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Pediatric Pain Management
As healthcare providers, we want to treat our patients' pain, especially when
those patients are children. Unfortunately, pain in children has a long
history of being both misunderstood and mistreated. We've made great
progress over the last few years in equalizing pain management for
pediatric patients, but there are still obstacles that we must work to
overcome. From assessing to treating, and even dosing medication,
pediatric patients present their own special set of challenges. Difficult as it
may be, prompt and effective pain treatment in children is of vital
importance.
If left untreated, pain in children can lead to devastating long term
consequences. Families and children in the healthcare system are already in
a position of fear and anxiety- pain only heightens this experiences, and can
lead to even more anxiety for subsequent procedures or medical visits. In
more severe cases, this can even lead to the development of Post Traumatic
Stress Symptoms, which can include alterations in sleep patterns and/or
appetite, emotional and psychological after-effects, and even the
development of chronic pain later in adult life.

We hope that the information provided in this toolkit will be useful for your
practice, and that you'll take away new tips and tricks to provide an even
higher level of care to the patients you encounter. Thank you for all that you
continue to do!
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Comprehensive Pain
Assessment
A comprehensive pain assessment is key to effectively treating a child's
pain. There are several different mnemonic devices to help remember the
core components of pain assessment, but the basics to remember are:
How bad does it hurt?
Where does it hurt?
When did it start hurting/how long has it hurt?
How often does it hurt?
What makes the pain better? Worse?
How does the pain feel (cramping, burning, stinging, etc.)?
Some helpful ways to keep track of the many pain assessment variables
include:
SOCRATES: (Site, Onset, Character, Radiation, Associations, Time
Course, Exacerbating/Relieving Factors, Severity)
OLDCARTS: (Onset, Location, Duration, Characteristics, Aggravating/
Alleviating Factors, Radiating, Temporal, Severity)
WILDA: (When Onset, Intensity, Location, Duration, Aggravating/
Alleviating Factors)
PQRST: (Pain, Quality, Radiation /Location, Severity, Timing /Triggers
/Treatment)
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While self-report is usually the best method, depending on the child's age
and developmental level this might not always be possible. Parents or
caregivers familiar with the child may be able to offer assistance, and
there are several pain assessment scales included in this toolkit that can
be used in different situations depending on the needs and abilities of the
patient.
It is also important to remember that while the initial assessment is
needed to establish a baseline and create a treatment plan, reassessment
is essential. Reassessment should be conducted after each intervention to
determine effectiveness. (Timing of reassessment may vary depending on
the intervention used).

The Numeric Pain Rating Scale Instructions
General Information:
The patient is asked to make three pain ratings, corresponding to
current, best and worst pain experienced over the past 24 hours.
The average of the 3 ratings was used to represent the patient’s level
of pain over the previous 24 hours.

Patient Instructions (adopted from (McCaffery, Beebe et al. 1989):
“Please indicate the intensity of current, best, and worst pain levels over
the past 24 hours on a scale of 0 (no pain) to 10 (worst pain imaginable)”

Reference:
McCaffery, M., Beebe, A., et al. (1989). Pain: Clinical manual for nursing practice, Mosby St. Louis, MO.

Downloaded from www.rehabmeasures.org
Test instructions derived from McCaffery et al, 1989
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Appendix I.1: COMFORT Scale.

Level of sedation: 8 to 16 points indicates deep sedation
17 to 26 points indicates optimal sedation
27 to 40 points indicates inadequate sedation
Raja Abou Elella, Hani Adalaty, Yah Nga Koay, Pavla Mokrusova, Maria Theresa, Benito Male, Bency Francis, Chairmain Jarrab, Abdullah Al Wadai, The efficacy of
the COMFORT score and pain management protocol in ventilated pediatric patients following cardiac surgery, International Journal of Pediatrics and Adolescent
Medicine, Volume 2, Issues 3–4, 2015, Pages 123-127, ISSN 2352-6467, https://doi.org/10.1016/j.ijpam.2015.11.001.

FLACC PAIN SCALE

Each of the five categories is scored from 0-2:
(F) Face; (L) Legs; (A) Activity; (C) Cry; (C) Consolability.
The total score will be 0-10.
For: Pediatric/Pre-verbal (validated 2 months to 7 years)
Not valid for children with developmental delay.
CATEGORY

SCORING

0

1

Face

No particular
expression or smile

Occasional grimace
or frown, withdrawn,
disinterested

Frequent to
constant quivering
chin, clenched jaw

Legs CATEGORY

Normal position or
relaxed 0

Uneasy,
restless,
SCORING
tense 1

Kicking, or legs
drawn2up

Face

No particular
expression or smile

Activity

Lying quietly, normal
position, moves
Normal position or
easily

Legs

relaxed

Cry

No cry (awake or
asleep)

Activity

Consolability

Lying quietly, normal
position, moves
easily relaxed
Content,

2

Occasional grimace
or frown, withdrawn,
Squirming, shifting
disinterested

Frequent to
constant quivering
Arched,
rigid
chin,
clenched
jawor

Uneasy,
tense restless,
tense

Kicking,
legs
NIPS PainorScale
drawn up

back and forth,
tense
Reassured by

jerking 0

back and forth,

jerking

Facial Expression

Pain Assessment

Moans or whimpers; Crying
steadily,
0
Restful face, neutral expression
facial muscles; furrowed brow, chin, jaw
occasional
screams
orTight
sobs,
1
(negative facial expression—nose, mouth an
Squirming,
shifting
Arched,
rigid
or
complaint
Cryfrequent complaints
Quiet, not crying

