Exhibit 7. Acute Pain Algorithm*

= Triage as high priority (ESI 2).

= Evaluate for complications on arrival.
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= Begin analgesic management within
30 minutes of triage or within 60
minutes of registration.

= Treat pain aggressively and promptly. Administer 1st dose prior to transfer if
possible within 30 minutes of arrival (administer 2nd dose if delay in transfer to
alternate care site).

= Administer opioids (morphine sulfate or hydromorphone) per
patient-specific protocol. IV route, subcutaneous when IV not available.

= Reassess for pain and sedation every 15-30 minutes and
readminister analgesic doses until pain relief is obtained. Maintain or consider
escalation of the dose by 25 percent until pain is controlled.

= Use nonpharmacologic approaches such as heat. Manage pain for 6-8 hours. If
unable to control pain, consider admission to short-term observation unit or
hospital.

= Begin PCA in the ED when possible and once admitted if not initiated in the ED.

Note: See recommendation 3, page 34.

* These recommendations are intended to be for all settings where patients present with VOC.
(Consensus—Panel Expertise)
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