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Rurally Relevant Measures 
Last month, I promised that I would give you more 
information on the National Rural Health Association’s 
(NRHA) rural-relevant measures from their annual Critical 
Access Hospital (CAH) Conference in Portland.   
 
All the speakers at the conference recognized, like you 
do, that small volumes and the type of care you provide 
mean that inpatient AMI measures may not be relevant 
for many CAHs.  However, the AMI ED Outpatient 
Measures are rurally relevant, as are Inpatient 
Pneumonia, Heart Failure, and Surgical Improvement 
Measures for CAHs providing those types of 
surgeries.  Even if you are not now reporting these 
measures externally, you will want to track them 
internally to improve your performance and share them in 
order the benchmark with other RHQN CAHs in 2010.  
 
Hospital Consumer Assessment of Healthcare 
Providers and Systems (HCAHPS): Patients’ 
Perspective of Care Survey 

HCAHPS are rurally relevant and offer a window into 
your community’s perception of your services.  Some 
RHQN hospitals use Press Ganey for HCAHPS, others 
do their own survey, incorporating the HCAHPS 
measures, but do not report them to Hospital Compare.   
I have also found that some RHQN members use the 
Gilmore Research Group, a Seattle and Portland based 
HCAHPS Hospital Compare approved vendor.  Bette 
Barlond at United General Hospital in Sedro Woolley 
reports that she is very pleased with the Gilmore 
Research Group’s CAH pricing and orientation.  She is 
willing to answer any questions you may have.  You may 
contact her at bette.barlond@unitedgeneral.org or  
(360) 856-7419. 
 
New Inpatient Measures 

30-day risk-adjusted heart failure and pneumonia 
mortality and re-hospitalization rates are rurally relevant 
in theory, but it is recognized that small volume is a major 
problem. 
 

  
New and Proposed Outpatient Measures 

Centers for Medicare and Medicaid Services (CMS) has 
just announced 11 outpatient measures that will be 
required for Prospective Payment System (PPS) 
hospitals to report to Hospital Compare in 2010.  While 
they are not required for critical access hospitals, a 
National Rural Health Research project is assessing their 
rural relevance.   The RHQN encourages you to 
incorporate these outpatient measures now into your 
2010 dashboards.  The AMI outpatient measures are 
identical to the Washington State Department of Health 
(DOH) STEMI project data collection points being 
explored for critical access hospital use in evaluating 
their STEMI practices.  They are:  

1. AMI: Median time to fibrinolysis,  
2. AMI: Fibrinolytic therapy received within 30 

minutes of ED arrival,  
3. AMI: Median time to transfer to another facility for 

percutaneous coronary intervention (PCI), 
4. AMI: Aspirin at arrival, and  
5. AMI: Median time to ECG. 

 
The PPS outpatient Hospital Compare measures also 
include: 

6. Outpatient Surgery: Timing of antibiotic 
prophylaxis,  

7. Outpatient Surgery: Selection of prophylactic 
antibiotic,  

8. MRI lumbar spine for low back pain: CMS will 
collect data on this measure from 2010 Medicare 
claims for PPS hospitals, 

9. Mammography: follow-up rate based on 2010 
Medicare claims,  

10. Abdomen CT: Use of contrast material based on 
2010 Medicare claims, and 

11. Thorax CT: Use of contrast material based on 
2010 Medicare claims. 

 
Again, while these measures are not currently required 
for CAHs, they are great measures for your ED and 
outpatient surgery areas to start reporting on their 
dashboards.  Expect to see benchmarks in 2010.  
 

