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Critical Points 

1. This procedure applies to care of patients on Acute Care Units, Transitional Care Units, PACU, Critical Care 

Units, Emergency Departments, and Ambulatory Care departments.  

2. Pain is a prevalent symptom for all patient populations, regardless of age or level of cognitive impairment.  

3. Pain control is a high priority and can be managed in most patients.  

4. Patients deserve treatment for pain, emphasizing pain prevention, improved function, and realistic goals.  

5. Patients deserve to have their pain report accepted by members of the healthcare team.  

6. Pain assessments are tailored to meet the needs of each patient based upon age, physiologic condition, medical 

history, preference, and cognitive/developmental status. 

7. Pain assessments should consider a patient’s culture and beliefs, underlying meaning of the pain, and associated 

spiritual and psychological issues or stressors related to pain.  
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Definitions 

1. Comprehensive Pain Assessments are conducted with any new pain finding/event and/or when a patient is 

new to the nurse (e.g., upon admission, at shift change, new pain event). Documentation must include location, 

characteristics, pain level, and acceptable level of pain as reported by patient. The acceptable level of pain is 

obtained when patients can self-report their pain and considered in the context of function (e.g., what pain level 

allows patient to ambulate or participate in daily activities). It is appropriate to ask patients about previous 

doses/durations of therapy used for past pain treatments.  

2. Focused Pain Assessments are based on knowledge of comprehensive pain assessments and/or knowledge 

derived from caring for patient (including physical assessment findings). At minimum, document focused pain 

assessment with vital signs, before and after any pain treatment, and as needed based on patient condition. In 

settings where frequent vital signs are required (e.g., hourly in critical care areas, etc.), the frequency for 

conducting a focused pain assessment can be longer than the vital sign frequency. The focused pain assessment 

includes a pain level/score and sedation level prior to any potentially sedating medication administered for pain. If 

a new pain event is identified (e.g., previously unidentified pain or new pain in new location), conduct another 

comprehensive pain assessment. 

3. Multimodal Approach: Combinations of nonpharmacological methods and medications with different underlying 

analgesic mechanisms administered to achieve better pain control with lower doses than would be possible with 

one method or medication alone. 

4. PRN: Pro re nata (PRN) orders: As needed medication orders used to treat a symptom such as pain. The route 

and dose are administered by the RN after conducting an assessment of the patient’s clinical condition. 

5. Opioid Naïve: Patients who are not receiving opioid analgesics daily, or patients who have consumed opioids for 

fewer than 7 days in the 60-90 days prior to hospital admission/clinic visit. 

6. Opioid Tolerant: Patients receiving at least 60mg oral morphine equivalents (OME) per day for 1 week or longer 

Procedure 

PAIN ASSESSMENTS 

Comprehensive pain assessments: In-depth evaluation when pain is reported or signs of pain observed.  

1. Comprehensive pain assessments are obtained with use of an approved pain assessment tool appropriate to the 

specific patient, population, and condition. Documentation considers each of the following elements:  

 Frequency 

 Location  

 Orientation (right, left, bilateral) 

 Pain level (intensity) 

 Quality (descriptive characteristics such as numbness/tingling, shooting, stabbing, burning, etc.) 

 Pain type (acute, chronic, neuropathic, phantom, referred, cancer, etc.) 

 Aggravating and relieving factors  

 Acceptable level of pain, obtained from the patient whenever possible 

2. Assess pain prior to administration of any pharmacological or nonpharmacological interventions and reassess for 

efficacy and side effects within the required timeframes (see Reassessment section).  
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 Utilization of one pain assessment tool for the duration of the patient’s hospitalization is recommended unless 

the patient’s condition warrants a change of tool. Example: The Checklist for Non-verbal Pain Indicators 

(CNPI) may be appropriate during the perioperative/recovery, then transitioned to a Numeric Pain Scale 

(NPS) for the duration of the hospitalization.  