1
moaning, intermittent
Difﬁcult
to Mild
console
Loud scream; rising, shrill, continuous
2
(Note: Silent cry may be present)
or comfort

occasional touching,

Cry

No cry (awake or
asleep)

Breathing
Pattern
Moans
or whimpers;
Crying
steadily,
hugging
or being
0 or sobs,
Relaxed (usual pattern for this infant)
occasional
screams
talked to, distractible
Change in breathing (irregular, faster than us
complaint
frequent1 complaints
gagging, breath holding)

Consolability

Content, relaxed

Reassured by

Arms

No muscular rigidity; occasional random arm
Difﬁcult0 to console

The FLACC Behavioral Scale for Postoperative Pain in Young Children. Merkel Sl, et al. (1997).
1
Tense, straight arms; rigid and/or rapid exten
occasional
touching,
comfort
The FLACC: a behavioral scale for scoring postoperative pain in young
children. Pediatric
Nursing,or
23(3),
Legs 293-297.

hugging or being
talked to, distractible

0
1
State of Arousal
0
1

The FLACC Behavioral Scale for Postoperative Pain in Young Children. Merkel Sl, et al. (1997).
Speak up when it hurts
The FLACC: a behavioral scale for scoring postoperative pain in young children. Pediatric Nursing, 23(3), 293-297.

No muscular rigidity; occasional random leg
Tense, straight legs; rigid and/or rapid extens

Quiet, peaceful sleeping or alert random leg
Alert, restless and thrashing
To

Lawrence J. Alcock D et al. The development of a tool to assess neonatal pain. N
12 (6 September): 59-66

Speak up when it hurts

Excellence
EveryDay

Neonatal Infant Pain Scale (NIPS)

The NIPS (Lawrence et al., 1993) was developed at Children’s Hospital of Eastern Ontario. The NIPS assesses six behavioral indicators in response to
1
painful procedures in preterm newborns (gestational age < 37 weeks) and full-term newborns (gestational age > 37 weeks to 6 weeks after delivery).

Non-communicating Children’s Pain Checklist – Revised (NCCPC-R)
NAME:____________________________

UNIT/FILE #: ____________

DATE:____________________ (dd/mm.yy)

OBSERVER:________________________

START TIME:______________AM/PM

STOP TIME:_____________AM/PM

How often has this child shown these behaviours in the last 2 hours? Please circle a number for each item. If an item does
not apply to this child (for example, this child does not eat solid food or cannot reach with his/her hands), then indicate "not
applicable" for that item.
0 = NOT AT ALL

1 = JUST A LITTLE

2 = FAIRLY OFTEN

3 = VERY OFTEN

NA = NOT APPLICABLE

I. Vocal
1. Moaning, whining, whimpering (fairly soft)………………………………………..
2. Crying (moderately loud)……………………...........................................................
3. Screaming/yelling (very loud)………………………………………………………
4. A specific sound or word for pain (e.g., a word, cry or type of laugh)……………..

0
0
0
0

1
1
1
1

2
2
2
2

3
3
3
3

NA
NA
NA
NA

II. Social
5. Not cooperating, cranky, irritable, unhappy………………………………………..
6. Less interaction with others, withdrawn……………………………………………
7. Seeking comfort or physical closeness ……….........................................................
8. Being difficult to distract, not able to satisfy or pacify…………………………….

0
0
0
0

1
1
1
1

2
2
2
2

3
3
3
3

NA
NA
NA
NA

III. Facial
9. A furrowed brow……………………..………..........................................................
10. A change in eyes, including: squinching of eyes, eyes opened wide, eyes frowning
11. Turning down of mouth, not smiling………………………………………………..
12. Lips puckering up, tight, pouting, or quivering…………………………………….
13. Clenching or grinding teeth, chewing or thrusting tongue out ……………………..

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

NA
NA
NA
NA
NA

IV. Activity
14. Not moving, less active, quiet……….. …….………………………………………. 0
15. Jumping around, agitated, fidgety…………………………………………………... 0

1
1

2
2

3
3

NA
NA

0
0
0
0
0

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

NA
NA
NA
NA
NA

0

1

2

3

NA

VI. Physiological
22. Shivering ……………………………………………………………………………
23. Change in color, pallor ……………………………………………………………..
24. Sweating, perspiring ………………………………………………………………..
25. Tears…………………………………………………………………………………
26. Sharp intake of breath, gasping……………………………………………………...
27. Breath holding……………………………….………………………………………

0
0
0
0
0
0

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

NA
NA
NA
NA
NA
NA

VII. Eating/Sleeping
28. Eating less, not interested in food…………………………………………………..
29. Increase in sleep……………………….……………………………………………
30. Decrease in sleep……………………. ………..........................................................

