two times a day for neuropathy

•

Norco Tablet 10-325 MG (Hydrocodone- Acetaminophen) Give 10 mg by mouth q6 hours
PRN

•

Remeron Tablet (Mirtazapine) Give 45 mg by mouth at bedtime for depression

•

Roxicodone Tablet 30 MG (OxyCODONE HCl) Give 30 mg by mouth every 6 hours for pain

•

TiZANidine HCl Tablet Give 750 mg by mouth two times a day
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Case #1: Missing Elements
• No evidence of adequate assessment,
including physical assessment and symptom
details, by nurse or physician
• No apparent attempt to differentiate cause of
symptoms
– No validation that pain was cause of behavior

• Superficial report to nurse
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Case #1: Missing Elements
• Lack of any meaningful nurse assessment
– No important details about the symptom

• Superficial report to practitioner
• Inadequate dialogue between staff and practitioner
• Medication adjustment based on inadequate
information and isolated incident
• Inappropriate modification of current analgesic
regimen
• Missing evidence about indications for current
treatment
44
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Case #1: Missing Elements
• No evidence of nonpharmacological measures
tried
• No evidence of alternative medication
regimens
• No evidence of effectiveness of current
treatment
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All Too Often
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Vague Generalities
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Getting Details
• All symptoms–including pain–are subjective to some extent
• Objective validation of symptoms (including pain) is a basic principle
of all clinical practice
• People have different ways of experiencing and describing pain
• Patients are not all equally reliable historians
• It is essential to validate initial assumptions or tentative conclusions
when
– Unclear whether a patient is having pain (for example, when
cognitively impaired)
– Nature and severity of pain are unclear

• Limits to how much medical practitioners should order
medications—especially, opioids—based solely or primarily on
patient or family requests, without additional validation
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Believing and Trusting
• With nonverbal symptoms, we need to consider
(“rule out”) other explanations for the symptom
• Even when nonverbal expressions strongly
suggest pain, opioids are only sometimes
appropriate
• We cannot assume that a decrease in nonspecific
or nonverbal symptoms with opioids implies
successful pain treatment or are indicated
indefinitely
49
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PAIN ASSESSMENT IN SPECIFIC
SITUATIONS
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Pain Assessment Approaches
• What do we need to assess about pain?
– Inspection (look)
– Palpation (touch)
– Percussion (tap)
– Auscultation (listen)

• Perform basic neurological evaluation
– Sensory, motor, pain, position sense, touch
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Asking Questions
• Nature
– Sharp, stabbing, dull, aching, burning, gnawing,
shooting, pressure, tightness, radiating, localized,
diffuse, etc.

• FID is key throughout
– Frequency, intensity, duration
– Compared over time, not just at the moment

• Factors that influence pain
– Position, activity, time of day, etc.
– Get details about effects of medications
• Not just “did it help?”
52
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Pain Assessment
• Comprehensive assessment (ideally part of Comprehensive
Geriatric Assessment [CGA]): Goal is to identify all specific
pain sources.
• Pain scales (e.g., numeral rating scale and verbal descriptors
[also okay in mild-moderate cognitively impaired individuals],
Pain In Advanced Dementia [PAINAD] and Doloplus-2
recommended for severe cognitive impairment).
– Desai and Grossberg 2017. Psychiatric consultation in long-term care: A guide for
healthcare professionals. Cambridge University Press.
– Hobelmann and Clark. Management of chronic pain. Kaplan and Sadock’s
Comprehensive Textbook of Psychiatry 10th Edition, 2017.
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Specific Situations: Headache and
Neck Pain
• Detailed history and/or description
• Examples of causes
–
–
–
–
–

Neck sprain
Muscle strain or spasm
Infection or inflammation
Osteoarthritis
Nerve root impingement

• Assessment details
–
–
–
–

Tap over the sinuses
Press over the temples
Palpate scalp and face
Move the head and neck through a range of motion

54
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Specific Situations: Abdominal pain
• Detailed history and/or description
• Palpation to help specify location
– Relates to underlying organs
• Liver, gastritis, peptic ulcer, gallbladder disease, intestinal
ischemia, partial intestinal obstruction, inflammatory bowel
disease

• Look at the abdomen
– Can you see waves or rushes?

• Listen to bowel sounds: who cares how many
quadrants?
• Voluntary vs. involuntary guarding
55
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Evidence-Based Medicine
• Obstruction more likely if
– Visible peristalsis →LR of 18.8
– Distended abdomen →LR of 9.6

• Visible peristalsis + distension →obstruction may
be more likely
– Other findings are necessary to decide if enema or ER

• X-Rays are rarely positive or even as helpful as
clinical exam in making diagnostic determinations
56
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Specific Situations: “Hurting All Over”
• Symptom details essential
• Diffuse musculoskeletal pain, tenderness at
pressure points, stiffness
• Often accompanying mood and anxiety
disturbances
• Fibromyalgia
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TREATMENT
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AMDA Long Term Care Medicine - 2014
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Thumbs Up or Down?
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Rules of Thumb Have Limits
• Dosage and potency of analgesics do not
necessarily correlate with efficacy
– More potent pain medication is often not the
answer, but rather may cause more trouble than it
fixes

• Often preferable: nonpharmacological
interventions + lower risk analgesics
– Reduces complications
– Pain medication can be painful
61
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Prudence in Dosing
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Opioid Prescribing in Context
• Why must we look at the entire drug regimen when
prescribing for pain?
• Many categories of medications can cause pain, directly or
indirectly
• Opioids have significant effects and side effects on CNS and
body
• Many other categories of medications can interact with
opioids to cause or contribute to side effects and other
complications
• Staff and practitioners must closely monitor patients
receiving opioids for clinically significant side effects,
interactions, and complications
– Both by themselves and in combination with other medications
63
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Considering Opioids
• Decisions to add opioids to a regimen or increase current
opioid doses require detailed discussion and analysis
• Opioids may not be indicated or effective even for
moderate to severe pain
• Key reasons why a patient may not get much relief with
opioids
– Opioids are not indicated or are ineffective for their pain
– Underlying cause has not been identified or has been
misdiagnosed

• To justify giving more of an existing intervention, we need
objective evidence of at least partial effectiveness without
disproportionate side effects

