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Objectives
Improve understanding of the management of acute and 
chronic pain in the Emergency Department. 

Gain basic understanding of opioid equivalents and 
dosing of analgesics in opioid naive patients.

Be able to calculate an appropriate dose escalation in 
patients presenting to the ED with acutely uncontrolled 
malignant pain.



Chronic Pain Management 

Initial oral mixed opioid analgesia PRN if opioid naive

Addition of long acting opioid + PRN at 10-15% TDD

Increase long acting based on use of breakthrough

Add a stimulant laxative 



Case 1
Mr K has a hx of prostate CA with lumbar spine 
metastasis. Takes morphine ES 15mg BID and 
hydrocodone 5/325 Q4H PRN. Has no negative med 
SE’s but recently is requiring about 8 hydrocodone per 
day to manage his pain. 

What is his daily opioid requirement?

What should be the dose of his breakthrough med?



Case 1
Total daily requirement 70mg/day

MSSA available in 15mg, 30mg, 60mg

Breakthrough dose 7-11mg Q4hr



Acute vs. Chronic
Acute: 0.1 mg/kg morphine or equivalent in the 
opioid naive. Reduce dose in elderly, renal 
impairment or hepatic impairment.

If pain is not severe or other concerns, be 
conservative and check back often.

Acutely uncontrolled chronic pain: 15-25% of daily 
total dose every 15 minutes until pain is controlled. 
Then recalculate new home dosing regimen.



Case 2
Mrs H has a history of metastatic breast CA, and 
presents with uncontrolled pain. 

What do you need to know?

Morphine 60mg TID

Morphine 30mg Q4 hrs PRN

Taking about 8 per day, up from avg 4, still in pain.



Case 2

180mg long acting

240mg instant release

Breakthrough need in ORAL morphine is 84 mg

IV equivalent 28mg IV Morphine

May convert to Dilaudid to avoid nursing staff stroke



Case 3

Mr S has a history of metastatic lung cancer. Previously 
well controlled pain on long acting Morphine 90mg 
Q12H. He is now having difficulty swallowing. 

What are other options for pain control?

Fentanyl

If PEG tube is placed Methadone or Liquid Morphine



Initiating Fentanyl Patch
Calculate the total daily Morphine equivalent 

Divide total daily dose by 100 

This gives total daily Fentanyl req in milligrams

Multiply x 1,000 for microgram dose for 24hrs

Divide by 24hrs to determine hourly Fentanyl dose



Case 3
MSSA 90mg Q12H

Total daily dose?  180

180/100 = 1.8mg Fentanyl per 24hr period

1800micrograms per 24hr period

75micrograms per hr

Reduce 25% for incomplete cross tolerance

Cover with an appropriate fast acting breakthrough medication



Adjuncts
NSAIDs  

Steroids

Neurontin

Capsaicin

Tramadol

Topical anesthetics

Benzodiazepines (small doses)



Pearls
Pain is the leading cause of ED visits and all physicians 
should be proficient in pain management.

Ok to start low and go slow with frequent 
reassessments.

Be aggressive when the clinical scenario calls for it and 
careful calculations support your doses.



QUESTIONS?