0
0
0

1
1
1

2
2
2

3
3
3

NA
NA
NA

V. Body and Limbs
16. Floppy ………………………………………………………………………………
17. Stiff, spastic, tense, rigid ……………………………………………………………
18. Gesturing to or touching part of the body that hurts ………………………………..
19. Protecting, favoring or guarding part of the body that hurts …….………………….
20. Flinching or moving the body part away, being sensitive to touch………………....
21. Moving the body in a specific way to show pain
(e.g. head back, arms down, curls up, etc.) …………………………………………

SCORE SUMMARY:
Category:
Score:

I

II

III

IV

V

VI

VII

TOTAL

Version 01.2004 © 2004 Lynn Breau, Patrick McGrath, Allen Finley, Carol Camfield

USING THE NCCPC-R
The NCCPC-R was designed to be used for children, aged 3 to 18 years, who are unable to speak because of cognitive
(mental/intellectual) impairments or disabilities. It can be used whether or not a child has physical impairments or
disabilities. Descriptions of the types of children used to validate the NCCPC-R can be found in: Breau, L.M., McGrath,
P.J., Camfield, C.S. & Finley, G.A. (2002). Psychometric Properties of the Non-communicating Children's Pain ChecklistRevised. Pain, 99, 349-357. The NCCPC-R was designed to be used without training by parents and caregivers (carers). It
can also be used by other adults who are not familiar with a specific child (do not know them well).
The NCCPC-R may be freely copied for clinical use or use in research funded by not-for-profit agencies. For-profit
agencies should contact Lynn Breau: Pediatric Pain Research, IWK Health Centre, 5850 University Avenue, Halifax, Nova
Scotia Canada, B3J 3G9 (lbreau@ns.sympatico.ca).
The NCCPC-R was intended for use for short or long-term pain in the child’s home or in a long-term residential setting. If
suspected pain after surgery or pain due to procedures conducted in hospital are the reason for measuring pain, the
Non-communicating Children’s Pain Checklist – Postoperative Version should be used. It can be obtained by
contacting Lynn Breau. Information regarding the NCCPC-PV can be found in: Breau, L.M., Finley, G.A., McGrath, P.J. &
Camfield, C.S. (2002). Validation of the Non-Communicating Children's Pain Checklist - Postoperative Version.
Anesthesiology, 96 (3), 528-535.
ADMINISTRATION:
To complete the NCCPC-R, base your observations on the child’s behavior over the past two hours. It is not necessary to
watch the child continuously for this period. However, it is recommended that the observer be in the child’s presence for
the majority of this time (e.g.; be in the same room with the child). Although shorter observation periods may be used, the
cut-off scores described below may not apply.
Eating/Sleeping Subscale: Items on the Eating/Sleeping subscale may not occur during the two-hour observation. In this
case, the rating should be based on the child’s behavior over the day of the observation.
All other subscales: At the end of the observation time, indicate how frequently (how often) each item was seen or heard.
This should not be based on the child’s typical behavior or in relation to what he or she usually does. A guide for deciding
the frequency of items is below:
0

=

1
2
3

=
=
=

NA

=

1.
2.
3.

Not present at all during the observation period. (Note if the item is not present because the child is not
capable of performing that act, it should be scored as “NA”).
Seen or heard rarely (hardly at all), but is present.
Seen or heard a number of times, but not continuous (not all the time).
Seen or heard often, almost continuous (almost all the time); anyone would easily notice this if they saw
the child for a few moments during the observation time.
Not applicable. This child is not capable of performing this action.
SCORING:
Add up the scores for each subscale and enter below that subscale number in the Score Summary at the bottom
of the sheet. Items marked “NA” are scored as “0” (zero).
Add up all subscale scores for Total Score.
Check whether the child’s score is greater than the cut-off score.

CUT-OFF SCORE:
Based on the scores of 71 children aged 3 to 18 (Breau, McGrath, Camfield & Finley, 2002), a Total Score of 7 or more
indicates a child has pain. This was accurate in the study group 84% of the time. A Total Score of 6 or less indicates a child
does not have pain. This was correct in the study group 77% of the time.
USE OF CUT-OFF SCORES:
As with all observational pain tools, caution should be taken in using cut-off scores because they may not be 100% accurate.
They should not be used as the only basis for deciding whether a child should be treated for pain. In some cases children
may have lower scores when pain is present. For more detailed instructions for use of the NCCPC-R in such situations,
please refer to the full manual, available from Lynn Breau: Pediatric Pain Research, IWK Health Centre, 5850 University
Avenue, Halifax, Nova Scotia Canada, B3J 3G9 (lbreau@ns.sympatico.ca).
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Signs and Symptoms of Pain
in Children
A child's reaction to pain can be unique, and dependent upon a wide array of
factors surrounding their health, environment, and culture. Some more
common indicators of pain for providers to be aware of include:
Verbal report (child states they are in pain or says something hurts)
Alteration in vital signs (increase in heartrate, breathing, blood pressure
and/or decrease in oxygen saturation)
Changes in appetite, sleep pattern, or activity level
Withdrawing from others
Excessive clinging to caregivers
Skin may appear flushed or sweaty
Increased crying or fussing or changes in crying pattern
Favoring one extremity or side of the body
Increase in irritability or regressive behaviors
Facial expressions such as frowning, grimacing, wincing, or brow
furrowing
Restlessness or anxiety; Inconsolability
Sobbing or whimpering
Unusual/abnormal posturing
If the parents or primary caregivers are available, they may be able to help
provide additional information on how to tell if their child is in pain.