64
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Considering Opioids
• If an increase in opioid dose by phone or
remotely does not materially improve symptoms
without causing undue side effects, we need
additional detailed review and discussion before
adding drugs or doses
• It is often appropriate to use non-opioid
measures, including topical or local treatments,
instead of or in addition to opioids
• Medical practitioners should help review things
before increasing doses, frequency, or numbers
of opioids
65

65

Always in Context
• Monitor closely patients receiving opioids for
effects and side effects
• Opioids often affect the central nervous
system and the body as a whole
• Many other categories of medications can
interact with opioids
• Many medications—including opioids—can
potentially cause pain
66
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Why Minimize Use of Opioids?
•
•

Lack of high-quality studies supporting effectiveness of opioids for chronic non-cancer pain in older
adults
High risks such as overdose related death, intoxication delirium, dependence, tolerance, withdrawal
effects, addiction, abuse, diversion, falls and serious injuries hypogonadism, hyperalgesia, cognitive
impairment, other adverse effects (e.g., constipation, pruritis, day-time somnolence).
–

Kurt Kroenke. Treatment of Chronic Pain. American Psychiatric Association Publishing Textbook of Psychopharmacology. 5th Edition
2017.

•

Prescription of opioids beyond 8 weeks for chronic pain has questionable benefits for
individual patients and carries substantial public health risks (Dr. Nora Volkow, Director,
National Institute on Drug Abuse: http://www.nejm.org/doi/pdf/10.1056/NEJMra1507771 ).

•

Use of opioids for management of chronic (more than three months) non-cancer pain should
be restricted to intractable pain that is not adequately managed with conservative and
interventional methods (American Society of Pain Medicine)
http://www.painmed.org/files/use-of-opioids-for-the-treatment-of-chronic-pain.pdf ).
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Opioid Risks and Adverse
Consequences
• Significant potential adverse consequences related to
opioids may include
– Significant psychiatric and behavioral issues, falls,
dizziness, confusion, urinary retention, abdominal pain,
disorientation, impaired function, apathy, lethargy,
anorexia/weight loss, and death

• Adverse consequences of opioids (up to and including
death) are often exacerbated in combinations; for
example
– Antiepileptic medications, muscle relaxants,
benzodiazepines, antidepressants, other opioids,
antipsychotic medications, tramadol, and anticholinergic
medications
68
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Opioid Risks and Adverse
Consequences
• Staff and practitioners must
– Seek, identify, and address opioid risks and side
effects
– Consider possible adverse consequences of
opioids in anyone who is getting them and has a
significant unresolved symptom or an acute
change of condition
– Examine the broader clinical impact of opioids
beyond constipation, dependency, and addiction
69
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Why Minimize Use of Opioids?
• Opioids did no better (in terms of function)
than non-opioid analgesics for chronic
moderate to severe osteoarthritis pain (knee,
hip) and back pain. Adverse effects were
significantly more common in opioid group
compared to nonopioid group. Pain intensity
less in acetaminophen-NSAIDs group. Mean
age: 58 years.
– Krebs et al. JAMA 2018;319: 872-882.
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Why Minimize Use of Tramadol?
• Lack of high-quality studies supporting effectiveness for
chronic non-cancer pain in older adults
• High risks, similar to (but lower than) opioids drug-drug
interaction risks (especially with antidepressants)
–
–
–
–

Higher risks in patients with chronic kidney disease
Dizziness in more than 10% of cases
Seizures reported within the recommended dose range
Seizure risk higher in individuals with history of seizure, with
conditions that increase risk of seizure (e.g., stroke, TBI), and
with medications that also increase risk of seizure (e.g.,
bupropion)
• Kurt Kroenke. Treatment of Chronic Pain. American Psychiatric
Association Publishing Textbook of Psychopharmacology. 5th Edition
2017
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Tramadol: Significant Psychiatric Side
Effects
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Why Minimize Use of Tramadol?
•

Significant risk of adverse drug-drug interactions with many
psychopharmacological medications (e.g., serotonin syndrome, seizures)
(https://www.accessdata.fda.gov/drugsatfda_docs/label/2009/020281s03
2s033lbl.pdf ).

•

Little evidence for tramadol use to manage pain for more than three
months
(http://www.who.int/medicines/areas/quality_safety/6_1_Update.pdf ).

•

Check out the podcast by pharmacist and internist Dr. David Juurlink:
https://www.geripal.org/2018/06/Tramadont-dangers-of-tramadol.html
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Categories of Opioid Ordering
• Classified 575,512 (88.0%) people initiating
opioids into 23 clinical indications in 6 clusters
–
–
–
–
–
–

Dental (23.2%)
Postsurgical (17.4%)
Musculoskeletal (12.0%)
Trauma (11.2%)
Cancer/palliative care (6.5%)
Other less frequent indications (17.7%)
• Pasricha SV et al. Clinical indications associated with opioid
initiation for pain management in Ontario, Canada: a
population-based cohort study. Pain. 2018 Aug;159(8):15621568.
74
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Back Pain: CR Hits the Mark
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Back Pain: CR Hits the Mark
• “Relief for aching backs”
• Consumer Reports, May, 2009, p. 12-13

• “Be wary of narcotics to treat back pain”
- CR low-back-pain survey
- More than 50 percent of those given a prescription drug
received an opioid pain reliever
- Despite little research to support the use of opioids for acute lowback pain
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Using Opioids PRN
• Order and administer PRN analgesics–including opioids–
judiciously and appropriately
– Based on objective evidence of pertinence, effectiveness, and
safety over time

• When multiple PRN options are available, adequately
detailed assessment is essential to determine which PRN
medication to give
• There are several reasons why a patient may request PRN
analgesics frequently
– Possibly ineffective, inappropriate, or insufficient standing doses
or a regimen that needs to be modified

• Do not switch PRN opioids to a standing dose without first
thinking through and discussing current PRN use
77
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Requests or Demands For Opioids
• Staff, patients, and families should report pain
symptoms objectively and in detail
• Opioids should not be prescribed or dispensed based
primarily or solely on patient or family demand
• Patients and/or families may request or demand
opioids generally or specific ones
– Sometimes threatening or intimidating staff and
practitioners

