
 
              
 
Date:  February 20, 2018     System Memo: # 370 
   To:  All System members 
From:  Mathew T. Jordan, MD, FACEP 

EMS Medical Director 
  RE:  Pain management & fentanyl dosing clarification (update from #331) 
               
 
I have been asked to clarify current pain management goals and fentanyl dosing under the 2016 SOPs to 
update the System memo issued in August of 2011. Below are the standards with respect to pain 
management included in the 2016 SOP roll-out Changes and Rational document: 

Pain management clarified as extracted and modified from Joint Commission pain mgt guidelines.  
• The System educates all licensed practitioners on assessing and managing pain. 
• Each System member respects the patient's right to pain management. 
• EMS personnel assess and manage the patient's pain. 
• Requirements for what should be addressed in EMS policies include: 

o EMS practitioners conduct a comprehensive pain assessment that is consistent with their 
scope of care, treatment, and services and the patient's condition. 

o EMS practitioners use methods to assess pain that are consistent with the patient's age, 
condition, and ability to understand. 

o EMS practitioners reassess and respond to the patient's pain, based on reassessment criteria. 
o EMS practitioners either treat the patient's pain, or refer the patient for treatment. Treatment 

strategies for pain may include pharmacologic and non–pharmacologic approaches. Strategies 
should reflect a patient–centered approach and consider the patient's current presentation, the 
health care providers' clinical judgment, and the risks and benefits associated with the strategies, 
including potential risk of dependency, addiction, and abuse. 

Region EMS MDs encourage all Systems to establish education programs, policies, and procedures that improve the 
assessment and treatment of pain without promoting the unnecessary or inappropriate use of opioids. 

 
Concerns about EMS pain management 
Excerpts taken from Phrampus, P.E. & Paris, P. (2016). A guide to prehospital pain management. JEMS, 41(11). 
 
“EMS providers routinely treat patients with pain; it's the most common reason patients seek medical 
attention in the ED. Providers who understand the physiologic mechanism that causes pain, the 
physiologic response to pain and the methods with which to control it are best equipped to care for these 
patients. Pain control is as much an art as a science. 
Appropriately titrated doses and careful patient monitoring minimize the risk of harmful side 
effects from pain medications. However, studies show (and NWC EMSS QI affirms) that patients 
consistently receive inadequate doses …during their interaction with the medical community. This is 
especially true in the pediatric trauma population. 
Although recent concerns about the national opioid epidemic involving prescribed, non-prescribed and 
recreational opiates are creating a revision of practice guidelines for opiate medications, it's still widely 
believed that prehospital providers have a low risk of creating opioid abuse when using medications 
properly. This is especially true in the setting of obvious injury (and acute severe pain MTJ). 

EMS Providers should base pain management decisions on the underlying cause of the pain, the amount 
of pain and available resources. The goal of initial pain management isn't to extinguish pain, but to 
reduce the pain perceived by the patient to a tolerable level without causing serious side effects.” 
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Current SOPs for pain management: 
Adults: Pharmacologic and non–pharmacologic (distraction, cold pack) options should reflect a patient–
centered approach based on specific needs. Consider pt. status, responder scope of practice, 
risks/benefits of each strategy. Provide individualized pain mgt regardless of transport interval. If SBP ≥ 
90 (MAP ≥ 65): STANDARD DOSING: 
FENTANYL: 1 mcg/kg (max single dose 100 mcg) IVP/IN/IM/IO.  

May repeat once in 5 min: 0.5 mcg/kg (max dose 50 mcg). Max total dose per SOP: 150 mcg (1.5 mcg/kg) 
Elderly (≥ 65) / debilitated: 0.5 mcg/kg (max single dose 50 mcg) IVP/IN/IM/IO.  
Additional doses require OLMC: 0.5 mcg/kg q. 5 min up to a total of 3 mcg/kg (300 mcg) if indicated 
& available.  