 Patients who are unable to report their pain should be assessed with an appropriate behavioral pain 

scale. 

 Non-verbal pain scores do not measure pain intensity such as on a 0/10 scale. Pain behavior tools simply 

indicate presence or absence of pain indicators. As a behavior score increases, it is reasonable to 

assume that pain is increasing. When behavior scores decrease, consider that the pain may be 

diminishing.  

 Verbal and non-verbal pain scores are not interchangeable. Pain scores may only be compared to others 

using the same tool. 

PAIN ASSESSMENT TOOLS 

Pain Assessments help obtain information based on the patient’s unique characteristics and needs. See Appendix A 

for evidence-based adult pain assessment tools, and Appendix B for evidence-based pediatric assessment tools.  

 Self-Report scales: Considered the gold standard pain assessment. Obtain a patient's verbal pain report 

whenever possible.   

 Behavioral scales: Observe behavioral signs (e.g., facial expressions, crying, restlessness, and changes in 

activity) in patients unable to self-report (including cognitively impaired patients or young children). 

 Caregiver report: Ask a surrogate who knows the patient well (e.g., parent, family, or caregiver) for 

information about underlying painful pathology, behaviors indicating pain, and successful home regimens. 

 Analgesic trial: Advocate for a PRN analgesic trial if the presence of pain remains uncertain.  

 Assume Pain is Present: The phrase “assume pain present” (APP) is appropriate for:  

 Unresponsive patients (who cannot self-report and have no pain behaviors to assess), who have underlying 

pathology thought to be painful (e.g., surgery, mechanical ventilation, etc.). 

 Patients undergoing painful activities/procedures, such as turning, ambulation, physical therapy, removal of 

tubes, or wound care. The goal is to prevent increased pain.  

 Documenting APP must correspond with a documented activity. 

PAIN REASSESSMENT 

Pain Reassessments are ongoing and considered part of routine care.  

1. This is a focused pain assessment after each intervention to evaluate the effectiveness or side effects of the pain 

treatment (e.g., sedation, respiratory depression, nausea, constipation or itching).   

2. Documentation of pain reassessments should minimally include:  

1. Pain rating using the same pain assessment tool (eyes closed, resting may be an appropriate entry). The 

choice to document the patient assessment at rest is available in both the numerical and behavioral pain tools 

2. Sedation score (if opioid or other sedating medications were given) 

 Timing of reassessments are dependent upon the unit and intervention, often corresponding to the peak effect 

of the treatment.  

 REQUIRED REASSESSMENT times are as follows:   
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 Within 90 minutes following PO, PR, or enterally administered analgesics 

 Within 30 minutes following IV, IM, subcutaneous, and initiation of epidural/peripheral nerve 

infusion/intrathecal administered analgesics  

RESPIRATION/SEDATION 

 Sedation and respiratory depression are common adverse side effects of opioids.  

 Signs of excessive sedation precede signs of respiratory depression (decreased rate and depth of 

respiration/tidal volume).  

 Decreased oxygen saturation (via pulse oximetry) is a late sign of respiratory depression and should not replace a 

thorough respiratory assessment.  

 Many classes of medication have sedating properties and may increase the risk of sedation and respiratory 

depression when given in conjunction with opioids (e.g., benzodiazepines, skeletal muscle relaxants) 

 When sedating agents are administered:  

 Assess the patients’ level of sedation using an UCSF approved sedation scale (see Appendix F), based on 

patient population, patient condition, and goals of care. 

 Respiratory status is part of the pain and/or sedation reassessment. Assess rate, depth, regularity, and 

noisiness of patient’s respirations for one minute to detect altered breathing patterns.  

 Address snoring as a sign of respiratory obstruction and reposition the patient to ensure adequate airway is 

obtained; then reassess.  

 Use continuous pulse oximetry (CPO) or capnography as ordered.  

SLEEP AND PAIN REASSESSMENTS 

Evidence suggests that patients who experience pain can sleep, even with severe pain. 

