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Background 
Multimodal analgesia currently is the gold-standard approach for treatment of pain in hospitals. The goal of this strategy is to address different pain pathways with different medications to improve quality of analgesia and to reduce opioid consumption1. The latter is especially important as opioid-related adverse effects are often bothersome (drowsiness, itchiness, constipation, nausea and vomiting) and sometimes even life threatening (respiratory depression).The so far most widely used multi-modal regimen is prescribing according to the World Health Organization (WHO) analgesic ladder, which initially included three steps2. Recently a fourth step has been introduced including adjuncts like ketamine or gabapentin3. 
However, to what degree this modified WHO ladder is employed is completely elusive at present. Hence an audit was conducted to evaluate analgesic prescribing according to the modified analgesic ladder. 
Methods 
Between March and April 2012 a multi-centre survey involving six London and Oxford teaching Hospitals was conducted. Included were all patients admitted to normal surgical and medical wards, excluding specialist areas (A&E, labour ward, psychiatric wards, day surgery units, critical care units). Patients were exposed to short questionnaire-based interviews, asking about their current pain intensity and co-morbidities. Drug charts were reviewed to obtain information about opioid consumption and co-analgesic prescribing and administration. Descriptive statistics were employed for data analysis. Data were presented as n (%) for the entire cohort, for medical and for surgical patients, respectively. 
Results
902 patients (507 medical and 395 surgical) were included in the analysis. Common analgesic regimens coincide with WHO analgesic ladder use, increasing in steps as pain increases. N=247 (27%) patients received WHO1 analgesia only (n=178 (35%) medical and n=69 (17%) surgical). N=173 (19%) patients also received additional WHO2 analgesia (n=101 (20%) medical and n=72 (18%) surgical) whilst n=304 (34%) had WHO1, WHO2 and WHO3 analgesia (n=88 (17%) medical and n=216 (55%) surgical). Paracetamol was most commonly used in the WHO1 analgesic group, with tramadol being the most frequent WHO2 analgesic and short acting morphine the most common strong analgesic (WHO3). In general, the most often prescribed drugs were WHO1 analgesics (n=692; 77%), with WHO2 and WHO3 further behind (n=366; 41% and n=306, 34% respectively). Adjuncts (ketamine, gabapentenoids, antidepressants) were prescribed in n=67 (7%) cases (n=27, 5% medical; n=40; 10% surgical). However, n=178 (20%) patients did not receive any analgesics. 
Conclusion 
[bookmark: _GoBack]Across London and Oxford hospitals, analgesic prescribing often followed the WHO analgesic ladder. However, pain management still heavily relies on opioid based analgesics with adjuncts at present only playing a side role. Certain drug combinations are favoured moving up the ‘pain ladder’, which may be due to increased clinical pain management efficacy, or perhaps to reduce drug interactions. Further studies needed to determine the efficacy of these, and other, analgesic combinations. 
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