Lessons Learned from the Safe Table 
Have you seen Swedish Hospital’s hand hygiene video yet?  At the November Safe Table, we learned of the World 
Health Organization’s new recommended procedure for hand gel use.  We watched Swedish’s video and then did “teach 
back” by re-watching the video while demonstrating what we learned.  The video and “teach back” are a great resource 
for all of your staff and take less than 5 minutes to do!  To view this video, click here. 
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Postcards from the Road… 
Best Practice: Improving your HCAHPS Scores 

When I asked Pullman Regional Hospital what the secret was to their having the highest Hospital Compare patient 
satisfaction score in the state, Dorcas Hirzel said having food available 24/7 contributed greatly to patient satisfaction.  
Some CAH dietary staffs have traveled to Pullman to observe their food services as they design new kitchens…and found 
that they don’t have the patient volumes to support this service.  A great “Best Practice” alternative is to have your kitchen 
staff make 3 types of homemade soup and freeze them in individual servings so the nursing staff can offer a food choice 
when patients are hungry.  
 

Best Practice: End of Life Care 

As I have traveled the state, I find that many of our critical access hospitals are either the actual or defacto hospice in the 
community.  At Lincoln Hospital in Davenport, the Foundation recently created a family-oriented “end of life care room” 
with a sofa, table, microwave and refrigerator.  Others of you report using an “end of life family and patient Comfort Cart” 
that can be taken to any room.  (I also learned that one CAH had turned to a Comfort Cart due to the unintended 
consequence of regular patients refusing the “nice large room” during high census because they knew so many people 
who had died in that room.)  

I was particularly struck by my conversation I had with Ramona Hicks, RN and Hospital Chaplain at Coulee Medical 
Center.  Ramona is enrolled in a nationally accredited hospital chaplaincy program and would be delighted to talk with 
you if you have questions about her program.  Coulee Medical Center tries hard to accommodate the many end of life 
traditions found in their community, including 12 tribes on the Colville Reservation.  Their policies support drumming, soft 
bells, and “everything but burning candles.” 

Ramona shared a booklet “Gone from My Sight” that explains the dying process in a gentle manner.  It is given to all 
families.  The booklet costs $2 and is written by Barbara Karnes, RN, an award winning hospice nurse from Vancouver, 
WA.  Ramona says they are helpful to staff, as well as families, and may be an item your Foundation would want to 
support (http://www.gonefrommysight.com/goneFromMySight.html).  The title is based on the following poem found on 
the website: 

Gone From My Sight (by Henry Van Dyke) 
I am standing upon the seashore. A ship at my side spreads her white sails to the morning breeze and starts for the 
blue ocean. She is an object of beauty and strength. I stand and watch her until at length she hangs like a speck of 
white cloud just where the sea and sky come to mingle with each other.  
Then someone at my side says: “There, she is gone!” 
“Gone where?” 
Gone from my sight. That is all. She is just as large in mast and hull and spar as she was when she left my side and she 
is just as able to bear the load of living freight to her destined port. 
Her diminished size is in me, not in her. And just at the moment when someone at my side says: “There, she is gone!” 
There are other eyes watching her coming, and other voices ready to take up the glad shout: “Here she comes!”  
And that is dying. 

 
My best to you as you gather with family and friends for Thanksgiving, while still staffing your hospitals and supporting 
your patients.  I am blessed to work with all of you and thankful for the care you give to the people in your communities, 
for the care you give to all in our state who travel to and through your communities, and for the beauty of this great state.  
Thank you for sharing your lives and Best Practices with me… 

 

RHQN Resources for You 
December 8th at 10:30 a.m. – RHQN Conference Call.  Topic – Best Practices/Lessons Learned: Getting to 100%.  
RHQN members will share how they dramatically improved their HF measures. 
 

We are now scheduling classes for your management staff for 2010 on “Adverse Events & RCAs: Using Critical Thinking 
Skills” and “A Taste of Lean: The Waste Treasure Hunt.” Four of our RHQN members have taken advantage of this on-
site offering in 2009. The classes are a benefit of your dues. We look forward to coming to work with your staff in 2010. 

If you have ideas, comments, questions, need additional resources or a consultation, please contact  
Bev McCullough, RHQN Quality Improvement Manager, at (206) 216-2862 or by email at bevm@wsha.org. 