1. Wake patient to assess pain and/or sedation if there is any concern. Conduct a full comprehensive respiratory 

assessment including respiratory rate, depth, regularity and noisiness for a full 60-seconds.  

 It may be acceptable to let the patient rest if they are stable on their pain regimen during the day and have 

normal respiratory and sedation status; document “Eyes closed, patient calm”. 

 Note: Waking a patient will stimulate respirations, so respiratory rate, depth, regularity, and noisiness should 

be noted before rousing the sleeping patient to obtain a more accurate assessment. 

RANGE ORDERS:  

 See Range Orders for Pain Management-(General) 

PAIN MANAGEMENT PEARLS  

Goals of pain management includes patient safety, reduced pain intensity, manageable side effects, improved function, 

and patient satisfaction. 

1. Conduct visual inspection each shift during the head-to-toe assessment, looking for “hidden” analgesic 

therapies (e.g., transdermal patches or implanted infusion devices).  
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2. Assess for physiologic indicators: Consider vital signs, including blood pressure and heart rate, the least 

sensitive pain indicators as they may signal existence of conditions other than pain (e.g., hypovolemia, blood 

loss). Note: Do not interpret absence of elevated physiologic measures as absence of pain. 

3. Assess for over-sedation: Review recent medication administration to determine if the patient’s sedation could 

be medication-related. Know the required reversal agents for 2 sedating classes of medications: 

 Benzodiazepines: Reversed by flumazenil (Romazicon) 

 Opioids: Reversed with naloxone (Narcan) 

4. Ask patient/caregivers about:  

a. Dose and duration of home therapies (see Medication Administration) 

b. Effect of pain on daily activity (e.g., what pain level allows ambulation or participation in physical therapy).  

 Date of pain onset 

 Origination of pain (how and when) 

 Pharmacological and nonpharmacological pain management strategies used prior to admission, their 

effectiveness and/or adverse effects.  

5. Recognize cultural influences on the expression of pain. The more differences (e.g., language, race, culture) 

between staff and patient, the higher the risk of unrecognized and/or undertreated pain. 

 Enlist language translator to assist patients with Limited English Proficiency (LEP) (see UCSF Medical 

Center Interpreting and Translation Services policy). 

 Offer LEP patients translated versions of the self-report pain tools.  

 Use a variety of terms when discussing pain, such as “pain,” “discomfort,” “hurt,” “owie” or “ache.” Certain 

terms may be more common across cultures and ages to describe pain intensity.  

6. Routinely incorporate nonpharmacological interventions as part of the multimodal treatment plan. Document 

the method used and its efficacy or effect. (See recommended pediatric nonpharmacological treatments in 

Appendix B).  

PAIN MANAGEMENT EDUCATION FOR PATIENTS / CAREGIVERS 

1. Inform patients/caregivers about the importance of a multimodal pain management plan of care including 

nonpharmacological, non-opioids (e.g., acetaminophen, NSAIDS), adjuvants (e.g., gabapentin), and opioids (if 

needed) if appropriate and not contraindicated for the patient. Discuss the potentially synergistic effects of this 

combined approach compared to reliance on one method alone.  

2. Discuss common treatments, anticipated effects, and common side effects to monitor. 

3. The analgesic orders guide the RN to administer the lowest reasonable dose in the range. The RN conducts a 

focused reassessment prior to providing additional interventions. 

4. Patient’s report of pain is valued as the best pain indicator.  

5. Ideally, the pain management plan transitions to oral analgesics, and discontinues IV agents when enteral (PO) 

medications are well tolerated. 

6. Tapering medications can be achieved by decreasing dosages and/or extending timeframe between doses. 

7. Discuss safe storage and proper disposal of any opioids ordered for discharge. 

8. Naloxone (Narcan) will be ordered for reversal of opioid-induced respiratory depression. 

9. RNs educate patients/caregivers about the following aspects of pain management: 
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● Terms or methods to describe pain 

● The importance of frequent pain assessments and reassessments 

● How to report and describe pain based upon the appropriate pain assessment tool.  