Pediatric Pain Management

Special Population
Considerations
Children with Special Needs:
This population is at an increased risk of ineffective pain treatment due
to challenges in communication and assessment
Traditional pain scales may not work for children with special needs as
their pain may manifest in unique or unusual ways
The parent/caregiver may be able to help identify signs of pain, and
there are some pain scales they take into account physiologic
considerations including vital signs they may be useful as well
These patients might experience a heightened sense of fear/anxiety
and may exhibit maladaptive behaviors or unusual coping mechanisms
An individualized assessment and treatment plan will be needed to
meet the patient's specific needs
Children with Chronic Pain:
There is a growing population of children who live with chronic pain
(persistent pain lasting longer than 3 months)
Will need to take into account the patient's existing medical history and
treatment plan, as well as how their chronic pain impact other areas of
their health
Assessment and interventions may need to be more comprehensive
than for a child in acute pain to account for complicating factors
Patient may report different pain levels/responses due to their history

Pediatric Pain Management

Non-Pharmacologic
Interventions
In addition to medication based interventions, there are several different
non-pharmacologic modalities available for the treatment of pain.
Effectiveness will depend upon the patient, their history, and their current
condition, so work closely with the family to determine the most
appropriate care plan. Options that you might consider include:
Positioning/Elevation
Splinting/Traction/Support
Heat/Cold Therapy
Environmental Controls (Dimming lights, dampening noise, etc.)
Music
Explanation (First we'll do this, then this will happen, etc.)
Aromatherapy (dependent upon agency/facility policy)
Distraction
Guided Imagery/Visualization
Relaxation (mindfulness practices, meditation, breathing)
Caregiver Engagement
Emotional Support/Empathy
Pacifier with/without Sucrose (for infants)
Swaddling/Rocking (for infants)

New Approaches to Pain: Exploring Nonpharmacologic, Child Life &
Distraction Toolbox Techniques for Pain Management in Emergency and
Acute Care Settings

Toolbox Component Ideas
Infant
1. Baby Rattle https://www.amazon.com/Animal-Piece-Rattle-TeetherBotttle/dp/B00K30Y5BW/ref=sr_1_12?s=toys-and-games&ie=UTF8&qid=1487874477&sr=112&keywords=baby+rattle

2.
3.
4.
5.

Classic Teethers
Musical Toys (Rainmaker, Shaker)
Pacifier
Sucrose solution (Sweet ease, Tootsweet)

Toddler
6. Tangle Relax Therapy https://www.amazon.com/Set-Tangle-Jr-OriginalFidget/dp/B0034EKP8Q/ref=sr_1_2?s=toys-and-games&ie=UTF8&qid=1487874450&sr=12&keywords=Tangle+Relax+Therapy

7. Rubik’s Cubes
8. DistrACTION Cards https://www.amazon.com/DistrACTION-Cards-Monkeys-injectionsinjuries/dp/B0075749Y4/ref=sr_1_1?s=toys-and-games&ie=UTF8&qid=1487874433&sr=11&keywords=DistrACTION+Cards

9. Bubbles
Pre-School
10.

I Spy Glitter Wand w/activity card https://www.amazon.com/Briarpatch-I-Spy-WonderTube/dp/B006D33U64

11. Wikki-Stix https://www.wikkistix.com/
12. Pinwheels
Grade School
13. Peaceful Piggy Meditation (Albert Whitman Prairie Books)
a. By Kerry Lee MacLean
14. Imaginations 2: Relaxation Stories and Guided Imagery for Kids (Volume 2)
a. By Carolyn Clarke
15. Coloring Book
16. Playskool Crayons
17. Madlibs
Continued on back

18.

All Ages
Oball Shaker https://www.amazon.com/Kids-II-811 07-Oball-Shaker/dp/B008J1
QP7Y/ref=sr_1_1_a_it?ie=UTF8&qid=1487874310&sr=8-1&keywords=oball+shaker

19. Liquid Motion Bubbler https://www.amazon.com/Bubbler-Sensory-Children-ActivityAssorted/dp/B00ZY6JHU4/ref=sr_1_3?ie=UTF8&qid=1487874335&sr=8-3&keywords=Liquid+Motion+Bubbler

20. Glow Ball
21. Funny Face Glasses
22. Flashing Stick
23. Playing Cards
24. LED animal keychain https://www.amazon.com/Emperor-Gadgets-Animal-KeychainsEffects/dp/B013UHJNB6/ref=sr_1_3?ie=UTF8 &qid=1487874107&sr=8-3&keywords=led+animal+keychain

25. Stress Ball http://www.horizonpromotional.com/
26. Ice pack http://www.horizonpromotional.com/
27. Mobile Device (iPad or other tablet)
Tool bag:
http://www.vistaprint.com/promo/product/diamond-drawstring-cinch-backpack/PV11Y1QKKY738W.aspx?xnav=cbs_catalog_pop_cta

Pain Management & Dosing Guide™
*See disclaimer. Dosages and opioid conversions cannot account for differences in genetics and pharmacokinetics.
7. Monitoring & Discharge Checkpoint
Joint Commission standards, facility policies,
reassessments, and discharge planning.

pami.emergency.med.jax.ufl.edu/

Pain Management and Dosing Guide Includes:

Review patient’s risk factors and history.

• Non-opioid Analgesics, Opioid Prescribing and Equianalgesic Chart,
and Opioid Cross-Sensitivities

PANEL A

• Intranasal and Nebulized Medications

4. Facility Checkpoint

Type of staffing and setting, team experience,
patient volume, etc.

• Procedural Sedation and Analgesia (PSA) Medications

3. Family Dynamic Checkpoint

• Pain Management, Discharge and Patient Safety Considerations
• Nerve Blocks, Neuropathic and Muscle Relaxer Medications

Who is caring for the patient?
What are the family dynamics?

2. Developmental/Cognitive Checkpoint

• Ketamine Indications and Dosing

What is the patient’s development stage?
Language barrier or nonverbal patient?