• Patients and families do not necessarily understand the
care process, need to seek underlying causes of
symptoms, or medication indications, risks, or adverse
consequences
78
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Requests or Demands For Opioids
• Good customer service and patient-centered care does not
mean simply giving in to requests or demands
• Staff and practitioners should coordinate responses and
actions in response to requests or demands for certain
medications, including opioids, or if they refuse to consider
alternatives
• Opioids should be carefully prescribed and dispensed on
discharge from the facility
– Limited time
– Only to those with a clear need

• Studies: opioids that are prescribed on discharge
– often go unused
– likely to be stolen
79
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Pain Management: Summary
• Use of opioids and tramadol for chronic noncancer pain should be minimized (except during
end-of-life care where opioids are preferred over
tramadol)
• All other oral pharmacologic interventions for
chronic non-cancer pain have limited data in
older adults and also carry substantial risks
• Emphasize non-pharmacological interventions
and topical agents for management of chronic
non-cancer pain, especially in older adults
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MONITORING
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Monitoring
• Essential questions
– How is the pain, compared to xxx?
• NOT simply “Are you still having pain?” or “Is the pain
better?”

– Severity, intensity, duration
– Location, radiation, relieving and exacerbating
factors, nature

• Assess progress of managing causes
82
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Progress Assessment
• Some basic examples, found in sound
documentation and reporting
– Less intense
– Less often radiating
– Does not last as long
– Longer duration of relief with intervention
– Lesser dose of medication needed to obtain
comparable relief
83
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Progress Assessment
• Some basic examples
– Less frequent use of interim PRN medication
– Lower standing dose with comparable interval
relief
– Relief obtained with nonpharmacological
measures
– Improved function / improved sleep
– Able to focus more on things other than pain
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Monitoring and Documentation
• Discuss in detail patients with pain who
receive analgesics (including opioids)
– Is treatment—including medications—relevant,
safe, and effective?

• Medication that worked previously may not
necessarily remain relevant, indicated, or safe
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Reviewing and Adjusting PRN Opioids
– PRN analgesics must be used appropriately and safely
– PRN opioids need careful prescribing parameters for judicious use
– Staff must obtain objective detail about pain to validate need for
continuing PRN and standing opioids
– Nurses should not give the most potent opioid analgesic available
from among several options in lieu of an adequate assessment
– Even when standing and PRN orders for opioids are indicated,
nonpharmacological interventions and non-opioid analgesics can be
helpful
– Changing PRN orders to standing orders of opioids for occasional or
intermittent pain should be done for valid reasons, not regulatory
considerations
– Before raising the dose and the frequency of a given opioid or adding
more opioids, or switching from PRN to standing doses of opioids,
there must be an adequate review of effectiveness, complications, and
continued indications
86
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Identifying Drug Seeking
• Some patients may seek drugs or may be
addicted to or dependent on opioids
• Use available resources to seek drug dependency
or abuse issues
• There are valid clues to opioid seeking,
dependency, and addiction
– Staff and practitioners should seek, document, and
address clues

• Evidence suggesting possible drug seeking should
be taken seriously, clarified, and addressed
– Set limits for prescribing opioids
87
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Clues to Possible Medication Seeking
• Mostly vague, general, nonspecific symptoms
• No meaningful improvement over time
despite multiple medication and dose changes
• Demanding every dose ahead of time
• Demanding on the minute
• Little or no improvement in relief
proportionate to increases and total amounts
88
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Clues to Possible Medication Seeking
• Active and happy within minutes of a dose
despite complaints of excruciating pain
• Pain does not match known anatomy or
natural course (location, radiation)
• Intimidating or threatening to staff
• Will not try anything other than opioids, even
as a baseline
• Will not try dose reductions or
nonpharmacological interventions
89
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When to Reconsider Current
Approaches
• If patient does not seem to get relief but
keeps asking for more medication
• When relief is not roughly proportionate to
increased dose or frequency
• When pain has diminished or stopped
• When cause(s) of pain are corrected
• When adverse consequences are identified or
suspected
90
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Analgesics and Behavior

91

Differential Diagnosis of
Behavior
• “The first question that should always be considered in
the differential diagnosis is whether the presenting
symptoms arise from a substance that is exerting a
direct effect on the central nervous system (CNS).
Virtually any presentation encountered in a mental
health setting can be caused by substance use. Missing
a substance etiology is probably the single most
common diagnostic error made in clinical practice.
This error is particularly unfortunate because making a
correct diagnosis has immediate treatment
implications. “
– First, MB. DSM Handbook of Differential Diagnosis, p. 2
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92

46

9/5/2019

What to Reconsider
• Whether the problem is defined properly
• Whether underlying diagnosis(es) is (are)
accurate and complete
• Whether the intervention is appropriate
• Whether we need
– More, less, or same amount of intervention
– A completely different intervention
– Additional intervention(s)
93
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Wildly Out of Control
• Multiple prescribers
– Including pain clinics that will not coordinate care or that
believe whatever the patient tells them

• More than 3 standing and PRN analgesics with no clear
relief despite increasing doses
• Inconsistent symptom and physical findings, vague and
inconsistent documentation
• Multiple clinically significant side effects are present
– Falls, anorexia, lethargy, behavior or mood issues

• Many PRN doses of multiple medications despite
standing doses
94
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GENERAL ISSUES
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Policies and Procedures
• Disciplined, systematic approach to pain assessment and
management.
• Staff and practitioners discuss and agree on basic
expectations and principles for opioid prescribing
• Staff and practitioners incorporate awareness of opioid
issues into patient discussions regarding pain management
and opioid use practices
– Situations where opioids may be useful and where they are
likely to be ineffective or contraindicated
– Adverse consequences and drug interactions related to opioids
– What should be done before adding opioids or increasing doses
– Reviewing entire medication regimen before and periodically
after initiating, increasing, or adding opioids
96
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Limits on Prescribers
• Must be aware of whether prescribers have
basic competencies related to pain
management and opioid prescribing
• Must limit those with insufficient knowledge
and skills
– Must check that such prescribers are guided and
reviewed by a qualified medical practitioner
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Advisors and Consultants
• Use consultants sparingly and prudently
– They must have enough details in order to make meaningful
recommendations