● Establish acceptable pain levels by identifying functional goals (e.g., coughing, deep breathing, turning, 

ambulating) 

● Reinforce that effective pain management will lead to more successful achievement of goals. 

● Provide information about the pain management plan of care, including assessments, treatments, 

reassessments, pharmacologic and nonpharmacologic interventions to promote comfort and increase 

function.  
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Appendix A: UCSF-Endorsed Adult Pain Assessment Tools 

 

 

Adult Self-Reporting Pain Tools 

Tool Recommended Age and 

Indications for Use 

Recommended Unit/Area 

for Use 

Numeric Rating Scale (NRS)  

(0-10, eyes closed, patient calm) 

 Ages > 6 years to adult; patient 

must be, able to understand 

numeric comparisons/quantity 

 Adult patient care areas 

Verbal Descriptor Scale (VDS)  

(none, mild/moderate/severe, eyes 

closed/patient calm) 

 Ages >6. Able to understand terms 

mild, moderate, and severe as 

comparisons 

 Adult patient care areas 

FACES Pain Scale-Revised (FPS-R)  Patients must select the face that 

best represents their experience of 

pain in that moment. 

 Adult patient care areas 

 

 

Adult Behavioral Pain Assessment Tools* 

Tool Recommended Age and Indications 

for Use 

Recommended Unit/Area 

for Use 

Checklist of Nonverbal Pain Indicators 

(CNPI) 

 Adults unable to self-report  Adult hospital, acute and 

transitional care units 

Critical Care Pain Observation Tool 

(CPOT) 

 Critically ill adults unable to self-report  Adult critical care areas 

 

1.*Do not interpret behavioral pain scores as pain intensity scores. The behaviors are indicators that pain is present but 

do not represent intensity. 

2.Use behavioral tools only in patients whose behaviors are described in the tool (e.g., movement, verbalizations)  
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Numeric Pain Rating Scale (0-10) 

 

 
   **Consider showing this visual analogue to the patient while asking for a numeric rating  

 

How to Use: Ask the patient, “On a scale from 0 to 10 where 0 is no pain and 10 is the worst pain you’ve experienced, at 

this moment, what number represents your overall pain level?” Patient to select one whole value within this scale.  

Scoring/Documentation: Numeric has a range from 0 to 10 possible. Document score in medical record (this includes 0 

for no pain). 

Interpretation: Compare the patient’s acceptable level of pain to the patient’s current self-report of pain to determine level 

of intervention. This may include nonpharmacologic and pharmacologic interventions. Reassess patient per policy. 

Verbal Descriptor Scale: Mild, Moderate, Severe (not always associated with numbers on a numeric rating scale, eyes 

closed/patient calm)  

  



                                                           
Pain Assessment & Management (continued) 

Page 10 of 31 

 

FACES Pain Scale-Revised (FPS-R):  

 
IMPORTANT NOTE: Patients must select the face that best represents their experience of pain in that moment.  

How to Use: Show patient the faces scale. Explain the tool, “These faces show how much something can hurt.” Point to 

zero picture and state, “This one shows no pain.” Point to ten picture and state, “This one shows worst pain experienced”. 

Then ask patient, “What face best represents your pain level right now?” 

Scoring/Documentation: Faces Pain Scale-Revised has a range from 0 to 10 possible. Document score in medical 

record; this includes 0 for no pain. 

Interpretation: Compare the patients’ acceptable level of pain to the patients’ current self-report of pain to determine level 

of intervention. This may include nonpharmacologic and pharmacologic interventions. Reassess patient per frequency per 

policy. 
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Checklist of Nonverbal Pain Indicators (CNPI) 

 

 

How to Use: Observe the patient for a minute at both rest and during movement before selecting a score for each 

behavior. Select only one numeric value per observed behavior with movement and at rest. 

