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H avakouU@ion amré Tov mévo ota aidid atrorteAei éva dieBvwg avBpwrivo Sikaiwpa. (WHO,1999)

O 1évoc atToTeAEi pia a1oONnTIKY KAl CuVaIoONUATIKA TTPOCWTTIKI EUTTEIPIA, YEYOVOS TTOU KABIOTA TNV EKTIUNOT TOU
eCalpeTIKA TTEPITTAOKN (Melzack & Wall, 1965)

Qg 1éVOoG opileTal kKABe duodpeoTn aicBnon A cuvalcONUATIKN EUTTEIPIQ, N OTTOIa OXETICETAI PE TTPAYUATIKY i} duvnTIKA
KaTaoTpo@r) Tou I0ToU A TTEPIYPAQETal WG TETOIA. (International Association for the Study of Pain: IASP)

H AieBvig 'Evwon yia Tn MeAéTn Tou Mévou (IASP) 1o 2007 TTpoc€6€0€ pia onNUAvTIK ONPEIWON OTOV OPICPO TOU
TTévou:« ‘Eva dropo ptropei va Biwvel Tovo Tapd TV atroucia AEKTIKAG emiKoivwviag. O révog gival Travra
UTTOKEIHJEVIKOG. »

Ta TTaudId dI0BETOUV ETTAPKWG AVETTTUYHUEVO VEUPIKO KAl EVOOKPIVIKO OUCTNUA WOTE VA AVTATTOKPIVOvVTal OTOV TTOVO,
va avTiAapBdavovtal Ta eTTwduva ePEBICUATA KAl VA ATTAVTOUV UE MIA OEIpA avTIOPATEWV.

O 1rovog TagivoueiTal o€ dUO KATNYOPIES: OTOV 0EU KAl OTOV XPOVIO TTOVO avaAoya e TNV £VTaor, TNV EVIOTTION, TN
OIGPKEIN KAl TNV AITiA TOU.
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« OC&ug mévog opiCeTail r| (PUOIOAOVYIKI) onTOKplon TOU opyawopou o€ éva BAATITIKO XNMIKO, BEPUIKO N
MNXAVIKO R A A ATION, 1992)

Acute Pain

Epoaviletal i
Hpavi¢ Why Acute Pain? Global Year Against Acute

In the United States alone, nearly 100 million surgeries take place
. Eivai quXL annually. More than 80% of these surgical patients report
postoperative pain. Over 70% of emergency department visits are
due to pain; acute headache alone accounts for 2.1 million of these

= visits. Despite substantial advances in pain research in recent OCTOBER 2010 -OCTOBER 2011 R 2
Apa ws -!Tp decades, inadequate acute pain control is still more the rule than the HEOE TRED S
TOU IOTOU exception. Numerous studies show that fewer than half of postoperative patients receive adequate pain relief.

Patients arriving at emergency departments with significantly painful conditions fare no better, as emergency
medicine physicians tend to underuse pain medications. Acute pain is also a common problem in family practice,

Q EEG)\EI'CPETG sports medicine, and especially in internal medicine.

Though adequate acute pain treatment can improve patient quality of life and satisfaction with care, as well as
. enhance clinical resource management and reduce long-term costs of care, acute pain remains undertreated. The
g ATTOTEAET O Global Year Against Acute Pain campaign aimed to raise understanding of acute pain among the general public and
bring to light the challenges clinicians face when treating acute pain.

o— %
L By

injury T

acute! |

*  Epoaviel AiyoTepeG WUXOAOYIKEG ETTITITWOEIG OE GUYKPIOT UE TOV XPOVIO TTOVO



O=YZ NONOZ — XPONIOZ NMONIOz:

'Chronic' Pain Is Like
This...

'Acute’ Pain Is Like
This...