 RHQN – Rural Healthcare Quality Network 
300 Elliott Avenue West, Suite 300   ׀   Seattle, WA  98119   ׀   www.rhqn.org 

http://www.gonefrommysight.com/goneFromMySight.html
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Root Cause Analysis (RCA) in Three Meetings 

This month’s Members Conference Call took on one of the most angst producing processes in 
healthcare.  Whether you are a large facility or a small rural hospital, the thought of having to 
do a root cause analysis because of an adverse or sentinel event sends chills down your spine (it 
certainly does mine).  September’s article in all of the Hearst newspapers (including the Seattle 
PI online newspaper) drew nationwide attention to hospital adverse event reporting (or maybe 
I should say under reporting).  Such in depth articles, which raise questions about healthcare 
transparency and error reporting, serve as a catalyst for state legislation mandating adverse 
event reporting and adding possible punishments for failure to report. 
 

The stress of having to do an RCA is a major roadblock to adverse event reporting.  If we could 
get past the RCA stress phenomenon, the rest is just process.  That sounds so simple, so easy, 
and so logical.  But, simple it is not.  In order to do an RCA well, you need the proper tools, you 
need to be very organized and you need to be patient.  What in the world does patience have to 
do with conducting an RCA?  Staff view conducting an RCA as a “witch hunt” whose goal it is 
to identify someone responsible for the adverse event and finding a way to punish them.  In 
order to get optimal cooperation of staff in doing an RCA, staff have to understand that the 
RCA’s intent is to evaluate processes, look for errors or weaknesses in the processes, and create 
action plans to correct weaknesses in processes.  RCA’s are not designed to “pin blame” and 
should never be used to do so. 
 

The first step in reducing the angst of completing an RCA is picking a good template.  There are 
four available options: 1) the Joint Commission framework, 2) the VA template, 3) the Canadian 
model, or 4) a form which you develop and have approved by the Department of Health (Linda 
Furkay) in advance of conducting the RCA.  Each of these templates follows an outline 
conducive to completion of the RCA in three meetings.  Once you have selected a template with 
which you are comfortable, practice with it.  We have RHQN member facilities that do RCA’s 
for all employee injuries, chemical spills, or other more routine occurrences, just for practice.  In 
other words, get comfortable with the form.  You will find that the RCA template you have 
chosen is divided into three logical parts.  They are the data gathering section, data analysis and 
action formulation section, and the action plan implementation and evaluation section. 
 

The second step in conducting a strong RCA is selecting the right team.  As was mentioned in 
the Members Conference Call, there are several departments or individuals which often are 
under-represented at RCAs.  They include Laboratory, Pharmacy, Radiology, Engineering, and 
Environmental Services (Housekeeping, Food Services, etc).  The preference is to invite more 
people to your RCA than you may need at the end.  It is much more difficult to bring someone 
into an RCA late and be forced to bring them up to speed than it is to have them at the table 
from the beginning. 



 
When you have your team in place, the first of three RCA sessions can begin.  The first session 
should focus entirely on fact finding.  Inherent in this fact finding is asking the question “Why?” 
over and over until you have reached the true ‘root cause’ of the adverse event.  We, almost 
jokingly, refer to this as asking the five ’whys.’  The conference call went into details about 
determining timelines, maintenance data, and interviews with staff. 
 

The second RCA session should be devoted to developing and implementing action plans based 
on the first session’s findings.  These action plans focus on areas of staff competence and 
training, communication, policy and procedure revision, information availability, and 
administrative support.  Each action plan must have concrete timelines and data collection 
points.  Timelines must be of sufficient length to demonstrate that the changes you put into 
place are working and have been incorporated into the staff’s routine.  At the end of this 
session, action plans have been be implemented. 
 

The third, and last, session of an RCA should focus on evaluating the results of action plan 
implementation.  The DOH will expect updates from your facility, based on the timelines you 
developed and submitted to them within the forty-five day window.  Pertinent data should be 
gathered and analyzed.  This analysis would indicate if the action plans are working or need to 
be revised.  Although the third session of an RCA seems simple, it is probably the most difficult.  
It is one thing to propose an action plan to correct a problem or error; it is another thing to 
implement it successfully.  Be very objective and do not be afraid to change course, if needed. 
 