Scoring/Documentation: Add the scores from the 6 individual behavior areas of at rest and with movement to generate a 

total CNPI score, ranging from 0 to 12 possible points. Document total CNPI score in the medical record. 

Interpretation: Does not provide pain intensity rating. Any score between 1 and 12 can indicate the possibility of the 

presence of pain in the patient. Continue evaluation to identify the potential source of pain and implement appropriate 

non-pharmacologic and/or pharmacologic interventions. Partner with patient’s caregivers to determine appropriate 

interventions. Reassess patient per policy. If upon reassessment the total CNPI score remains consistent or higher, 

consider a pharmacologic intervention. 
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Critical Care Pain Observation Tool (CPOT) 
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Critical Care Pain Observation Tool (CPOT): Use, Scoring, and Interpretation 

 

How to Use: Observe the patient for a minute before selecting a score for each behavior. Muscle tension should be 

assessed last as this requires active intervention by the clinician and can alter the other behavior responses. Select only 

one numeric value per behavior. If the patient is ventilated assess for compliance with the ventilator. If the patient is not 

ventilated assess for vocalization. 

Scoring/Documentation: Add the scores from the 5 individual behavior areas to generate a total CPOT score, ranging 

from 0 to 8 possible. Document the highest numeric value behavior observed during the minute and the total CPOT score 

in the medical record. 

Interpretation: Does not provide pain intensity rating. Any score between 1-8 indicates the possibility of the presence of 

pain in the patient. Continue evaluation to identify the potential source of pain and implement appropriate 

nonpharmacologic and/or pharmacologic interventions. Reassess per policy. If upon reassessment the total CPOT score 

remains consistent or higher, consider a pharmacologic intervention. 
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Appendix B: UCSF-Endorsed Pediatric Pain Assessment Tools 

 

Pediatric Self-Reporting Pain Tools 

Name of tool Recommended age and indications 

for use 

Recommended 

unit/area 

Numeric Rating Scale (NRS) (0-10, 

eyes closed, patient calm) 

Ages > 6 years to adult; patient must be 

able to understand numeric 

comparisons/quantity 

All pediatric patient care 

areas 

Verbal Descriptor Scale (VDS) 

(none, mild/moderate/severe, eyes 

closed/patient calm) 

Ages > 6 and able to understand terms 

mild, moderate, and severe as 

comparisons. 

All pediatric patient care 

areas 

Wong-Baker FACES Scale Ages >3 years to adult, able to recognize 

faces 

All pediatric patient care 

areas 

 

 

Pediatric Behavioral Pain Assessment Tools 

Name of tool Recommended age and indications 

for use 

Recommended 

unit/area 

Neonatal Pain and Assessment 

Scale (N-PASS) 

Premature and term infants 0-100 days of 

age, and 23 weeks gestation and above 

Within pre- and post-op 

areas, NICU, and PICU 

Neonatal Infant Pain Scale (NIPS) Term newborns – to less than one year Outside of the Intensive 

Care Nursery 

Face, Legs, Activity, Cry, 

Consolability (FLACC) 

Pediatric patients unable to self-report, 

ages 2 months to 18 years of age who 

are unable to self-report pain.  

Benioff Children’s 

Hospital, all areas 

Pediatric Neuromuscular Blockade 

(NBA)—AAP/APP 

Pediatric patients with neuromuscular 

blockade 

Benioff Children’s 

Hospital, critical care 

areas 
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NPASS: Neonatal Pain, Agitation & Sedation Scale 
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NPASS Use, Scoring, and Interpretation 
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Neonatal Infant Pain Scale (NIPS) 

 

Neonatal/Infant Pain Scale (NIPS). A behavior-based scale for children who cannot report pain due to age less than one year. 

 

 

 

The NIPS assesses six behavioral indicators in response to painful procedures in preterm newborns (gestational age < 37 

weeks) and full-term newborns (gestational age > 37 weeks to 6 weeks after delivery). 

