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CHILDREN’S SERVICES 
 

POLICY AND PROCEDURE FOR THE ADMINISTRATION OF 
INTRANASAL DIAMORPHINE VIA SYRINGE OR ATOMIZER FOR 

PAEDIATRIC ANALGESIA IN PAEDIATRIC A&E 
 
See also: Trust Medicines Policy and Procedures  

Paediatric Pain Assessment Chart  
 
Aim of this policy, procedure and algorithm 
To provide a safe and effective method of administering pain relief to children 
with acute pain in A&E whilst causing minimal discomfort during the 
procedure. 
 
Contraindications/cautions 
Intranasal diamorphine must not be given to children that have: 
� Sustained a head injury 
� A blocked nose 
� An upper respiratory tract infection 
� Not suitable for infants under 1 year 
� Documented allergy to diamorphine 
 
This is an unlicensed route of administration. Consent must be obtained from 
the child/or the child’s parent/guardian and must be documented clearly in the 
notes. 
 
Indications for use : 
Children between the ages of 3 and 16 years in severe pain as defined by 
pain algorithm in paediatric A&E department, requiring analgesia, but not 
immediate intravenous access. 
Children who fall into the moderate/severe categories should also be given 
basic analgesia. 
Most children can and are able to use entonox, remember this can be a 
valuable source of analgesia whilst waiting for oral analgesia to work. 
 
Intranasal diamorphine schedule: 
Dose:  100 micrograms/kg (0.1mg/kg) given as 0.2ml intranasally 
 
The child must be weighed in kilograms. 
All children must have a baseline assessment of: 

� Glasgow coma score 
� Heart rate  
� Respiratory rate 
� Oxygen saturation 
� Pain score 
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Intranasal diamorphine table 
 
WEIGHT (KG) VOLUME (WATER FOR INJECTION) mL to 

add to diamorphine 10mg ampoule 
10 2.0 
11 1.8 
12 1.7 
13 1.5 
14 1.4 
15 1.3 

16-17 1.2 
18 1.1 
20 1.0 
25 0.8 
30 0.7 
35 0.6 
40 0.5 
45 0.4 
50 0.4 
55 0.4 
60 0.3 

 
How to administer intranasal diamorphine via syring e/MAD 
Tilt the child’s head back slightly and administer 0.2ml of the solution into one 
nostril using a 1ml syringe.  
This gives a dose of 100 micrograms/kg in 0.2ml 
The head should be then gently tilted to the right and left and then back to the 
original position with the head tilted forward. Each position is ideally 
maintained for 30 seconds. 
 
Alternatively:  use a Mucosal Atomization Device (MAD). Atomized 
medication results in more medication delivery to the patient’s blood stream 
and brain than droplets of medication. 
The atomizer converts the medication into a fine mist that covers the nasal 
mucosa with a thin layer over a broad surface area which enhances 
medication absorption which equates to enhanced medication effect (Daley-
Yates et al 2001). 
The spray from the MAD can be administered into the nose in any patient 
position, sitting, standing, supine or prone without running out the nose or 
down the throat. The MAD can administer as little as 0.1ml at a time allowing 
the clinician to administer exact doses to BOTH nostrils doubling the 
absorptive surface area. The MAD connects directly to the syringe and allows 
the clinician to convert the entire medication dose into a fine mist improving 
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coverage and absorption. Delivery across the nasal mucosa takes only 
seconds. 
And be closely observed by a nurse following administration of the 
diamorphine and repeat observations taken at 15, 30, 45 and 60 minutes post 
delivery or more frequently if condition indicates. Offset is around 30 minutes. 
 
There must be full resuscitation facilities available, including naloxone at all 
times. 
Follow Trust policy for the disposal of controlled drugs. 
 
 
 
Action  Rationale  

1. Assess, measure and record the 
patient’s pain score, sedation level, 
blood pressure and respiratory rate 
immediately prior to opioids being 
administered via this route.  

To ensure that it is safe to administer 
an opioid analgesic and to ensure that 
there are no residual effects from any 
previous opioids given. 

2. Explain procedure to patient and 
parents/carer and move child to high 
dependency area where full 
resuscitation equipment is available. 

To ensure patient understands the 
procedure and valid consent is 
obtained. 
To ensure safety of child. 

3. Check the child has not sustained a 
head injury, has a blocked nose or an 
upper respiratory infection(URTI) or 
any other contraindication as per 
policy.  

Opioids affect papillary responses vital 
for neurological assessment. 
Reduced absorption of medication. 

4. Make child comfortable on a trolley in 
a child friendly environment. Parents 
/carer present. 

Distraction is a useful tool and a 
relaxed child will be more cooperative. 

5. Check the drug and dose to be 
administered as per the Trust 
Medicines Policy and Procedures.  

 

6. Prepare medication by diluting 10mg 
of diamorphine powder with the 
specified volume of water (see table) 

BNF (2006) for children recommends 
dilution with water for the intranasal 
route. 

7. Draw up the prescribed amount into 
syringe and connect MAD if using. 

 

8. Administer the required amount as per 
policy. 

 

9. Dispose of any remaining opioids as 
per Trust policy. 

 

10. Document the administration on the 
casualty card or prescription chart. 

To provide a record of administration 

11.  Assess, measure and record the 
patient’s pain score, sedation, 
respiratory rate and blood pressure at 
15, 30, 45 and 60 minutes following 

To assess the effectiveness of the 
analgesic and to monitor for signs of 
overdose.  
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the administration of opioids. 
 
 
Background 
 
Recognition and alleviation of pain should be a priority when treating ill and 
injured children. The BAEM Clinical Effectiveness Committee Standard of 
analgesia for moderate and severe pain within 20 minutes of arrival in A&E, 
should be applied to all children in A&E departments (BAEM 2002). 
 
It is estimated that between two and three million children present to A&E in 
the UK each year (Gay 1992). However although emergency nurses 
frequently encounter children in their working day, controlling pain continues 
to be a challenge which they are often unable to combat. This commonly 
stems from a misconception that children do not experience pain with the 
same intensity as adults, a fear of over sedation or a lack of knowledge on the 
most appropriate pain relief to administer to children (Margolius 1995).   
 
Intramuscular administration can distress the child, as can intravenous 
administration, which is also often restricted by nursing protocols. The rectal 
route suffers from limited acceptability, problems of slow and variable onset, 
and consent, particularly in unconscious patients (Wilson et al 1997). 
 
Administration of drugs through nasal mucosa is well described and is 
attractive for a number of reasons. The nasal mucosa is richly vascularised 
and the subepithelial cells are lined by a fenestrated epithelium. The vascular 
drainage is through the facial and sphenopalatine veins so drugs avoid first 
pass metabolism in the gut and the liver (Williams et al 1980). 
Patient acceptability is high when compared to rectal and 
intramuscular/intravenous administration. 
 
Diamorphine has a number of properties which render it desirable as an 
analgesic agent for administration by the transmucosal nasal route. It is 
rapidly and well absorbed across the nasal mucosa due to its lipophilicity; high 
aqueous solubility allows administration in a small volume, and it has low 
irritancy. It has a potency twice that of morphine, with a similar duration of 
action (Robinson et al 1997). 
There is no reason why opioids cannot be given to an otherwise well child-
withholding opioids when they are indicated through fear of respiratory 
depression is inappropriate (Lissauer T, Claydon G 1997) 
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