• Pain consultants and pain clinics must have adequate context
• Cannot simply rely on a consultant pharmacist to identify serious
issues related to opioids or assume that everything is OK if the
consultant does not find it
• Primary care practitioners and staff must remain involved, even
when consultants or hospice are involved
• Staff and practitioners must speak up and challenge pain
consultants and opioid prescribers, when indicated
– Especially when pain symptoms continue despite opioids, when
adverse consequences may be occurring, or when patients may be
drug seeking
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Hospice Consultants
• Not everyone who is receiving hospice services is
seriously or terminally ill
– Only some hospice patients have pain that warrants the
use of opioids

• Medication-related adverse consequences can be
unnecessarily painful and debilitating in hospice
patients
• Hospice providers must prescribe opioids judiciously,
just like all other consultants and practitioners
• Hospice providers must manage pain in the proper
context and coordinate care and prescribing
99
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Preventing and Identifying Diversion
• Every facility needs an organized and assertive effort to
oversee opioid use and prevent and identify diversion
• Drug diversion is a continuing and growing problem in
healthcare facilities such as nursing homes
• Prescribers and staff must be alert to issues of
organizational oversight, diversion, and theft of opioids
– Must take risks of drug diversion seriously and address
them vigorously
– Be alert for, and report, situations and clues that could
represent diversion
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SUCCESSFUL OPIOID REDUCTION
STRATEGY
101

101

Why is a reduction strategy necessary
in the SNF?
• Long term opioid use has well documented
adverse affects in the geriatric population (falls,
confusion, constipation, urinary retention)
• Opioids are not first-line therapy for chronic pain
• Individuals taking opioids long term often
complain of more pain, not less
• Focus on short stay residents who are rehab to
home to prevent opioid tolerance
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Why is a plan necessary?
• Standardize opioid reduction across all buildings
• Provide a framework for staff to follow with progress
• Provide a tool that can be used by all physicians taking care of
LTC residents
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Patient Populations of Concern
Opioid Use in LTC
1. Skilled patients who were not taking opioids prior to
hospitalization and arrive with opioid orders
2. Skilled patients who were taking opioids long term
prior and arrive with opioid orders at a higher dose
than long term use
3. Skilled patients with an opioid use disorder diagnosis
who were not taking (prescribed) opioids prior to
hospitalization and arrive with opioid orders
4. Long term residents taking opioids long term
5. Long term residents with a diagnosis of opioid use
disorder and not taking opioids
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Patient Population #2
• Residents who are taking opioids long term and
arrive on a dose greater than what they have
been taking at home
• Challenges:
1. Tolerance
2. Home supply (send home with script?)
3. Is screening for opioid use disorder
needed?
4. What is the appropriate weaning schedule?
Wean to chronic dose?

105

Step 1

• Evaluate all current PRN opioids
• Target residents who are receiving 0 or 1 PRN
doses of opioids daily
• Discontinue the PRN opioid
• If needed, substitute non-opioid medication

106
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Step 2
An ongoing process
• Evaluate all PRN opioid orders on new skilled residents
• Discuss pain assessment with nursing to determine:
- why opioid was ordered initially
- how often the resident was receiving it
- determine if it was used prior to hospitalization
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Step 2
continued
• Consider trial of discontinuation of all
PRN opioids on skilled residents who
were not on the medication prior to
hospitalization and were not placed on
opioids due to fracture, injury, or surgery
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Step 3
• Assess all chronic opioids after 1st sweep (step 1) on skilled
residents. Determine why the opioids are being used
• Assess pain source and offer alternative to pain medication
(i.e. heat, ice)
• Discuss pain with residents who can verbalize symptoms and
explain importance of reducing opioid dose
• Ask if the resident has a prescription or supply at home
• Research pharmacy database as needed
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Step 3
continued
• Offer alternative non-opioid pain medication if desired
• Discuss opioid weaning schedule (reduce dose by 10%
every 1-2 weeks)
- Discuss alternative methods to relieve pain
- If resident refuses weaning or alternative treatment
document reason and attempt to educate
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Step 4
• Assess all PRN opioid use on long term residents
who cannot verbalize pain
- consider weaning trial
- monitor behaviors with reduction of dose and
frequency
- discuss findings with family or MPOA
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Step 5
• Assess all scheduled opioids on long term residents
- document diagnosis of why resident is receiving the medication
- consider weaning trial (reduce dose by 10% every 1-2 weeks) on those
residents not receiving opioids for cancer diagnosis or end of life
- implement alternative pain measures during weaning
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Step 6
continued

• If resident fails opioid GDR trial:
- document why GDR failed
- discuss GDR failures in nursing
forum to determine better options for
certain residents

113

Step 7
• Provide in service to nursing including recent CDC opioid
prescribing guidelines
- stress adverse affects related to long term opioid use in the
LTC setting (increased risk of falls, respiratory depression,
constipation, confusion, urinary retention, delirium)
- stress importance of limiting opioid use to less than 3 months
and educating residents
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Step 7
continued
• Provide in service to nursing:
- develop educational material for nursing to
provide to residents and families whose opioids are
being weaned
- explain that residents who receive long term
opioids actually complain of more pain, not less
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Step 8
• Provide in service to therapy department
- discuss their role in pain assessment and
offering of alternative pain control measures (heat,
ice, massage, ROM)
- stress importance of PT not asking physician or
nursing for pain medication
- explain their role in pain reduction
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Step 9
• Attempt to make a goal of limiting all opioid
prescriptions to those residents with an appropriate
diagnosis (cancer, end of life)
- place a time limit on all opioid orders (1-2 weeks)
- reassess pain and need of current dose/frequency
weekly. Make appropriate changes