An audio recording and all materials from the conference call are on the RHQN website at: 
www.rhqn.org/resources/presentations.htm.  
 

If you have questions about adverse events, conducting a root cause analysis, need assistance, a 
consultation, or would like to have the RHQN conduct Adverse Event/RCA training at your 
facility, please contact Randy Benson, RHQN Executive Director, at (206) 577-1821 or 
randyb@wsha.org. 
 
Subspecialty Peer Review 

We would like to remind members that the RHQN offers subspecialty medical chart peer 
review.  To obtain a subspecialty chart review, consult with your peer review physician or 
contact Lori Martinez (RHQN Executive Assistant) at lorim@wsha.org for more information.  At 
this time, we are able to provide subspecialty peer review in general surgery, orthopedic 
surgery, sleep lab, anesthesia/CRNA, and Radiology.  There is a fee for this service based on 
the size of the chart(s) to be evaluated.  
 
Upcoming Member Conference Call 

The next members’ conference call will be on December 8th at 10:30 a.m.  If you have topic 
suggestions for 2010, please call or e-mail Randy Benson, RHQN Executive Director at (206) 
577-1821 or randyb@wsha.org. 

 December 8, 10:30 a.m. “The Clinical Quality Improvement Primer: Witnessing to Best 
Practice,” presented by Bev McCullough, RHQN Quality Improvement Manager 

 

 

If you have ideas, comments, questions, need additional resources or a consultation, contact 
Randy Benson, RHQN Executive Director, at (206) 577-1821 or randyb@wsha.org 

mailto:randyb@wsha.org
mailto:lorim@wsha.org
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Infectious Disease 
Question: Is there currently available a rapid, 
sensitive and specific test for identification of c. 
difficile in stool specimens? 
Answer: Yes.  A 45-minute molecular diagnos-
tic test (Cepheid Corporation) is now available.  
Current rapid tests are insensitive (50 - 80%) 
and culture requires a 72-hour turnaround. 
Source: FDA 
 
Family Practice/Internal Medicine 
Question: Does prolonged sitting with travel of 
all types increase the risk of VTE? 
Answer: Yes.  Air travel appears to have the 
highest risk, with increased journey time en-
hancing the likelihood of venous thrombosis.  
Such travelers are advised to ensure good hy-
dration and leg mobility. 
Source: Annals of Internal Medicine, July 6, 
2009 
 
Medication Management 
Question: Do persons aged >60 need to be 
asked about their history of chicken pox 
(varicella) or have serologic testing to deter-
mine varicella immunity prior to vaccine ad-
ministration? 
Answer: No.  This information is irrelevant to 
the decision to administer this vaccination 
(which appears to be underutilized, likely due 
in part to cost as the vaccine is not reimbursed 
by Medicare).  
Source: CDC 
 
Urgent/Emergent Care 
Question: Does the administration of corticos-
teroids favorably improve the outcomes of ado-
lescents and adults with bacterial meningitis in 
our country? 

Answer: In this Mayo Clinic meta-analysis, mor-
bidity and mortality were statistically improved 
in those patients residing in “high income coun-
tries” and those with a “low prevalence of HIV.” 
Source: Mayo Clinic Proceedings. 2009;84
(5):403-409 
 
Nursing Focused Care 
Question: Is ibuprofen now available in an in-
jectable form for the treatment of pain and fe-
ver? 
Answer: Yes.  Caldolor (Cumberland Pharma-
ceuticals) was approved by the FDA on June 11, 
2009.  The drug is given intravenously only, 
over 30 minutes.  (What about rectal acetamino-
phen for fever?) 
Source: FDA 
 
