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Overview


Pain assessment



Procedure pain



Non-drug interventions



Drug interventions





Simple analgesics



PCA, NCA, epidural analgesia,



Entonox

Chronic pain

Pain Assessment
http://www.rcn.org.uk/development/
practice/clinicalguidelines/pain

Recommendations


Be vigilant for any indication of pain; pain should be anticipated
in neonates and children at all times.



Children’s self-report of their pain, where possible, is the
preferred approach. For children who are unable to self-report
an appropriate behavioural or composite tool should be used.



If pain is suspected or anticipated, use a validated pain
assessment tool; do not rely on isolated indicators to assess
pain. Examples of signs that may indicate pain include changes
in children’s behaviour, appearance, activity level and vital
signs. No individual tool can be broadly recommended for pain
assessment in all children and across all contexts.



Assess, record, and re-evaluate pain at regular intervals; the
frequency of assessment should be determined according to
the individual needs of the child and setting. Be aware that
language, ethnicity and cultural factors may influence the
expression and assessment of pain.

Good practice points


Acknowledging pain makes pain visible. Pain assessment should
be incorporated into routine observation (as the fifth vital sign).



Pain assessment is not an isolated element; it is an ongoing and
integral part of total pain management. The other elements
include implementation of appropriate interventions, evaluation
and reassessment.



The child’s pain assessment tool, written information and advice
on pain assessment and treatment should be given to
parents/carers on discharge for continued use at home/other
settings.



Parents/carers may benefit from being taught to use pain
assessment tools as part of the management of their child’s pain.



Each organisation should appoint a dedicated lead facilitator to
promote and support the implementation of pain assessment for
all children, including those with cognitive impairment.
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FLACC Behavioural
tools
Pain Assessment

Behavioural

Name

..................................

Hospital No

..................................

Suggested age group: 2 months to 7 years

SCORING
CATEGORIES

0

1

2

No particular expression
or smile
Normal position or relaxed

Occasional grimace or frown, Frequent to constant
withdrawn, disinterested
quivering chin, clenched jaw
Uneasy, restless, tense
Kicking, or legs drawn up

Cry

Lying quietly, normal
position, moves easily
No cry (awake or asleep)

Consolability

Content, relaxed

Squirming, shifting back
and forth, tense
Moans or whimpers,
occasional complaint
Reassured by occasional
touching, hugging or being
talked to, distractible

Face
Legs
Activity

Arched, rigid or jerking
Crying steadily, screams or
sobs, frequent complaints
Difficult to console or
comfort

Each of the five categories: (F) Face; (L) Legs; (A) Activity; (C) Cry; (C) Consolability; is scored from 0 - 2 which results
in a total score between 0 and 10
(Merkel et al, 1997)

Assess pain
Plan
Implement
Evaluate

Using the above scoring system

0

=

no pain

Is an intervention required if so what?

1-3

=

mild pain

Implement intervention(s)

4-7

=

moderate pain

Re-score at an appropriate interval to evaluate the
effectiveness of intervention(s)

8 - 10 =

severe pain

Self report tools


Wong-Baker FACES www.us.elsevierhealth.com/WOW

Painful Procedures


Why is the procedure being performed and will it need
to be repeated?



How will the procedure be performed?



Where will the procedure be performed?



What is the expected intensity and duration of pain?



How frightening is the procedure likely to be?



How important is it that the child remains still during
the procedure?



How do parents think they and/or their child might
react?



What can the parent(s) do to help?



Has the child/family been adequately prepared?