There often is a lot of 'fuel' It usually has a lot of

st (firewood) ‘heat’
Cognition and/or a lot of

(Brain) 'oxygen'

But it still
needs 'heat’
and 'oxygen'

{And these ‘add p!
Even In ‘acuteipainl)

Emotion
(Brain) Sensation Emotion
(Body) (Brain)

But not as
much 'fuel’

(And with lots of 'heat’ & lots of ‘oxygen’
you get a biowtorch that can burn things
that usually aren't typical 'fuel’)
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ORIGINAL ARTICLE

Painful procedures and analgesia in the NICU: what has
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Compefing interests: ‘ Pain in the NICU: what has changed in ten years? 93
Background: Children being cared for in hos-  one painful procedure in the 24-hour period Anna Taddio hus receay . 4 ey i X i B )
chinical trial grant Table 4 Characteristics of professionals working in four units assessed together, their knowledge of the pain routine in their
pital undergo multiple painful procedures  preceding data collection, for a total of 18 929 N s s = i s
: 3 > Gebauer, ks received sty units and their opinions about the potentially painful procedures (lumbar puncture, intubation, mechanical ventilation, and
daily. However, little is known about the fre-  painful procedures (mean 6.3 per child who druzs dor clirical rizls i) J s 5 X
2 2 drue: o AT2ED minor and major postoperative).
quency of these procedures and associated  had any painful procedure). For 2334 (78.1%) Homas Medical, Famdaiy (
interventions to manage the pain. We under-  of the 2987 children who had a painful pro- lz..:-gn'aanesﬁ P('Sehm-.* 2001 2006 2011 P

3 . i ome 2nd has recerved honararf
took this study to determine, for children in  cedure, a pain management intervention in for workshop pres ] Profosdonals That answered the 6 68 (96%) 58(91%) 62(91%)

Canadian hospitals, the frequency of painful  the previous 24 hours was documented in the - e < A : »

1 5 ¢ g from Wyeth G Allen < Age (years) 3B+ 8(27-67) 39+7(27-54) 40 +8 (29-60) 0.345°
procedures, the types of pain management  chart: 1980 (84.8%) had a pharmacologic Finlev Iizs served 25 2 cof Female 49 (72%) 46 (79%) 49 (79%) 0.542°
interventions associated with painful proced-  intervention, 609 (26.1%) a physical interven- " Years since graduation* 1348 (4-42) 1447 (4-28) 1549 (4-35) 0.286"
ures and the influence of the type of hospital  tion, 584 (25.0%) a psychologic intervention s Years in NiCU 1046 (1-28) 1147 (2-25) 12 £7 (2-25) 0.197"
unit on procedural pain management. and 753 (32,3%) a combination of interven . Professionals that know pain routine 54(79%) 40 (69%) 57 (92%) 0.007¢