Risk Management  
Question: A patient with a serious neck injury 
demonstrates neurologic deficits but has a nor-
mal CT scan of the cervical spine.  What diag-
nostic test is now imperative? 
Answer: MRI of the cervical spine and spinal 
cord to evaluate for ligamentous injury and/or 
cord contusion. 
Source: Foresight: Risk Management for Emer-
gency Physicians. American College of Emer-
gency Physicians, September 2000 

Medical Literature Review 
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Practice Pearl 
Question: What is the current evidence regarding the role of corticosteroids in the 
treatment of sever sepsis and septic shock in adults? 
Answer: The current article in JAMA suggests that corticosteroids overall reduce 
short-term mortality in these patients.  However, there is insufficient evidence to 
state that corticosteroids should be used in all patients, no patients, or a specific 
subset of patients with sepsis.  Thus, utilization of corticosteroids will continue to 
be at the discretion of providers. 
Source: JAMA; 301:2362-2375 



 

Hospital Peer Review 
November 2009 

 
Hospital Peer Review is a monthly newsletter sponsored by the Rural Healthcare Quality Network to alert Critical Access 
Hospitals regarding findings from the Peer Review Program.  Summarized are a few of the key findings and best practices 

that would be helpful for other critical access hospitals to be knowledgeable about.  This newsletter is edited by Myron 
Bloom, Medical Director and he can be reached at drmbloom@msn.com. 

 
 

Caution when Patching Pain 
Fentanyl is approximately 100 times more potent than morphine.  While it has a shorter half-life, it is 
also more lipid-soluble than morphine, which results in a more rapid onset of action, due to improved 
penetration of the blood-brain barrier.  Fentanyl is free of histamine-releasing properties and may 
therefore be preferred in the presence of hemodynamic instability or bronchospasm.  Fentanyl is 
commonly given as intravenous boluses every 30 to 60 minutes or as a continuous intravenous infusion 
in an intensive care unit setting, but is also available in a transdermal patch, which is the topic of this 
paper.  
 
The patch should only be prescribed for patients with moderate to severe pain who have been 
taking regular doses of oral opioids for a week or more and are therefore opioid-tolerant.  
Fentanyl patches are presently manufactured in five micrograms/hour patch sizes: 12.5 µg/h, 25 µg/h, 
50 µg/h, 75 µg/h, and 100 µg/h.  Since the transdermal absorption rate is generally constant at a 
constant skin temperature, the dosage is controlled by the size of the patch.  However, the rate of 
absorption and circulating blood level is also dependent on a number of other factors: skin condition, 
temperature, amount of body fat, and even the location of the patch.  Serum fentanyl concentrations 
may increase [by ~ 1/3 in patients with temperature of 104ºF (40ºC) or use of heating pad] due to 
temperature-dependent increases in drug released from the transdermal system and an increase in skin 
permeability; thus, patients with fever should be monitored for adverse opioid effects.  Similarly, 
carbon dioxide retention caused vasodilatation (increased absorption and tissue mobilization) and 
acidosis (reduces protein binding) increase circulating levels of the drug.  Typically, the patch will 
have analgesic effect under normal circumstances within 8–12 hours, peaking sometime after 24 hours; 
while the deposition of the drug in adipose tissue results in prolonged opiate effect after removal of the 
patch (mean elimination half–life of 17 hours!). 
 

mailto:drmbloom@msn.com
http://en.wikipedia.org/wiki/Kilogram#SI_multiples


According to the package insert: 

DURAGESIC® should ONLY be used in patients who are already receiving opioid therapy, who 
have demonstrated opioid tolerance, and who require a total daily dose at least equivalent to 
DURAGESIC® 25 mcg/h. Patients who are considered opioid-tolerant are those who have been 
taking, for a week or longer, at least 60 mg of morphine daily, or at least 30 mg of oral oxycodone 
daily, or at least 8 mg of oral hydromorphone daily or an equianalgesic dose of another opioid. 
 