117

Challenges
• Many residents are fearful of change, they have been
taking/prescribed opioid pain medication for a long time
• MPOAs do not want their loved ones to be in any pain
• Nursing staff does not want residents to be in any pain
• Long standing culture of responding “knee jerk” to every
complaint of pain in the same way
• Inadequate pain assessments
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Falls Over Time
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Short Stay Pain Rates Over Time
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Take Home Points
• Pain management in LTC is an important issue and needs to
be assessed in an objective manner using uniform, specific
criteria
• Objective pain assessments are often more beneficial to
residents over subjective statements of pain which can lead
to overprescribing of pain medications
• Opioids are not indicated for many types of pain and it
should not be assumed that stronger opioids are better for
pain control
• Short stay residents often have less pain complaints with
reduction of opioid medication and practitioners should
focus on ensuring these medications are not continued
long term if possible
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STEPS TO OPIOID REDUCTION IN LTC
Step 1
- Evaluate all current PRN opioids
- Target residents who are receiving 0 or 1 PRN doses of opioids daily
- Discontinue the PRN opioid
- If needed, substitute non-opioid medication such as acetaminophen (Tylenol) 650mg or
tramadol 25mg
Step 2
- An ongoing process
- Evaluate all PRN opioid orders on new skilled residents
- Discuss pain assessment with nursing to determine:
- why opioid was ordered initially
- how often the resident was receiving it
- determine if it was used prior to hospitalization
- Consider trial discontinuation of all PRN opioids on skilled residents who were not on
the medication prior to hospitalization and were not placed on opioids due to fracture, injury, or
surgery
Step 3
- Assess all scheduled opioids after 1st sweep (step 1). Determine why the opioids are
being used
- Assess pain source and offer alternative to pain medication (i.e. heat, ice)
- Discuss pain with residents who can verbalize symptoms and explain importance of
reducing opioid dose
- Offer alternative non-opioid pain medication if desired
- Discuss opioid weaning schedule (reduce dose by 10% every 1-2 weeks)
- Discuss alternative methods to relieve pain
- If resident refuses weaning or alternative treatment, document reason and attempt to
educate
- Assess all PRN opioid use on residents who cannot verbalize pain
- consider weaning trial
- monitor behaviors with reduction of dose and frequency
- Discuss findings with family or MPOA
Step 4
- Assess all scheduled opioids
- Document diagnosis of why resident is receiving the medication
- Consider weaning trial (reduce dose by 10% every 1-2 weeks) on those residents
not receiving opioids for cancer diagnosis or end of life
- Implement alternative pain measures during weaning
- If resident fails opioid GDR trial:
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- document why GDR failed
- discuss GDR failures in nursing forum to determine better options for certain
residents
Step 5
- Provide inservice to nursing including recent CDC opioid prescribing guidelines
- Stress adverse affects related to long term opioid use in the LTC setting
(increased risk of falls, respiratory depression, constipation, confusion, urinary retention,
delirium)
- Stress importance of limiting opioid use to less than 3 months and educating
residents
- Provide inservice to nursing:
- Develop educational material for nursing to provide to residents and families
whose opioids are being weaned
- Explain that residents who receive long term opioids actually complain of
more pain, not less
Step 6
- Provide inservice to therapy department
- Discuss their role in pain assessment and offering of alternative pain control
measures (heat, ice, massage, ROM)
- Stress importance of therapists not asking physician or nursing for pain
medication
- Explain their role in pain reduction
Step 7
- Attempt to make a goal of limiting all opioid prescriptions to those residents with an
appropriate diagnosis (cancer, end of life)
- Place a time limit on all opioid orders (1-2 weeks)
- Reassess pain and need of current dose/frequency weekly. Make appropriate
changes.

OPIOID DECISION-MAKING CHECKLIST
ASSESSMENT / PROBLEM DEFINITION
- Details of pain (including detailed description, exact location, and frequency, intensity, duration)
identified and documented

Y N

- Patient screened carefully for evidence of opioid dependency / addiction

Y N

- Clear, clinically pertinent rationale is documented for why opioids are indicated for the type and
characteristics (severity, intensity, and location) of pain

Y N

CAUSE IDENTIFICATION
- All pertinent causes of pain (including medication-related adverse consequences) are investigated
and either ruled out or identified and documented

Y N

TREATMENT DECISION MAKING / TREATMENT ORDERING
- Realistic goals for pain and function set, based on diagnosis and prognosis

Y N

- Multiple reasonable and relevant non-opioid therapies tried and optimized

Y N

- Benefits and risks of opioid treatment discussed realistically with patient/family

Y N

- Cause-specific interventions identified, ordered, and documented

Y N

- IF opioids indicated, then short-acting opioids prescribed using lowest dosage on product labeling

Y N

- ANY ongoing long-acting opioids are used ONLY with documented rationale as to why continuous
dose of opioids are medically necessary

Y N

- Fentanyl is used very sparingly and only for individuals who need a continuous dose of medication
that is 100 times more potent than morphine, with detailed documented rationale

Y N

- Benzodiazepines (lorazepam, clonazepam, alprazolam, etc.) are not given concurrently with opioids
unless a clear and compelling clinically pertinent rationale based on medical necessity is documented
for using both together

Y N

MONITORING
- Need for continuing opioids for ANY reason is reviewed and documented at each scheduled
reassessment

Y N

- Detailed evaluation to confirm that patient has clinically meaningful improvements in pain and
function without significant risks or harm

Y N

- At revisit, opioids are only continued after confirming 1) clinically meaningful improvements in
pain and function 2) without significant risks or harm AND 3) clearly identified reason why tapering
or stopping is contraindicated

Y N

- Detailed rationale is always documented for any long-acting opioids, including reasons for
inadequacy of non-opioid alternatives or shorter acting opioids

Y N

- Observations made and documented regarding adverse consequences such as signs of oversedation
or overdose risk, falls, anorexia, or increasing confusion and behavior issues

Y N

- Verification that non-opioid approaches have been implemented and optimized

Y N
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GUIDING PRINCIPLES RELATED TO OPIOID USE IN NURSING HOMES

GENERAL CONCEPTS
What should our practitioners and staff know about the reasons for concern about opioids and
their use in managing pain?
- The United States has a major problem with overuse, abuse, and death related to
opioids.
- Although the United States has only about 5 percent of the world’s population, it
consumes a disproportionately large percentage of the world’s opioids.
- Opioid-related issues are relevant across the health care system, including—but not
limited to—long-term and postacute care settings.
- Long-term and postacute care facilities often admit individuals with pain and/or who
have short-term or long-term opioid prescriptions.
- We all have a responsibility to help address the problem, by how we provide direct
patient care and by improving our systems and processes and influencing others.
- We should recognize that there are many other significant opioid-related issues
besides addiction.
- We are responsible collectively for reviewing whether we are managing pain and
using opioids properly in our facility.
- We are responsible to know who is ordering opioids in our facility, as well as whether
they have the knowledge and skill to do so appropriately.
- We should use the authoritative information that is available about pain, pain
management, and opioid prescribing for pain.
- We should identify and disseminate valid references related to pain management.