< tions, However, for only 844 (28.3%) of the Sui{:_:fl }\ocmiﬂ é Use NFCS to assess pain 19 (28%) 23(40%) 40 (64%) <0.001°
Methods: We reviewed madical charts for 287 children was one or more pain manage- | 5% Ceclred by Bome [ U PR P o S - T - T — 0T
infants and children up to 18 years of age who  ment interventions administered and docu- i dol o 3 °
i : 2 2 g 5 Janzt Yamada Denise Procedures — Lumbar puncture (LP)
had been admitted to 32 inpatient units 3t pantad specifically for a painful procedure - 2 ( e 5 t > I
ight Canadi diatric hospitals b pedncally P P . Haeison, Jermifer Stinsod | Pain intensity attributed to LP 5+2 5+2 542 0.894°
eight Canadian pediatric hospitals between  pagiatric intensive care units reported the Malaie Barnick, Marzol d 2 5 ZA s < : : c
October 2007 and | 2008. We recorded all " B = Professionals think LP is painful and indicate analgesia 27 (40%) 28 (43%) 29 (47%) 0.57%
vl and Apri e recorded all - highest proportion of painful procedures and Latimer, Sharmon D. Sco . i y I
of the painful procedures performed and the analgesics administered Tugdith Rashotte and Fioed t IProcedures - Tracheal intubation (T7)
pain management interventions that had been . 2l . Pain intensity attributed to Tl 6+2 6+2 62 0.526* I P
implemented in the 24-hour period preceding Interpretation: For less than one-third of This article ks been Professionals think Ti is painful and indicate analgesia 24(35%) 32 (55%) 45 (73%) <0.001° "
data collection. We performed descriptive and ~ Painful procedures was there documentation st iy (" Mechanical ventilation (4¥) |
comparative (analysis of variance, ) analyses. ~ ©! one or more specific pain matagement 5 3 ) Pain intensity attributed to MV 4+2 443 242 0.001*
interventions. Strategies for imp ing TIESPOECE fu: R Professionals think MV is painful and indicate analgesia__ 38 (56%) 32(55%) 16 (26%) 0.001°
Results: Of the 3822 children included in the changes in pain management must be :): mg Stevers A - e — —-— e - — T . . . . . . . .
study, 2987 (78.2%) had undergone at least  tailored to the type of hospital unit D stevens Gutoranio. @ Fom_’pe,m"ve, (PO) o sTsery: E
CMAT2011. DOL10.150 Pain intensity attributed to PO 5+2 4+2 4+2 0.745%
s 101341 Professionals think PO is painful and indicate analgesia 50(73%) 39(67%) 45 (73%) 0.711 —
PO major surgery
Pain intensity attributed to PO T£2 8+2 8+1 0.001¢ anal
Professionals think PO is painful and indicate analgesia 62(91%) 58 {100%) 62 (100%) 0.004° :
Q, questionnaire; NICU, neonatal intensive care unit; NFCS, neonatal facial coding system; NIPS, neonatal infant pain scale. wsity
# Mean= standard deviation (range). ty of
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What you and
your child do to
lessen pain

Age
Level of understanding
Gender
Temperament
Previous pain experiences
Family norms

Culture
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Abstract: Opioid therapy is the comerstone of treatment for acute procedural and postoperative pain
and is regularly prescribed for severe and debilitating chronic pain conditions. Although beneficial for
many patients, opioid therapy may have side effects, limited efficacy, and potential negative outcomes.
Multidisciplinary pain management treatments incorporating pharmacological and integrative
non-pharmacological therapies have been shown to be effective in acute and chronic pain
management for pediatric populations. A multidisciplinary approach can also benefit psychological
functioning and quality of life, and may have the potential to reduce reliance on opioids. The aims of
this paper are to: (1) provide a brief overview of a multidisciplinary pain management approach for
pediatric patients with acute and chronic pain, (2) highlight the mechanisms of action and evidence
base of commonly utilized integrative non-pharmacological therapies in pediatric multidisciplinary
pain management, and (3) explore the opioid sparing effects of multidisciplinary treatment for
pediatric pain.

Keywords: multidisciplinary  pain  management  strakegies; opioid reduction  therapy;
non-pharmacological therapy; cognitive behavioral therapy; hypnosis; mindfulness-based stress reduction;
acupuncture; pain rehabilitation

1. Introduction

Acute and chronic pain are common and often debilitating problems among both pediatric and
adult populations according to the Institute of Medicine statement on Relieving Pain in America.
The International Association of the Study of Pain (IASP) defines pain as an unpleasant sensory
and emotional experience associated with actual or potential tissue damage or described in terms
of such damage [1]. Acute pain is the expected physiological response to a noxious chemical,
thermal, or mechanical stimulus, and usually accompanies surgery, traumatic injury, tissue damage,
or inflammatory processes. It is self-limiting and typically resolves over days to weeks, but it can

Culdror 2019, 6, 33; doi:10.3390/ childrenf020033 ww w.mdpicom /journal /children