• Topical and Transdermal Medications

What are you trying to accomplish?
Analgesia, anxiolysis, sedation, or procedure.

Take a video tour of the dosing guide!

Non-Opioid Analgesics*

Opioid Prescribing and Equianalgesic Chart (*based upon 2019 ASHP recommendations)

(Brand)

Adult

Pediatric

Generic (Brand)

Acetaminophen
(Tylenol®)

325-650 mg
PO q 4-6 h
Max: 4 g/day

15 mg/kg
PO q 4-6 h
Max: 75 mg/kg/day

Morphine (MSIR®) [CII]

(<12 yo)

<50 kg
1 g IV q 6 h
Acetaminophen
15 mg/kg IV q 6 h
IV (Ofirmev®) Max: 4 g/day or or 12.5 mg/kg
Use only if not 650 mg q 4 h prn IV q 4 h prn pain
tolerating PO
Max: 75 mg/
pain
kg/day

PANEL B

Onset (O) and
Duration (D)
Oral
IV

Generic

Celecoxib
(Celebrex®)

100-200 mg
PO daily to q
12 h
Max: 400 mg/
day

Ibuprofen
(Motrin®)

10 mg/kg
400-800 mg
PO q 6 to 8 h
PO q 6 to 8 h
Max:
40 mg/
Max: 3200 mg/
kg/day
day
or 2400 mg/day

≥ 2 yo to adult
10-25 kg: 50 mg
PO BID; > 25 kg:
100 mg BID

mg/kg IM/IV
15 mg IV or 30 0.5
q 6 h up to 72 h
mg IM q 6 h
Max:
Max: 120 mg/d dose IM,3015mg/
mg/
x 5 day
dose IV
250-500 mg PO
q 12 h

Meloxicam
(Mobic®)

7.5-15 mg PO
daily

≥ 2 yo
10 mg/kg/day
PO div
q 8-12 h
≥ 2 yo
0.125 mg/kg/
dose
NTE adult dose

*Avoid NSAIDs in renal dysfunction, PUD, CHF, < 6 mo
of age, >20 wks pregnant. Use with caution in elderly and
those with cardiovascular risks. Give with food.
For pediatrics, do not exceed adult dosage.

Hydromorphone (Dilaudid®) [CII]
Hydrocodone/APAP 325 mg
(5, 7.5, 10 mg) [CII]
(7.5 mg/325 mg per 15 mL)

O: 30-60 min O: 5-10 min
D: 3-6 h
D: 3-6 h
O: 30 min
O: 5 min
D: 4-6 h
D: 3-4 h
O: 30-60 min
D: 4-6 h

Fentanyl [CII]
(Sublimaze® Duragesic®)
Patch for opioid tolerant patients ONLY
Methadone (Dolophine®) [CII]
Opioid tolerant patients ONLY

—

*Approximate
Equianalgesic Dose
Oral
IV

Oral

IV

Oral

IV

2 mg

2-4 mg
q 2-4 h
0.2-1 mg
q 2-3 h

0.3 mg/kg
q4h
0.06 mg/kg
q 4-6 h

0.1 mg/kg
q 2-4 h
0.015 mg/kg
q 2-4 h

—

5-10 mg
q6h

—

≥ 2 yo: 0.1-0.15
mg/kg q 4-6 h

—

50 mcg
q 1-2 h

Do not use in
opioid naive pt.

1-2 mcg/kg
q 1-2 h
(max 50 mcg/dose)

10 mg

5 mg
25 mg

150 mcg Do not use in
(0.15 mg) opioid naive pt.
Variable

2.5 mg
q 8-12 h

—

0.7 mg/kg/day PO/SC/IM/IV ÷
q 4-6 h prn severe chronic pain

Oxycodone 5, 15, 30 mg (Roxicodone®),
Oxycodone 5, 7.5, 10 mg/ APAP 325 mg
(Percocet®) [CII]

O: 10-15 min
D: 3-6 h

—

20 mg

—

5-10 mg q 6 h

—

0.05-0.15 mg/kg
q 4-6 h

—

Tramadol (Ultram®) [CIV]

O: 1 h
D: 3-6 h

—

120 mg

—

—

—

—

Tapentadol (Nucynta®) [CII]

O: 30 min
D: 4-6 h

50-100 mg q 6 h
Max: 400 mg/
day

—

100 mg

—

50 mg q 4-6 h

—

—

—

Not recommended in nursing mothers.

Opioid Cross-Sensitivities
Phenanthrenes (related to morphine): morphine, codeine,
oxycodone, hydrocodone, hydromorphone
Phenylpiperidines (related to meperidine): meperidine,
fentanyl
Risk of cross-sensitivity in patients with allergies is
greater when medications from the same opioid
family are administered.