What principles should we follow about pain management generally and the use of opioids
specifically to manage pain?
- We can potentially manage pain safely and appropriately in our facility.
- We should acknowledge, review, and address all relevant issues related to opioids.
- We should commit to a disciplined, systematic approach to pain management.
- We should recognize that prescribing any medications, including opioids, safely and
effectively requires significant knowledge and skill.
- We should ensure that opioids are prescribed, administered, and monitored in
accordance with recommendations for their safe and effective use.
- We should recognize that while opioids can be useful for certain situations, they are
often not indicated or are ineffective in treating various kinds of pain and painful conditions.
- We should recognize that even when opioids are indicated, they may be ineffective or
they may cause significant adverse consequences.
- We should recognize that pain is rarely if ever an isolated issue; instead, we should
manage it in the context of other conditions and symptoms.
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- We should always consider pain medications in light of the patient’s total medication
regimen and their overall status.
- We recognize that appropriate opioid indications and prescribing to manage severe or
intractable pain due to underlying causes such as metastatic cancer may not be identical to
those for managing acute pain and chronic non-cancer-related pain.

What should the staff and practitioners do to define pain-related issues and identify underlying
causes, before or soon after prescribing opioids?
- We recognize that pain is a symptom with diverse causes.
- We should follow the care delivery process steps faithfully in managing pain.
- Once we recognize that pain is–or might be–present, the interprofessional team,
including medical practitioners, should help clarify pain symptoms and identify causes.
- We should seek enough details of pain, including a description of its nature (sharp,
stabbing, dull, aching, shooting, etc.) as well as location, intensity, and other factors (localized,
generalized, things that make it better or worse, etc.) in order to help us understand the
problem and identify how to manage it–regardless of whether opioids are indicated.
- We should monitor results closely and adjust interventions prudently.
- We realize that an adequately detailed patient assessment can help us identify
situations where opioids may be indicated for someone’s pain or whether alternatives may
potentially work as well as or better than opioids.
- We recognize that documentation, description, and reporting of pain symptoms needs
more details than just a number and a general body location (for example, “hurts all over,”
“complains of leg pain,” “abdominal pain is 7 out of 10,” etc.).
- We recognize that details are needed to help distinguish causes; for example,
osteoarthritis or tendinitis can be distinguished from other causes of joint or extremity pain,
and commonly respond to non-opioid medication or other interventions and opioids are
generally not indicated as first-line treatment.

What can we assume about opioids that were started elsewhere?
- In many cases, we may not know much about why opioids were started by someone
else, who ordered them, what causes were identified, what else was tried, what adverse
consequences may have resulted, or what to do next.
- When patients are admitted from elsewhere (hospital, community, etc.), we should
gather more information to determine whether their current treatment is still appropriate and is
not problematic or presenting a significant risk.
- We recognize that when treatment started elsewhere does not seem to be effective or
may be causing complications, we should evaluate its continued relevance.
- There is ample evidence that even when opioids are warranted initially as analgesics,
they often can be switched subsequently to non-opioid analgesics or other interventions that
are equally or more effective.
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What should our staff and practitioners know and do in order to manage pain safely and
effectively?
- We need our opioid prescribers to assess and document details about pain, diagnose
causes and contributing factors to the extent possible (including medications that can directly
or indirectly cause pain), evaluate and manage pain in the proper context, evaluate responses to
treatment, and prescribe medications safely and effectively.
- We need our staff and practitioners to establish or affirm correct diagnoses and
indications for opioids, to the greatest possible extent, prior to or soon after prescribing opioids
and periodically thereafter.
- We need our staff and practitioners to perform a meaningful patient assessment,
document enough details of pain, and have a substantive discussion to support the initiation
and ongoing use of opioids to manage pain.
- We need our staff and practitioners to help us confirm or refute assumptions or
impressions that someone may be having pain or needs opioids; for example, when a patient is
being treated with opioids based primarily on restlessness or grimacing.
- We cannot just assume that medications are indefinitely indicated or necessary in the
doses for which they have been prescribed to date, just because symptoms diminish in
someone receiving opioids.

ASSESSMENT AND CAUSE IDENTIFICATION
How much should we try to validate what patients tell us about their pain?
- We recognize that all symptoms–including pain–are subjective to some extent.
- We acknowledge that trying to objectively validate symptoms (including pain), to the
greatest extent possible, is a basic principle of all clinical practice.
- We recognize that people have different ways of experiencing and describing pain;
for example, some individuals minimize even severe pain while others describe pain as severe
and excruciating despite little or no objective evidence.
- We acknowledge that patients have diverse ways of reporting symptoms and are not
all equally reliable historians.
- When it is unclear whether a patient is having pain (for example, when cognitively
impaired), or when the nature and severity of pain are unclear, our staff and practitioners
should try to validate initial assumptions or tentative conclusions (for example, that
restlessness is being caused by pain).
- While we should always take patient requests into account, we acknowledge that there
are limits to how much medical practitioners should order medications—especially, opioids—
based solely or primarily on patient or family requests, without additional validation.
What should staff and practitioners do to validate and manage a patient’s nonspecific symptoms
that might reflect pain?
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- We acknowledge the need for a systematic effort to identify if nonverbal symptoms
reflect pain, including an effort to rule out other explanations for the symptom.
- We recognize that even when nonverbal expressions such as grimacing and
restlessness probably reflect pain, opioids may not be indicated or beneficial.
- We recognize the need to consider whether any apparent decrease in nonspecific or
nonverbal symptoms is actually due to pain reduction or to undesirable side effects of opioids
such as sedation or apathy.
- Even when a patient with non-specific symptoms appears to respond successfully to
opioids, our staff and practitioners should reevaluate periodically whether an opioid continues
to be indicated or needed over time.