Painful Procedures


Preparation & planning



Information & involvement (parent & child)



Involve play specialist



Minimise fear, maximise control



Combine drug and non-drug interventions to manage
both the sensory and emotional components of the
experience

Information for Families
www.gosh.nhs.uk/factsheets

www.childrenfirst.nhs.uk/
http://pediatric-pain.ca/ppga/ppga.html

Non-drug Interventions
Adapted from Vessey & Carlson (1996)

Most
training

Sensory

Cognitive-behavioural

Cognitive

Pressure

Psychological preparation

Hypnosis

- acupressure

- modelling

- massage

- behavioural rehearsal

Electrical currents
- TENS
Thermal regulation
- heat
- cold
Positioning
- hugging/holding
- swaddling
Least
training

Cognitive
restructuring

Biofeedback

Intellectualization

Relaxation techniques

Thought-stopping

- breathing exercises

Imagery

- muscle relaxation

Prayers

Distraction

Humour

- environmental stimuli
- voice, music
Play therapy

Sucking
Requires little cognition

Requires abstract thought

Non-drug Interventions
Sensory interventions
 Comfort measures  response to pain
 Sucrose (Stevens et al 2004)
- ?dose
- ?efficacy & safety of repeated doses

Cognitive-behavioural interventions
 Burns, dental treatments
 Lumbar punctures / bone marrow aspirate
 Venepuncture / immunisation
(Jay et al 1995; Kazak 1998; Murat et al 2003)

Distraction


Meta-analysis (Kleiber & Harper 1999)






Reduces distress behaviour
Considerable variance in effect on pain
Appropriate to individual child

Carlson, Broome & Vessey (2000)




RCT – (n=384) – kaleidoscope vs control
Did not significantly reduce pain or distress
Age range: 4-18 years

Paracetamol
 Paediatric

doses:

 90mg/kg/day - acute pain (max 4g/day)
 60mg/kg/day - neonates, liver failure, long-term use, IV
 40mg/kg/day - neonates IV, premature neonates
 30mg/kg/day – premature neonates IV

NSAIDs


Ibuprofen, diclofenac, ketorolac, piroxicam, aspirin



Dose:
 Ibuprofen - 5-10mg/kg/dose (max 40mg/kg/day)
 Diclofenac - 3mg/kg/day (max 150mg/day)



Contra-indications:




Renal failure, < 3mnths of age,

Caution:


Asthma, post-tonsillectomy, bleeding/ low platelets

Local Anaesthetics: Topical
Ametop
Tetracaine
 Fast acting:
 Venepuncture: 30mins
 Cannulation: 45mins

EMLA
Lidocaine + Prilocaine
 Slower acting:
 Venepuncture: 60-90mins
 Cannulation: 90-120mins

 Vasodilation
 Vasoconstriction
 Remove after 1hr max  Remove after 2-4hrs
- effective for 4-6hrs
- effective for 1hr
 Licensed from 1 month  Licensed from 6months

Epidural Analgesia
Local Anaesthetics


Bupivacaine



Levobupivacaine
 Ropivacaine

Opiates



Morphine / fentanyl / diamorphine
No recommended gold standard

Other Drugs


Ketamine / clonidine

Epidural-related complications
National Audit (Llewellyn & Moriarty 2007)


Data collected from 10,633 epidurals performed
over a 5 year period (2001-2005)



A total of 96 incidents were reported, 5 of which
were graded as serious (approximately1:2000).



Only one child had residual effects from a grade 1
incident 12 months after surgery



Forty incidents were reported that were felt to be
associated with the use of epidural analgesia,
(most commonly pressure sores, n=33)

Opiates


Morphine

“gold standard”

- 100 - 500mcg/kg 4hourly
- oral, rectal, IM, IV, epidural use,
- patient / nurse controlled analgesia



Fentanyl

- known allergy to morphine or
unmanageable side effects



Codeine

- 1mg / kg qds
- poor metabolisers



Tramadol

- 1-2mg/kg qds



Pethidine

- use with caution in children

PCA - Advantages to the Child


Does not have to verbalise or
demonstrate pain



No wait for analgesia



More active, & hence fewer
complications



Promotes compliance with
procedures



Is in control, which increases
confidence

Assessment for PCA
Initial assessment is crucial. The child must be
willing to use the PCA and understand:


Cause and effect



When & why to press the
button



Concept of lockout



What kind of pain PCA

should be used for
• They must also be physically able to push button

PCA / NCA Pump Programming
(morphine 20mcg/kg/ml – max 1mg/ml)
PCA
Background:
Bolus dose:
Lockout:

0-4 mcg/kg/hr
10-20 mcg/kg
5-10 minutes

NCA
Background:
Bolus dose:
Lockout:

0-20 mcg/kg/hr
10-20 mcg/kg
20-30 minutes (except ITU)

Excessive sedation and
respiratory depression
Naloxone
4-10mcg/kg



Audit of 10,000 patients showed an increase in the incidence of
serious adverse events in neonates (2.5% vs 0.4%)
(Howard et al 2010)

Nitrous oxide


Comparable to morphine?



Continuous flow 30%, 50%, 70%



Self-administered (Entonox / Equanox)



Effective for venepuncture, cannulation &
dentistry, fracture reduction, laceration repair,
joint injections, biopsies, endoscopy,



Major / more painful procedures??

Chest drain removal pain


Comparison of morphine and
Entonox for CDR pain



Neither morphine (100mcg/kg) or Entonox
provided effective analgesia



Combination with local anaesthetics & simple
analgesics may be more effective



Further research is required to determine the
most effective drugs & doses
(Bruce et al 2006)

Chronic pain


Prevalence estimates range from 3.7% for
back pain to 97% for non-migraine headaches
The

most common pain conditions are
headaches, abdominal pain and
musculoskeletal pain


A sub-group of children with recurrent and
persistent pain (30-40%) will develop significant
pain related disability that increases with age


Reported in children as young as 3 years, but
is most prevalent in early teens and more
commonly reported by girls

Types of Chronic Pain in Children
Category/Aetiology

Examples

Disease-related pain

Sickle cell disease
Haemophilia
Epidermolysis bullosa
Osteogenesis imperfecta
Rheumatological conditions
Post-viral (e.g. herpes)
Cancer (and treatment related pain: e.g. chemotherapy, radiotherapy)

Injury-related pain

Burns
Post-surgery (e.g. phantom limb pain, scar tissue, nerve damage)
Complex regional pain syndrome (e.g., post-fracture or sprain)

Non-specific
(Unexplained/ benign
pain)

Headache
Recurrent abdominal pain
Complex regional pain syndrome
Low back pain
Widespread chronic pain
Chronic fatigue syndrome

Somatoform Disorders

Pain Disorder
Conversion Disorder

Goals of Treatment


Increasing independent function in terms of activities of
daily living, school, social and physical activities



Facilitating adaptive problem solving, communication
and coping skills



Reducing specific symptoms, deficits, or problems
revealed in a comprehensive bio-psycho-social
assessment (eg., anxiety, depression, poor sleep)



Helping children and their families to understand the
nature of pain, the pain condition, and its treatment from
a holistic perspective (Stinson 2006).

Management of Chronic Pain
Pharmacological

Physical

Psychological



Simple analgesics

Exercise

Education



Opioids

Thermal

Sleep



Anticonvulsants



Anti-depressants



Anti-arrhythmics



Anxiolytics



Hypnotics



Anaesthetics



Cannabinoids

stimulation (heat,
cold, desensitisation)
Physiotherapy
Occupational

Massage
TENS

therapy

hygiene

Relaxation
Biofeedback
Behavioural
Cognitive

therapies

therapies

Cognitive

Acupuncture

behavioural
therapy (CBT)

Nerve

Acceptance

blocks

and commitment
therapy (ACT)
Family

therapies

Psychotherapy

Conclusion


Wide range of possible interventions



Specific to patient, procedure & context



Combine preparation, non-drug & drug interventions



Multi-modal & preventative



Consideration of special groups



Local guidelines & policies, education, & audit
support safe, effective practice

Online resources
www.apagbi.org.uk/docs/APA
PainGuidelines.pdf

www.anzca.edu.au/resources/booksand-publications/acutepain.pdf