Intranasal* and Nebulized Medications
Dose
Max Dose

Generic
Fentanyl
Midazolam
(5 mg/mL)

Comments

IN: 1.5-2 mcg/kg q 1-2 h
Neb: 1.5-4 mcg/kg

4 mcg/kg or 100 mcg

Divide dose equally between
each nostril

IN: 0.3 mg/kg

10 mg or 1 mL per nostril
(total 2 mL)

Divide dose equally between
each nostril

Neb: 4% (40 mg/mL)
>5 mg/kg associated with
100-200 mg or 2.5-5 mL 4.5 mg/kg total or 300 mg
serious toxicity
*Use MOST concentrated form available with atomizer. Limit 1 mL/nare. Ketamine in separate table.
Lidocaine

Lidocaine for renal colic: 1.5 mg/kg IV (Max 200 mg) in 100 mL NS over 10-15 min. Cardiac monitoring preferred.
Contraindications: Pregnancy, cardiac arrhythmias, CAD, age >65 yo, hepatic/renal failure, epilepsy, Amide allergy

Pain Management Considerations

Procedural Sedation and Analgesia Medications

PANEL C

Recommended STARTING
dose for CHILDREN (> 6 mo)

5-10 mg
q4h
2-4 mg
q4h

25 mg

Transdermal
O: <1 min
O: 12-24 h
—
D: 72 h per D: 30-60 min
patch
O: 30-60 min
D: >8 h
—
Variable
(chronic use)

Recommended STARTING
dose for ADULTS

Generic (Brand)

Adult

Pediatric

Comments

Ketamine
(Ketalar®)

IV 0.5-1.0 mg/kg
IM 4-5 mg/kg

>3 mo: IV 1-2 mg/kg;
additional doses 0.5 mg/kg
IV q 10-15 min prn;
IM 4 - 5 mg/kg

Small risk of laryngospasm increases with active asthma, URI and
procedures involving posterior pharynx; vomiting is common,
consider pretreatment with anti-emetic.Not recommended in
patients <3 mo.

Midazolam (Versed®)

IV 0.05-0.1 mg/kg
IV slow push over 1-2 min

IV 0.05-0.1 mg/kg
IN 0.2-0.3 mg/kg
(IN max 10 mg)

Initial max dose 2 mg. Max total dose in >60 yo is 0.1 mg/kg
Decrease dose by 33-50% when given with opioid

Propofol
(Diprivan®)

IV 0.5-1 mg/kg slow push
(1-2 min); additional doses 0.250.5 mg/kg over 1-3 min

IV 1 mg/kg slow push (1-2 min);
additional doses 0.5 mg/kg

Risk of apnea, hypoventilation, respiratory depression, rapid changes
in sedative depth, hypotension; provides no analgesia

Etomidate
(Amidate®)

Funding provided by Florida Medical
Malpractice Joint Underwriting
Association (FMMJUA) and the
University of Florida College of
Medicine-Jacksonville, Department of
Emergency Medicine.

1. Situation Checkpoint

• Nonpharmacologic and other Interventions

Naproxen
(Naprosyn®)

Choose your “ingredients” for pharmacologic
and nonpharmacologic multimodal “recipe.”

5. Patient Assessment Checkpoint

• Stepwise Approach to Pain Management and Procedural Sedation

Ketorolac
(Toradol®)

6. Management Checkpoint
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IV 0.1 - 0.2mg/kg; additional doses 0.05mg/kg

•
•
•
•

Type of pain: nociceptive, neuropathic, inflammatory
Acute vs. chronic vs. acute on chronic pain exacerbation
Pain medication history: OTC, Rx and PDMP
Patient factors: genetics, culture, age, comorbidities,
past pain experiences and mental health
• For pediatrics, do not exceed adult dosage
• Pharmacologic Interventions: systemic, topical,
transdermal, nerve block
- Dose based on ideal body weight

Risk of myoclonus (premedication w/ benzo or opioid can decrease),
pain with injection, nausea and vomiting, risk of adrenal suppression;
provides no analgesia

Ketamine + Propofol

—

IV ketamine 0.75 mg/kg + propofol
0.75 mg/kg.
Additional doses: ketamine 0.5 mg/kg,
propofol 0.5-1 mg/kg

See ketamine and propofol comments respectively

Dexmedetomidine
(Precedex®)

IV 1 mcg/kg loading dose (over
10 min) followed by 0.5 to 2 mcg/
kg/h continuous infusion. Use
0.5 mcg/kg for geriatric patients

IV 0.5–2 mcg/kg loading dose
(over 10 min) followed by 0.5 to 2
mcg/kg/h continuous infusion
IN 2-3 mcg/kg

Risk of bradycardia, hypotension, especially with loading dose or
rapid infusions, apnea, bronchospasm, respiratory depression

Nitrous oxide

—

50% N2O/50% O2 inhaled

Do not use if acute asthma exacerbation, suspected pneumothorax/other
trapped air or head injury with altered level of consciousness

Morphine

IV 0.05-0.1 mg/kg or
5-10 mg

IV 0.1-0.2 mg/kg,
titrated to effect

Monitor mental status, hemodynamics, and histamine release. Requires
longer recovery time than fentanyl. Difficult to titrate during procedural
sedation due to slower onset and longer duration of action. Reduce
dosing when combined with benzodiazepines (combination increases risk
of respiratory compromise)

Fentanyl

IV 0.5-1 mcg/kg

1-3 yo: 2 mcg/kg;
3-12 yo 1-2 mcg/kg

100 times more potent than morphine; Rapid bolus infusion may
lead to chest wall rigidity. Reduce dosing when combined with
benzodiazepines and in elderly. Preferred agent due to rapid onset
and short duration.