TREATMENT
What should the staff and practitioners consider in deciding whether to initiate, increase doses,
or add opioids for pain?
- We should base decisions to add opioids to a regimen or to increase current opioid
doses on a reasonably detailed discussion and analysis of the patient.
- While we recognize that opioids can sometimes be helpful and effective, there are
also many situations for which they are not indicated or not helpful.
- We acknowledge that one possible reason why a patient may not get much relief on a
given opioid regimen is that opioids are not indicated or are ineffective for their pain, or
because the underlying cause has not been identified, or because a different approach to the
situation is needed.
- In order to justify giving more of a current opioid regimen, we need to identify at least
partial effectiveness of the current treatment without excessive side effects.
- If an increase in opioids by phone or remote ordering does not materially improve
symptoms without causing undue side effects, we expect our medical practitioners and staff to
assess the situation in more detail before increasing doses or adding more medications.
- We acknowledge that moderate to severe pain does not always require or benefit from
opioids. Even when opioids are indicated, non-opioid medications and nonpharmacological
interventions may sometimes help reduce the doses, frequency, or duration of opioid treatment.
Why should we look at the entire drug regimen when prescribing for pain?
- We recognize that opioids have significant effects and side effects on the central
nervous system and the body as a whole.
- We understand that many other categories of medications can interact with opioids to
cause or contribute to significant and possibly severe side effects and other complications.
- We expect our staff and practitioners to monitor closely patients receiving opioids for
clinically significant side effects, interactions, and complications.
- We expect our staff and practitioners to seek, identify, and address potential side
effects and complications (including psychiatric, neurological, and behavioral) from opioids—
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alone or in combination with other medications.

What risks and adverse consequences of opioids should we consider when they are used to treat
pain?
- We need our staff and practitioners to consider possible interactions and adverse
consequences in anyone who has a significant unresolved symptom or an acute change of
condition while receiving opioids.
- We realize that potential adverse consequences related to opioids go well beyond
commonly discussed ones such as constipation, addiction, and respiratory depression. Among
other things, they may include significant psychiatric and behavioral issues, falls, dizziness,
confusion, urinary retention, abdominal pain, disorientation, impaired function, apathy,
lethargy, anorexia/weight loss, and death.
- We recognize that the adverse consequences of opioids (up to and including death)
are often exacerbated in combination with medications in many other classes, including (but
not limited to) antiepileptic medications, muscle relaxants, benzodiazepines, antidepressants,
other opioids, antipsychotic medications, tramadol, and anticholinergic medications.

How should we manage PRN opioids for pain?
- We should expect our staff and practitioners to order and use PRN analgesics–
including opioids–judiciously and appropriately, based on enough assessment to demonstrate
that the medication is pertinent and effective over time.
- When multiple PRN options are available for a given patient, we recognize that the
only way to know which PRN medication to give is to do an adequately detailed assessment of
the patient.
- We realize that there are several reasons why a patient may request PRN analgesics
frequently, including ineffective or insufficient standing doses or an overall pain treatment
regimen that is ineffective or otherwise needs to be modified.
- We expect our staff and practitioners to not simply switch PRN opioids to a standing
dose, or add more PRN opioids, until they review the current situation including the patient’s
current pattern of PRN analgesic use.

What should staff and practitioners do when patients or families request opioids generally, or
specific opioids, to manage pain?
- We encourage and expect our staff, patients, and families to report pain
symptoms objectively and in detail.
- We recognize that patients and/or families may request or demand opioids generally
or specific ones, and may sometimes threaten the facility or intimidate the staff and
practitioners if they do not get what they ask for.
- We need to try to validate the appropriateness of a patient’s specific treatment
requests, especially if pain is not adequately relieved despite being on opioids or they are
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requesting more opioids despite increases or are unwilling to reconsider current approaches.
- While staff may inform a practitioner of a request by a patient or family for a specific
analgesic, staff should not suggest orders for opioids or additional doses of opioids. Instead,
they should provide objective detail that helps the practitioner define the problem and the
correct treatment.
- We acknowledge that opioids should not be prescribed or dispensed based primarily
or solely on patient or family demand, but rather on a clear and sufficiently detailed evaluation
of patient-specific information, appropriate indications, and the lowest possible effective
frequency, dose, and duration.
- We recognize that patients and families do not necessarily understand the care
process, opioid indications, medication risks and adverse consequences, or the need to seek
pain details and underlying causes of symptoms.
- We acknowledge that good customer service and patient-centered care do not mean
simply giving patients whatever they ask for or agreeing to their requests and demands without
further exploration.
- We expect our staff and practitioners to question or challenge patients and families
when they ask for—or insist upon—certain medications that are not indicated or are potentially
problematic, including opioids, or if they refuse to consider pertinent alternatives.
- We recognize that opioids should be carefully prescribed and dispensed on a very
limited basis upon discharge from the facility (e.g., no more than a 10-14-day supply) and only
to those with a clear need based on a pertinent evaluation at or near the time of discharge.
- We recognize that studies have shown that opioids that are prescribed for patients on
discharge often go unused and are likely to be stolen.

MONITORING
What should be monitored and documented regarding a patient who is receiving opioids?
- Our staff and practitioners should monitor both effectiveness and possible adverse
consequences related to analgesic treatment.
- We want our staff and practitioners to discuss in adequate detail patients with pain
receiving analgesics (including opioids) in order to understand whether the treatment—
including the medication regimen—continues to be relevant, safe, and effective.
- We acknowledge that as a patient's condition and medication regimen changes,
medications that were effective previously may become less effective, while those that were
not problematic previously may subsequently interact with other medications in the patient’s
regimen or cause adverse consequences.
- We want our staff and practitioners to identify and document enough details in the
medical record to enable pertinent decisions about new or continued opioid ordering and use.
- We expect our staff and practitioners to be aware of, monitor for, and address
identified or likely adverse consequences of opioids, either alone or in combination with other
medications.
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What should we do about ordering and giving PRN opioid analgesics?
- We acknowledge that PRN opioids need the same careful prescribing parameters for
judicious use as other potentially problematic medications such as psychopharmacological
medications.
- We expect PRN analgesics to be ordered and given appropriately and safely, based on
enough detail in the orders and care plan to target the use and minimize problematic use.
- We expect our staff to obtain enough objective detail about a patient’s pain to validate
the need for giving PRN doses, based on a relevant plan for each patient.
- We expect our staff and practitioners to review carefully situations where staff are
giving PRN doses of opioids or other potent and higher-risk analgesics frequently or
continuously.
- We do not want our staff and practitioners to switch to standing doses of opioids for
occasional or intermittent pain when PRN medication is needed only occasionally, primarily or
solely based on regulatory and survey considerations.
- Even when standing and PRN orders for opioids are indicated, we recognize that
nonpharmacological interventions and non-opioid analgesics may be helpful adjunctive
treatment.
- The decision about whether to give a PRN opioid dose needs substantially more
assessment details than just the numeric pain scale results.
- We do not want nurses to give the most potent opioid analgesic available from among
several options just because it is easier than doing an adequate assessment at the time of an
interim dose.
- Before raising the dose and the frequency of a given opioid or adding more opioids,
or switching from PRN to standing doses of opioids, we expect the medical practitioners and
staff to identify whether and to what extent opioids have been effective and are still indicated.