How to use: Observe the infant for one minute before selecting a score for each behavior. Select only one numeric value 

per behavior. 

Scoring/Documentation: Add the scores from the 6 individual behavior areas to generate a total NIPS score. NIPS has a 

score range from 0 to 7. Document the total NIPS score in the medical record. 

Interpretation: Does not provide pain intensity rating. Any score greater than 2 indicates the possibility of the presence of 

pain in the patient. Continue evaluation to identify the potential source of pain and implement appropriate 

nonpharmacologic and/or pharmacologic interventions. Re-assess patient per policy. If upon reassessment the total NIPS 

score remains >2 consider pharmacologic intervention.  
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FLACC-R (Face, Legs, Activity, Cry, Consolability) 

 
 

The Faces-Legs-Agitation-Cry-Consolability – Revised (FLACC-R) is a behavior-based scale for children who cannot 

report pain either due to age or developmental stage. Suggested for use in children developing normally from ages 1-4 

years or in children with developmental delays from ages 1 year to adult. 

How to Use: Observe the patient for a minute before selecting a score for each behavior. Select only one numeric value 

per behavior.  

Scoring/Documentation: Add the scores from the 5 individual behavior areas to generate a total FLACC score, ranging 

from 0 to 10. Document total FLACC-R in the medical record. 

Interpretation: Does not provide pain intensity rating. Any score between 1 and 10 can indicate the possibility of the 

presence of pain in the patient. Continue evaluation to identify the potential source of pain and implement appropriate 

nonpharmacologic and/or pharmacologic interventions. Partner with patient’s caregivers to identify appropriate 

interventions. Re-assess patient per policy. If upon reassessment the total FLACC score remains consistent or higher 

consider pharmacologic intervention. 
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Wong-Baker FACES Pain Rating Scale  

    

 

 

This tool was originally created for children to help them communicate about their pain.  
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Appendix C: Nonpharmacological Techniques 

  

GENERAL NONPHARMACOLOGICAL CONSIDERATIONS 

1. Nonpharmacologic pain management interventions should be age and developmentally appropriate.  

2. Ongoing reassessments to assess the effectiveness of these interventions are important.  

3. Active Involvement methods: 

● Prepare patients and/or caregivers for anticipated procedures; discuss and rehearse coping techniques. 

● Prepare patient and/or caregiver, providing guidance and direction for pain and anxiety-relieving activities 

during procedures 

● Assist the family/caregiver in choosing their role during procedures 

● Provide choices to the patient whenever possible to help promote a sense of control and mastery over a 

painful procedure and hospital experience 

● Make environmental changes: Decrease light and unnecessary noise, provide soothing and/or familiar music, 

wall and ceiling decorations (pediatrics: murals/posters/decals/mobiles).  

● Cluster nursing and medical care. Provide designated rest periods.  

● Teach the patient and caregiver about the pain management plan, to include assessment, treatments, 

reassessments, pharmacologic and nonpharmacologic interventions. 

AGE-SPECIFIC PEDIATRIC NONPHARMACOLOGIC RECOMMENDATIONS 

● Refer to Child Life (pediatric) for initial and ongoing therapeutic play to help develop coping techniques. 

● Maintain the patient's room and bed as a procedure-free place. Whenever possible, perform procedures in a 

treatment room or private room. 

● ·Neonates:  

 Containment 

 Swaddling 

 Non-nutritive sucking 

● Infants: 

 Distraction: Mobiles, toys with music, movement, and/or bright colors 

 Positioning: Swaddle, rocking, nesting, infant swing/carrier 

 Parental presence: Provide parents with a role during procedure 

 Non-nutritive sucking on pacifier 

 Touch: Patting, rubbing, massage, rocking 

 Music: Set tone, relaxation, play/sing soothing or familiar music 

● Toddlers: 

 Distraction: Music, video, singing, bubbles, pop-up books 

 Positioning: Parent holding, swaddling in blanket, avoid lying down 

 Breathing: Blowing bubbles, pretending to blow candles, wolf puffing down house 



                                                           
Pain Assessment & Management (continued) 

Page 21 of 31 

 Cutaneous Stimulation: Touch, massage, patting, ice/heat, squeezing on a ball, play dough, or blanket. 