• Nonpharmacologic Interventions
• 	Refer to pain, palliative or other specialists for advanced
treatment

Reassessment

• 	Reassess pain and monitor for medication efficacy
and side effects
• Use scale that is age and cognitively appropriate
• If no improvement, adjust regimen

Discharge Planning & Patient Safety
•	Assess and counsel regarding falls, driving,
work safety, and medication interactions
•	 Bowel regimen for opioid induced constipation
• Vital signs and oral intake before discharge
•	Document all pain medications administered and
response at time of disposition
• Consider OTC and nonpharmacologic options
•	Can patient implement pain management plan?
- insurance coverage, transportation, etc.
For more information on Discharge
Planning, visit pami.emergency.med.jax.
ufl.edu/resources/discharge-planning

PANEL D

Nerve Blocks
Type of Block

General Distribution of Anesthesia

Interscalene Plexus Block

Shoulder, upper arm, lateral 2/3 clavicle

Supraclavicular Plexus Block

Upper arm, elbow, wrist and hand

Infraclavicular Plexus Block

Upper arm, elbow, wrist and hand

Axillary Plexus Block

Forearm, wrist and hand. Elbow if including musculocutaneous nerve

Median Nerve Block

Anterior forearm, lateral hand and digits 1-4 ½

Radial Nerve Block

Lateral arm, posterior forearm, dorsal hand, digits 1-4 ½

Ulnar Nerve Block

Medial Forearm, medial hand and digits 4 ½ to 5

Femoral Nerve Block

Anterior thigh, femur, knee and medial leg distal to the knee

Popliteal Nerve Block

Posterior lateral leg distal to knee, ankle and foot

Tibial Block

Plantar surface of foot

Superficial Peroneal Block

Dorsal surface of foot

Deep Peroneal Block

Web space between 1st and 2nd toes

Saphenous Nerve Block

Distal medial thigh, medial knee, medial ankle and medial foot

Sural Nerve Block

Lateral ankle and foot

Onset

Lidocaine (1%)

Rapid

0.5–2

Bupivicaine (0.5%)*

Slow

2-4

Gabapentin* (Neurontin®)

3600 mg/day

Pregabalin* (Lyrica®) [CV]

50 mg PO TID

600 mg/day**

SNRIs: Duloxetine (Cymbalta®)
Venlafaxine ER (Effexor XR®)
TCAS: Amitriptyline (Elavil®)
Nortriptyline (Pamelor®)

30 mg PO daily†
37.5 mg PO daily
25 mg PO QHS
25 mg PO QHS

60 mg/day**
225 mg/day
150 mg/day
150 mg/day

Generic (Brand)

Muscle Relaxer Pain Medications
Beginning dose

1–6

4.5 (300 mg)

7 (500 mg)

4-8

2.5

3

Mepivicaine (1.5%)

Rapid

2-3

2-6

5

7

Rapid

0.5-1

1.5-2

10

15

Ropivicaine (0.5%)

Medium

3

6

2-3

2-3

80 mg/day

5 mg PO TID

(Flexeril®)
Tizanidine (Zanaflex®)

Max Dose
with Epi,
mg/kg

Max dose

5 mg PO TID

Baclofen (Lioresal®)
Cyclobenzaprine

2-Chloroprocaine (3%)

30 mg/day

2 mg po q 6-8 h prn

Methocarbamol 1-1.5 g PO TID to 4x/day x 48-72 h, then
500-750 mg PO TID; 1 g q 8 h IV
(Robaxin®)
Adult: 2-10 mg PO q 6-8 h; 5-10 mg IV/IM
Diazepam
Ped: (>6 mos) 1 mg to 2.5 mg PO q 8 h prn;
(Valium®) [CIV]
0.04-0.2 mg/kg IV/IM q 2-4 h

36 mg/day
8 g/day (PO)
3 g/day IV
Peds: 0.6 mg/
kg/8h IV/IM
to adult max

Ketamine (Ketalar®) Indications and Dosing

Indications

Starting Dose
IV: Adult 0.5-1.0 mg/kg; Ped 1-2mg/kg;
Procedural Sedation
IM: 4‐5 mg/kg
IV: 0.1 to 0.3 mg/kg, Max initial bolus 45 mg
Sub-dissociative Analgesia^
IM: 0.5-1.0 mg/kg; IN: 0.5-1.0 mg/kg
Excited Delirium Syndrome
IV: 1 mg/kg; IM: 4‐5 mg/kg

^Consider in opioid tolerant patients or those with contraindications to opioids. Administer IV over 10-15 minutes
to minimize side effects. SQ dose same as IV. For IV-can dilute dose in 10 ml NS and administer as IV slow push over
5-10 min. Can also be given as a continuous infusion.

†1% = 10mg/ml, 0.5% = 5mg/ml

Topical and Transdermal Medications*

Class

Max dose

300 mg PO QHS to TID

See labeling reccomendations for dose titration. †30 mg daily for at least 7 days to decrease nausea
*Requires dose adjustment based on renal function **Varies depending on indication

Max Dose
without Epi,
mg/kg

Duration
Duration
without Epi (h) with Epi (h)

Local Anesthetics†

*Most cardiotoxic

PANEL E

Neuropathic Pain Medications
Generic (Brand)
Starting dose

Formulations (Generic & OTC)

Indications

Recommended Dosing

4% patch (+/- menthol)