Chuldreor 2019, £, 33

Figure 1. Multidisciplinary pain management treatment: key components in acute and chronic
pain management. This figure displays the key treatment components in multidisciplinary treatment
for both acute and chronic pain. In the acute setting, in addition to reduction of pain, the efficacy
of multidisciplinary treatments is often measured by reduction in needed opioid doses 1o achieve
comiorl, while in the setting of chronic pain, the improvements obtained through s multidisciplinary
approach are often measured by improvements in function. As is dinically appropriate, in both
seltings, pharmacologic treatments ans combined with regional interventions [26], integrative
non-phamacological techniques, and rehabilitative services as is clinically appropriate to support pain
management and improve patients’ pain symptoms, functioning and quality of life. Multidisciplinary
analgesia treatiment aims o ensure patient comfort and wellbeing, while at the same time potentially
decreasing the need for opioid use in pediatric populations [25].

Childran 2019, 6, 33 Sot22

Acute Pain Algorithm

Regonal Technigues

Nonpharmacological
Techniques

Chronic Pain Algorithm

Figure 2. Multidisciplinary pain management: acute and chronic pain algorithms. In acutk pain
algorithms, the initial treatment begins with regional techniques or intravencus analgesia as a
mainstay of therapy. As acute pain improves, therapies are then transitioned as appropriate to
varying strengths of PO opicid medications, to adjuvants/NSAIDS, and ultimately integrative
non-pharmacological strategies. For situations where severe pain is anticipated, adjuvants and
integrative non-pharmacelogical strategies may be added on at the beginning of treatment, as an opioid
sparing strategy, and to increase patient comfort. In chronic pain algerithms, treatment is delivered
in the reverse order, beginning with integrative non-pharmacological techniques, then moving to
adjuvants, and ultimately progressing to various hs of opioids and regional techniques and

13

stimulators as dinically appropriate.
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Figure 2. Starting Route and Analgesic Escalation
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Assessment and treatment of pain in pediatric patients.

Halefom Kahsay

Department of Pharmacy, Collaze of Haalth Science, Adigrat Unrversity, Adizrat, Ethiopia.

Abstract

Pediatric patients experience pain which is more difficult to assess and treat relatively to
adults, Evidence demonstrates that controlling pain in the pediatrics age period is beneficial,
improving physiologic, behavioral, and hormonal cutcomes. Multiple validated scoring
systems exist to assess pain in pediatries; however, there is no standardized or universal
approach for pain management. Healthcare facilities should establish pediatrics pain control
program, This review summaries a collection of pain assessment tools and management
practices in different facilities. This systematic approach should decrease pediatric pain and
poor outcomes as well as improve provider and parent satisfaction.

Keywords: Pain, Pain assezsment, Pain manzgement, Pediatric patients,

Introduction

According to the International Association for the Study of
Pain (TASP) Pain is “an un-pleasant ssnzory and emotional
axpenience associated with actuzal and potential tizsue
damage”. Pain has alsc been defined as “existing whenever
they say it does rather than whatever the expenencing
persen zays” [14] It is one of the most dreading and
devastating symptom commenly propagated m peoples
with advanced chronie conditions including cancer patents.
Pediatric patients are the mozt under treated and present to
hospatal for pain comparad to adults; because of the wrong
belief that thev netther suffer pam nor they remember
painful experiences [3]. The guality of life experienced
by the patient can greatly reduce, regardless of thair basic
diagnosis. Thus, if pain will be poorly managed, it can
refiect the influence on family and careers causing different
which may leads to inereased rates of hospital admission
[3.6]. Uncentrolled pain has also direct impact on haalth
outcomes and more than a few effects on all arsas of lifa.
The emoticnal, cognitive, and behavieral components of
pediatric patient are also important o aszess pain and to
simplify the management practices [7,8].