What do we do if we think that a patient is drug seeking or has a drug dependency or abuse
problem?
- We can anticipate that some patients in nursing homes may seek drugs or may be
addicted to or dependent on opioids, regardless of whether or not they are in pain.
- We should use available resources, such as a state or regional Health Information
Exchange, to identify whether other providers have prescribed opioids for a patient.
- We acknowledge that there are some reliable clues to drug seeking behavior and we
expect the staff and practitioners to seek, document, and address clues to opioid seeking,
dependency, and addiction.
- When patients show a number of clues that suggest that they may be drug seeking, we
expect our staff and practitioners to take it seriously, clarify whether the patient may be
seeking medication due to dependency in addition to, or instead of pain; and set appropriate
limits for prescribing opioids for the patient.
- We recognize that it is imprudent to continue to prescribe unnecessary or
inappropriate opioids and other medications based on patient or family threats or intimidation,
or primarily or solely based on regulatory and survey considerations.
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GENERAL PROCESSES AND OVERSIGHT
What limits should we place on those who prescribe opioids?
- We should be aware of whether our prescribers have basic competencies related to
pain management and opioid prescribing, and limit those with insufficient knowledge and
skills.
- We should check that practitioners with limited knowledge and skill about prescribing
opioids either do not do so, or have a medical practitioner who is familiar with opioid
prescribing guide them and review their orders.
How should the staff and practitioners utilize and interact with other advisors and consultants
such as consultant pharmacists, pain consultants, and pain clinics when opioids are involved?
- We realize that pain consultants and pain clinics often evaluate patients in an artificial
setting — their office or clinic — and not in the context of the patient’s everyday activities.
- We realize that we should use pain consultants sparingly, should provide them with
ample objective details (e.g., the patient’s daily function, pain patterns, drug seeking efforts, or
significant adverse consequences while taking opioids), and should coordinate any analgesic
recommendations from a clinic or consultant with the rest of the patient’s medication regimen.
- We cannot depend primarily or solely on a consultant pharmacist to identify serious
issues related to opioids or assume that everything is OK if the consultant pharmacist does not
find any.
- We recognize that only some hospice patients have pain that warrants the use of
opioids.
- We recognize that giving opioids is not necessarily more compassionate than giving
non-opioid medications or nonpharmacological interventions that result in adequate pain
management.
- We realize that medication-related adverse consequences can be unnecessarily
debilitating in hospice patients, and should be minimized, sought, and addressed unless the
care plan has identified that the desired goal is pain relief regardless of any adverse
consequences.
- We expect our hospice providers to prescribe opioids judiciously, manage pain in the
proper context, and coordinate care and prescribing with the staff, the patient, the patient’s
other primary practitioners, and in light of the entire medication regimen.
- We expect our primary care practitioners and staff to remain involved in managing
patients with pain, even when hospice or other consultants are involved.
- We expect our staff and practitioners to speak up and assert themselves when
necessary with outside and internal pain consultants and opioid prescribers, especially when
pain symptoms continue despite opioid administration or despite increasing doses, when
adverse consequences occur, or when patients may be drug seeking.

What should practitioners and staff do to try to minimize opioid diversion and to be vigilant for it
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in their facilities?
- We recognize that we need an organized and assertive effort to oversee opioid use in
our facility and to prevent and identify diversion.
- We acknowledge that drug diversion is a continuing and substantial problem in
healthcare facilities such as nursing homes.
- We expect our prescribers, staff, and management to be alert to issues of diversion,
theft, and illicit use of opioids in the facility.
- We realize that the effort to address drug diversion risks should include accountability
for the prescribing, administration, documentation and storage of opioids.

How should our facility oversee and review its pain management approaches, including the use
of opioids to treat pain?
- Our facility needs to systematically review clinical practices and processes related to
pain management and opioid use, and may need to question and intervene in specific cases.
- Our facility should establish and apply meaningful policies, protocols, oversight,
monitoring, and control of opioids.
- Our facility should encourage everyone to speak up about concerns related to pain
management; for example, use of specific analgesics despite warnings, interactions, or
complications or patients who are declining or not improving as anticipated while on opioid
analgesics.
- Our facility should devote a meaningful segment of its quality improvement activities
to the many issues surrounding pain management and opioid prescribing and use.
- Our medical practitioners and the medical director must be an integral part of the
oversight process, along with facility management and other clinical leadership–well beyond
just reviewing quality measures related to pain.
- We expect our facility leadership to establish the right mindset and implement
appropriate protocols for the prescribing, administration, monitoring, and control of high risk,
potentially life-threatening medications.

How should our facility address pain issues in light of nursing home regulations and surveyor
scrutiny?
- We are aware that many nursing home staff and medical practitioners cite nursing
home regulations, the survey process, fear of deficiencies, and concerns about performance on
quality measures as a rationale for the quantity, frequency, doses, and types of opioids that are
given to patients for pain.
- We do not agree that giving opioids by itself is necessarily evidence of doing the
right thing regarding pain management or of meeting regulatory requirements.
- We realize that we have a responsibility to have enough detailed information and
documentation so that surveyors can see clearly how the staff and practitioners manage a
patient’s pain, how they have decided on someone’s current analgesic regimen, how they
decide that a patient needs opioid analgesics, how goals for pain relief are identified, and how
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they monitor appropriately for effectiveness and adverse consequences related to pain
management.
- We expect surveyors to conduct fair and objective assessments of individuals with
pain and the management of pain, to request and to review additional evidence and to look at
the whole picture before drawing conclusions related to patient complaints and concerns.
- In reviewing quality measures related to pain, we should consider pain management
processes and practices and consider whether we are using analgesics safely and effectively;
that is, how we get our results is as important as the outcomes.