Because serious or life-threatening hypoventilation could occur, DURAGESIC® (fentanyl 
transdermal system) is contraindicated: 
 in patients who are not opioid-tolerant  
 in the management of acute pain or in patients who require opioid analgesia for a short period of 

time  
 in the management of post-operative pain, including use after out-patient or day surgeries (e.g., 

tonsillectomies)  
 in the management of mild pain  
 in the management of intermittent pain [e.g., use on an as needed basis (prn)]  
 
Since the peak fentanyl levels occur between 24 and 72 hours of treatment, prescribers should be 
aware that serious or life threatening hypoventilation may occur, even in opioid-tolerant patients, 
during the initial application period. 
 
Due to the mean elimination half-life of 17 hours of DURAGESIC®, patients who are thought to 
have had a serious adverse event, including overdose, will require monitoring and treatment for at 
least 24 hours. 
 
The concomitant use of DURAGESIC® with potent cytochrome P450 3A4 inhibitors (see list below) 
may result in an increase in fentanyl plasma concentrations, which could increase or prolong 
adverse drug effects and may cause potentially fatal respiratory depression.  
 
DURAGESIC® is ONLY for use in patients who are already tolerant to opioid therapy of comparable 
potency. Use in non-opioid tolerant patients may lead to fatal respiratory depression. 
Overestimating the DURAGESIC® dose when converting patients from another opioid medication 
can result in fatal overdose with the first dose.  

 
The patches must be properly disposed of as the residual drug after 72 hours of use tempts drug seekers 
to cut up and eat or smoke the gel from inside the patch.  Furthermore, manufacturers of fentanyl 
patches have come under scrutiny for defective products and have issued recalls because patch 
malfunction has resulted in life-threatening side effects and even some patient deaths.  
 
Skeletal muscle and ventilation compromising chest wall rigidity (Stiff Man Syndrome) may occur, 
especially following rapid I.V. administration of fentanyl; transient muscular rigidity has been 
observed in neonates born to women who were treated with I.V. fentanyl. 
 



APPLICATION OF THE PATCH 

Transdermal patch: Apply to non-hairy, clean, dry, non-irritated, intact skin of the flat area of front or 
back of upper torso, flank area, or upper arm.  Apply to upper back in young children or in people with 
cognitive impairment to decrease the potential of the patient removing the patch.  Clip hair prior to 
application, do not shave area.  Prior to application, skin may be cleaned with clear water (do not use 
soaps, lotions, alcohol, oils, or other substances which may irritate the skin); allow skin to dry 
thoroughly prior to application.  Apply patch immediately after removing from package; firmly press 
in place and hold for at least 30 seconds.  Change patch every 72 hours; remove old patch before 
applying new patch.  Do not apply new patch to same place as old patch.  Wash hands after applying 
patch.  Rate of drug delivery may be significantly increased if patch is cut, damaged, or leaking and 
could result in absorption of a potentially fatal dose.  If partial dose is needed, surface area of patch can 
be blocked proportionally using adhesive bandage (see Lee, 1997).  Do not use soap, alcohol, or other 
solvents to remove transdermal gel if it accidentally touches skin as they may increase transdermal 
absorption, use copious amounts of water.  Avoid exposing application site to external heat sources 
(eg, electric blanket, heating pad, heat lamp, sauna, heated water bed, hot tub).  
 
DRUG INTERACTIONS   

CNS depressants, alcohol, phenothiazines, MAO inhibitors, and tricyclic antidepressants may 
potentiate fentanyl's adverse effects.  When using fentanyl with other CNS depressants, reduce the 
dose of one or both agents.  Use of MAO inhibitors within 14 days of fentanyl is not recommended.  
Cytochrome P450 inhibitors (eg, amiodarone, clarithromycin, erythromycin, cimetidine, diltiazem, 
verapamil, fluconazole, itraconazole, ketoconazole, protease inhibitors, etc.) may significantly increase 
or prolong the clinical or adverse effects of fentanyl - potentially fatal respiratory depression may 
occur with concomitant use of strong or moderate P450 CYP3A4 inhibitors.  Close monitoring and 
dosage adjustment may be needed.  Cytochrome P450 inducers (eg, carbamazepine, phenytoin, 
rifampin) may decrease the effect of fentanyl; close monitoring and dosage adjustment may be needed.  
The herbal medicine, St John's wort (Hypericum perforatum), may increase the clearance and decrease 
the effects of fentanyl - its use is not recommended. 
 