Music: Interactive songs or sing along, finger plays 

● School-Age, Adolescents, and Adult:  

 Distraction: Detailed books, music with headphones, videotapes, video games 

 Parental presence optional based on patient's interests 

 Relaxation Techniques: 

 Progressive relaxation - tensing and releasing the muscles from a distal to proximal 

progression, i.e., hands, then arms, then shoulders, then face 

 Guided Deep breathing 

 Thought-stopping/positive self-talk 

 Imagery: Using imagination to represent a multi-sensory experience (like a waking dream) 
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Appendix D: Factors to Consider for Individualized Pain Treatment 

 

Consider each of the following when selecting analgesic, route, method of administration, and dose 
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Appendix E: Interventions for Procedures Involving Needles for PEDIATRIC Patients 

 

NUMBING THE SKIN  

 4% lidocaine cream (EMLA): 

 

 No age restrictions, including infants  

 30 minutes for effect, shorter with warm packs 

 Can stay on for two hours, works for one hour after removed 

 

 J-Tips:  

 

 When there is no time to wait 

 Children must be older than two years 

 

SUCROSE OR BREASTFEEDING (0-12 MONTHS)  

 Sucrose: 

 

 2 minutes before, lasts 4 minutes 

 May repeat as needed 

 Just a few drops on Pacifier or inside cheek 

 It is the detection of sweet, not amount that triggers the effect 

 

 Breastfeeding:  

 

 Start 2-5 minutes before procedure 

 Continue during procedure 

 

COMFORT POSITIONING 

 Sucrose Swaddling for infants 0-6 months 

 Upright is the best for children older than 6 months 

 Parent or caregiver holding or close by 

 

DISTRACTION 

 Age appropriate 

 Per-patient preference 

 

 

*For adult patients requiring numbing agent for procedure involving needles, please contact the provider 
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Appendix F: Sedation Scales 

 

Pasero Opioid-Induced Sedation Scale (POSS) 
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Richmond Agitation-Sedation Scale (RASS)  
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State Behavioral Scale (SBS) (PEDIATRIC only) 
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Appendix G: PRN Analgesic FAST-PACE Assessment Tool 

 

 

● F = Functional goals: Does the analgesia help the patient achieve their mobility goals? 

● A = Airway: Is there potential risk of respiratory depression? Do they have concurrent sedating medications, 

sleep apnea, or other airway concerns?  

● S = Sedation score: How sedated is the patient? Use the Pasero Opioid Sedation Scale (POSS) or Richmond 

Agitation Sedation Scale (RASS) (in critical care) to  determine if is it safe to administer opioids. 

● T = Tolerance to opioids: Has the patient recently been taking opioids? Does the patient have a history of 

Opioid Use Disorder (OUD) or Substance Use Disorder (SUD)? If yes, they will likely have increased opioid 

requirements.  

● P = Pain intensity score: What is the patient’s pain score? It is important to consider the patient’s pain report, 

however, this is just one element of the pain assessment. If the person reports pain that is mild or under control, 

opioids are generally not needed. 

● A = Age: Start low and go slow, especially with older adult and children. 

● C = Comorbidities: Will patients underlying disease state affect how the medication is metabolized or excreted? 

Check their renal and liver function values.  

● E = Evaluation of pharmacokinetics: What is the mechanism of action of the drug and how will the drug interact 

with other agents the patient is ordered?  
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Appendix H: Clinical Opiate Withdrawal Scale (COWS) 
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Appendix H: Withdrawal Assessment Tool Version 1 (WAT-1) 
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Appendix I: PRN Analgesic Decision Trees for Opioid Naïve  
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Appendix I: PRN Analgesic Decision Trees for Opioid Tolerant  

 