Musculoskeletal pain

Adults and children ≥ 12 yo: q 12 h

Numerous OTC formulations & varying combinations of camGenerally, > 12 yo: Apply thin layer to affected area and massage up to
QID. Check labeling for age cutoff
Counterirritants & Rubefacients phor, salicylates, and/or menthol (Ex. BENGAY®, Biofreeze®)
Musculoskeletal pain: strains, sprains,
(cream, lotion, gel, ointment,
backache
spray, and patch)
Salonpas® Patch
Q 8-12 h
(Methyl salicylate + menthol)
Max 2 patches/day X 3 consecutive days
Capsaicin <1%
Musculoskeletal pain: strains, sprains,
OTC formulations +/- camphor or menthol backache.
(alone or in combination with Available as multiple
Arthritis. Post-herpetic neuralUp to QID
(Ex.
Theragen®,
Zostrix®,
Tiger
Balm®)
other products)
gia. Peripheral neuropathy.
Pennsaid®*
*Pediatric dosing unavailable for Pennsaid
1.5% solution
Osteoarthritis
1.5%: 40 drops QID
2% solution pump
2 pumps (40 mg) BID to affected knee/joint
NSAIDs: Diclofenac
Combining topical and oral
Voltaren
Osteoarthritis
NSAIDs not recommended
1% gel (OTC- 2 g=2.25 in, see package dosing card)
2 g upper extremity QID (max 8 g/day); 4 g lower extremity QID
(max 16 g/day); 32 g/day max all joints
Flector ®
1.3% patch
Acute pain: sprains, strains, contusions
1 patch (180 mg) BID (to most painful area; ≥ 6yo)
5% patch (Lidoderm®)
Post-herpetic neuralgia
Adults: q 12 h; max 3 patches at one time

Lidocaine

4% cream (OTC)

Burns, cuts, insect bites

≥ 2 years: TID -QID

4% L.M.X.4® cream (OTC) Onset 30 min; Duration 60 min

Burns, cuts, insect bites, venipuncture, LP,
abscess I &D

≥ 2 years, up to 4 times per day.
Apply in area <100 cm² if < 10 kg; < 600 cm² for 10-20 kg

2% gel/jelly, 5% ointment, or 2% viscous solution

Catheter/NG tube insertion; stomatitis

J-Tip™ with buffered lidocaine (https://jtip.com/)
Lidocaine combinations
EMLA® (2.5% Lidocaine 2.5% Prilocaine); Onset 60 min;
(use gloves, EMLA-cover with
Duration 3-4 h; Max appl.=1 h if <3mo/5 kg; otherwise 4 h
occlusive dressing, LET-cover
with cotton ball & tape)
LET (4% Lidocaine, 1:2,000 Epinephrine, 0.5% Tetracaine) gel or
liquid; Onset 10 min; Duration 30-60 min
Vapocoolant

Pain-Ease®

IV starts: Onset 1-3 min
Dermal analgesic of intact skin
(abscess I & D, LP, etc.)

< 3 mo (< 5 kg): up to 1 g on 10 cm² area; 3-12 mo (>5 kg): up to 2 g on
20 cm²; 1-6 yo (>10 kg): up to 10 g on 100 cm²;
7 yo - adult (>20 kg): up to 20 g on 200 cm²

Wound repair (non-mucosal)
Cooling intact skin, mucus membranes
and minor open wounds

3 mL (not to exceed maximal lidocaine dosage of 3-5 mg/kg)
Spray for 4-10 sec from distance of 8-18 cm. Stop when skin turns
white. Use with caution in children < 4 yo

*Dosages are guidelines to avoid systemic toxicity in patients with normal intact skin and with normal renal and hepatic function. Use gloves to apply and/or wash hands after application. Use with caution in
children and older adults with thin skin.

PANEL F

Nonpharmacologic Interventions (Pediatric and Adult)*
Physical (Sensory) Interventions

Cognitive-Behavioral Interventions

Comfort positioning

Psychological preparation, education or coaching

Cutaneous stimulation

Distraction tools: movies, games, videos, apps,
toys with light/sound, bubbles, virtual reality

Nonnutritive sucking

Relaxation techniques: breathing, meditation, guided imagery

Pacifier +/- sucrose solution

Music and singing

Pressure, massage, acupuncture or trigger point injections

Aromatherapy

Hot or Cold treatments

Conversation and therapeutic language

*Used alone or in conjunction with pharmacologic interventions. Intervention based on age, developmental stage, setting and situation

Patient Educational Pain Videos
Additional Therapies to help
Manage Pain

Preventing and Relieving
Back Pain

Ways to Manage Chronic Pain

Pain Medication Safety

For more information, visit:
pami.emergency.med.jax.
ufl.edu/resources/distraction-toolkit

All PAMI materials are free
access and adaptable to your
individual institution.

pami.emergency.med.jax.ufl.edu

Send your feedback on PAMI materials
to share how you improved patient
safety and clinical care
to pami@jax.ufl.edu or call
904-244-4986.

Disclaimer
The PAMI dosing guide, website, learning modules, and resources are for educational and informational purposes only and are not intended as a substitute for professional medical management by a
qualified health care professional. PAMI is not responsible for any legal action taken by a person or organization as a result of information contained in or accessed through this website or guide whether
such information is provided by PAMI or by a third party. Recommended dosages and opioid conversions are estimated and cannot account for individual differences in genetics and pharmacokinetics or
comorbidities. Patient care must be individualized. As new research and clinical experience becomes available, patient safety standards will change. Healthcare professionals should remain current on medical
literature and national standards of care and structure their treatment accordingly. As a result of ongoing medical advances and developments, information on this site is provided on an “as is” and “as
available” basis. The use of information obtained or downloaded from or through this website, module, or product is at the user’s sole discretion and risk.

Pediatric Pain Management

Resources for Additional Training:
Lurie Children's Hospital Pediatric PRN Pain Curriculum
PAMI CE Modules
EMSC EIIC Pain Management Toolkit
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