FOOD INTERACTIONS — Grapefruit juice may significantly increase fentanyl serum 
concentrations and risk of adverse effects. 
 
 



 
Interagency Guideline on Opioid Dosing for Chronic Non-cancer Pain: 
an educational pilot to improve care and safety with opioid treatment 
 

Table 1. Summary of Recommendations 
Prescribing opioid doses up to 120mg/day MED: 
(Cumulative daily dose when using one or more 
opioids. See Table 2 for specific opioid 
thresholds.) 
 

Before exceeding 120mg/day MED dose 
threshold: 
(Cumulative daily dose when using one or more 
opioids. See Table 2 for specific opioid 
thresholds.) 
 

 No pain management consultation needed if 
the prescriber is documenting sustained 
improvement in both function and pain. 

 Consider specialty consultation2 if frequent 
adverse effects or lack of response is evident 
in order to address: 
o Evidence of undiagnosed conditions; 
o Presence of significant psychological 

condition affecting treatment; and 
o Potential alternative treatments to reduce 

or discontinue use of opioids. 

 Seek pain management consultation3 to 
address: 
o Potential alternative treatments to  

opioids; 
o Risk and benefit of a possible trial with 

opioid dose above 120mg/day MED; 
o Assistance with ongoing      

documentation of improvement in   
function and pain; and 

o Schedule for follow up with pain 
management specialist, if necessary. 

 

Table 2. Dosing Threshold for Selected Opioids* 
 
 
Opioid 

Recommended 
dose threshold for 
pain consult (not 
equianalgesic) 

Recommended 
starting dose for 
opioid-naive 
patients 

 
 
Considerations 

 
Codeine 

 
800mg per 24 hours 

 
30mg q 4–6 hours 

See individual product labeling for maximum 
dosing of combination products. Avoid concurrent 
use of any OTC products containing same 
ingredient. See acetaminophen warning, below. 

Fentanyl 
Transdermal 50mcg/hour (q 72 hr) 

 Use only in opioid-tolerant patients who have been 
taking  60mg MED daily for a week or longer 

 
Hydrocodone 

 
120mg per 24 hours 

 
5-10mg q 4–6 hours 

See individual product labeling for maximum 
dosing of combination products. Avoid concurrent 
use of any OTC products containing same 
ingredient. See acetaminophen warning, below. 

Hydromorphone 30mg per 24 hours 2mg q 4–6 hours  
 
 
Methadone 

 
 
40mg per 24 hours 

 
 
2.5-5mg BID – TID 

Methadone is difficult to titrate due to its half-life 
variability. It may take a long time to reach a stable 
level in the body. Methadone dose should not be 
increased more frequently than every 7 days. Do 
not use as PRN or combine with other long-acting 
(LA) opioids. 

Immediate-release: 
10mg q 4 hours  

Morphine 
 
120mg per 24 hours Sustained-release: 

15mg q 12 hours 

Adjust dose for renal impairment. 

Immediate-release: 
5mg q 4–6 hours  

Oxycodone 
 
80mg per 24 hours Sustained-release: 

10mg q 12 hours 

See individual product labeling for maximum 
dosing of combination products. Avoid concurrent 
use of any OTC products containing same 
ingredient. See acetaminophen warning, below. 

Immediate-release: 
5-10mg q 4–6 hours  

Oxymorphone 
 
40mg per 24 hours Sustained-release: 

10mg q 12 hours 

Use with extreme caution due to potential fatal 
interaction with alcohol or medications 
containing alcohol. 

*Meperidine and propoxyphene products should not be prescribed for chronic non-cancer pain pain. 