A lons-term negative effect of unireated pain on pain
sensitivity, immune fimetionms, newrophyaiclogy,
attitudes, and health care behavior are supported wath
numarous evidences. Haalth care profassionals’ who care
for children are mainly responsible for abelishing or
assuaging pain and suffermg when possible [3,7.9]. The
practice of pediatric pain treatment protocol has made
great progress m the last dacade with the development
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and validation of pam valuation tools specific to pediatric
patients. Almost all the major children hospifals now
have dedicated pain services to provide evaluation and
immediats treatment of pain in any child [10,11].

In pediatric age, it iz more difficult to assess and traat pain
effectively relatively to adults. The lack of ability to notice
pamm, immaturity of remembering painful sxperisnces
and other reasons are the reflection of persistence of
myths related to the mfant’s ability to percaive pam [12].
However, the treatment of pain in childhood iz like the adult
management practice which includes pharmaceological and
non-pharmacological interventions. On the other hand,
it entically depends on an in-dapth understand of the
developmental and environmental factors that infiuence
nocicaptive processing, pam perception and tha responsa
to treatment dunng maturation from mfancy to adolescence
[13.14].

The practice of assessing pain and its management mn
pediatric patients can show a discrepancy based on tha
diffarent countries and their respective health mstitotions.
So, thiz review focused on the contemporary practice
and new advances m pediatric pain assessment and its
management.

Classificarion of Pain

Many clasaification systems are used fo dascribe the
different fypes of pain. The most commen clasaification
schemes refer to pain as acute or chronic; malignant or
nomnalignant; and neciceptive or neuropatine [13]. Most
studies are agreed with the followmg classification of pam
(Tabla 1)

Cerr Pediaty Rez 2017 Volume 21 Tosus 1

PAIN DECREASES

“Weak" opioids < non-opicids

“Strong” opioids + norn-opioids

Sewvere pain

Non-opioids

Mild pain

Moderata pain

Figure 3. The WHO aralgesic ladder [13,24.45]

PAIN INCREASES

Tabls 4. Dozage guidslines for the commeon non-opicids used in the management of pain in pediatrics [12, 48]

Usual Pediatric

Drug Oral peak time dosage
1013 mg.-'.l;g EVery
1 05 4 h orally
] 2 b,
Acetammophen 0.5-2h 2040 mg every 6
rectally
Cheline magnasinm - .
trisalicylate 1h 23 mgl'icg]r}e ETY
(Trilizate) <
Thuprofen 03k 6-10 rgikﬁ every
Naprozen I-4h 5 me'ke avery 12h

02503 mgks IV

Katorolac or IM, every 6h

Celecoxib 3-6h

-2meke

toxic matabelite acetyl-p-benzogquinone-mme (NAPQT)
iz produced in hizh quantities. This may lead mfants
and children to hepatotoxicity. However, rodent study
compared weanling to adult rats and suggested that mfants
produce high lavels of sulthydryl zroup of glutathions
(GEH) to bind NAPQI as a part of hepatic growth and this
may provide some protection against the hepatotoxicity
produced by overdese [7].

Non-Stereidal Ana-Inflammatory Drugs (NSAIDs)

NEAID: zre commonly osed amalpesics with less
confraindication in relative to opioids. Mamly these are
used az analgesic regimen m mild and moderats pam
by preventing the conversion of arachidonic acid to
prostaglanding and thromboxane. Prostaglanding are

100-200 mg every 12 h

Usual Adult dosage Comments

Lacks the peripheral anti-

630-1000 mg every 4 h inflammatory activity of other

MEAID=

Deoes not incraase bleeding time

1000-1300 mg every . o or NSATDs: available as

12h .
oral ligmd
200400 mg every  Fewer (51 effects than other non-
4-45h salactive NSATDs
1502500 me everr Delayed-releass tablgt_s are not
T Py © recommended for initial treatment