Peds: Pharmacologic and non–pharmacologic (parental presence, distraction, topical use of cold 
packs) options should reflect a pt–centered approach based on specific needs. Consider pt. status, 
responder scope of practice, risks/benefits of each strategy. Provide individualized pain mgt. regardless 
of transport interval. If SBP ≥ minimum for age:  PEDS STANDARD DOSE: 

FENTANYL: If > 2 yrs: 1 mcg/kg (round to closest 5 mcg -max single dose 100 mcg) IVP/IN/IM/IO. 
May repeat once in 5 min: 0.5 mcg/kg (max 50 mcg). Max total dose per SOP: 150 mcg (1.5 mcg/kg) 
Additional doses require OLMC: 0.5 mcg/kg q. 5 min up to a total of 3 mcg/kg (300 mcg) if indicated 
& available. See Peds Fentanyl dose chart SOP p.100. 

Peds -sedation: Children <6 yrs (esp. those < 6 mos) may be at greater risk for an adverse event from 
sedation and/or opiate pain medication. They are particularly vulnerable to the medication’s effects on 
ventilatory drive, airway patency and protective airway reflexes. 

Caveats on Fentanyl dosing: 
Fentanyl dosing should be weight-based within maximum dose limits. Therefore, an individual’s 
actual dose by weight may fall well under the maximum allowable dose. 

Example: Stable children >2 years and adults who are not elderly and/or debilitated: Calculate the loading 
dose at 1 mcg/kg which is not to exceed 100 mcg (per single first dose) even if the patient weighs over 
238 pounds. A repeat weight-based dose may be given of 0.5 mcg/kg (not to exceed 50 mcg). 
There are 2 limitations to maximum dosing: EMS personnel cannot exceed a total dose of 1.5 mcg/kg 
(not to exceed 150 mcg for larger patients) based on SOP without contacting OLMC for additional orders. 
PLUS - No patient should receive more than a total weight-based dose of 3 mcg/kg (not to exceed 300 
mcg for larger patients) based on OLMC orders.  
See Adult Fentanyl dose chart on page 102 of SOP 

Pt weighs 150 pounds: 
• Initial dose (1 mcg/kg) = 60 mcg (1.2mL)  
• 2nd dose (0.5 mcg/kg) = 30 mcg  
• Pt has reached 1.5 mcg/kg wt-based limit 

per SOP  
• Additional doses require OLMC. 

Pt weighs 250 lbs: 
• Initial dose (1 mcg/kg - max 100 mcg) = 100 mcg 
• 2nd dose (0.5 mcg/kg - max 50 mcg) = 50 mcg 
• Pt has reached 150 mcg limit per SOP  
• Additional doses require OLMC. 

 
Some concern has been expressed that IN dosing is not as effective as IVP. IV administration will result 
in more rapid absorption/higher peak levels and is the preferred route if significant pain is present and no 
barriers exist to peripheral IV access.  However, it appears that misunderstanding continues relative to IN 
drug administration. From the NWC EMSS Procedure Manual: 

Ideal IN volume per MAD = 0.25 - 0.3 mL per nostril; max 1 mL per nostril 
If total volume > 0.4 mL: Divide total amount equally in 2 syringes; give ½ dose into each nostril 
*Place tip of MAD 1.5 cm within the nostril; seat firmly to avoid leaks 
*Aim medial/inward (toward septum) & superior/upward; Do NOT tell pt to inhale (pulls med into posterior pharynx) 
*Push syringe plunger briskly (important to atomize) (Larger fluid amounts result in nasal run off of 
much of the drug. Have a gauze pad ready to catch secretions) 
Assess patient response to medication. IN absorption not as fast as IV: may take 3-5 min for onset, 10-
15 for peak effect. If no effect from 1st IN dose, consider alternate route 
Per Ketamine CE education (March 2017) - May re-dose each nostril per MAD in 90 sec if no IV 