of acute pain

- 130 mg IV loading doze, IV or I use only m children lesz

then 153-30 mg every than 30 ke; should not be used for

6h children with bleedms disorder or
at rizk for bleeding complications
sparmg of COX-1 reduces the
risk of sartous GI side effacts and
renal tomictty Also, no effacts on
platelet aggregation

pro inflammatory mediators that sensifize nociceptors to
increase afferent nociceptive signal to pain. Diclofanac,
ketoprofan and ibuprofen commenly wsed MSAID: m
pediatric practice [7]. An obsarvational study on the use
of non-steroidal anti-mflammatory drogs (NSAIDs) was
done m 2 sample of 51 patients m [taly resulted that
tbuprofen was the most (68.6%) used NSAID followed
by ketoprofen 9.3% and acetylealicylic acid 7.3% for pain
management of in pediatrics. The use of NSAID: is now
well astablished in clinical pain management [47].

This show te decreass morphine consumption and improve
the quality of analgesia without increasing the incidence of
sids effects. Thess drugs are now a standard peni-operative
analzesic agent in many pediatric institutions. Ibuprofen
mamly used 1 available in oral suspension, mfant drops,
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The paediatric population is at risk of inadequate pain management, with age-related factors affecting pain management
in children. This presented study discusses the complexities of measuring paediatric pain, reviews the most well-known
pain assessment scales, and emphasizes the importance of family involvement in situations where children are asked to
self-report their experiences. Current recommendations for treatment of pain in children are critically reviewed.

¥ Key words
pain, children, pain management

INTRODUCTION

According to the International Association for the Study of
Pain (IASP), pain is defined as “an unpleasant sensory and
emotional experience associated with actual or potential
tissue damage or described in terms of such damage’ [1]. 1t
is important to stress that pain encompasses both peripheral
physiologic and central cognitive/emotional components and
may or may not be associated with real tissue damage. Pain
may existin the absence of demonstrable somatic pathology.
The assessment of pain, therefore, relies largely upon the use
of sclf-report. An even more difficult and complex issue is
the identification, measurment, and effective treatment of
pain in children [2].

Categories of paediatric pain. Typically, pacdiatric paincan
be divided into three major categories, i.c.: somatic, visceral
and neuropathic [3]. Somatic pain is caused by tissue injury
or inflammation. Typical examples of somatic pain include
burns, fractures, infections, and various inflammatory
conditions. When involving skin and superficial structures,
somatic pain is sharp and well-localized. Visceral pain is
caused by inflammation or injury of internal organs (viscera),
usually poorly localized or referred to distant locations.
Typical examples include appendicitis, rapidly increasing
hepatomegaly, bowel distension or gastritis. Finally,
neuropathic pain is caused by injury, inflammation, or
dysfunction of the peripheral or central nervous systems,
c.g. associated with phantom limb pain, Guillain-Barré
syndrome, sciatica, etc.

Pain from the public health perspective. Pain among
children and adolescents has been identified as an important
public health problem, although little is known about the
cpidemiology of pain in children. It is estimated that 15-
25% of children and adolescents suffer from recurrent or
chronic pain. More than 50% of them have experienced a
pain cpisode within the previous 3 months. The prevalence
of chronic pain increases with age, and is more common in
girls than boys. Girls are significantly more likely to report

Address for correspondence: Artur Mazur, Madical Faculty University of Rzeszow,
Poland
emait drmazurgpoczia.cnetpl

Recenved: 30 Octeber 2013; accepted: 29 December 2013

multiple health complaints. This tendency was also shown in
international studics and proved in almost all countriesand
regions [4, 5, 6, 7]. Gender differences in prevalence increase
with age. In the majority of countries and regions, girls at the
age of 15 present a more than 10% higher burden of health
complaints than boys. The most common types of complaints
are abdominal pains, musculoskeletal pain, and headaches.
Health complaints of somatic performance and psychological
symptoms, e.g. nervousness or irritability, tend to occur
together. Episodes of pain impact on school performanceand
peer relations. Recurrent pain is a reason for more than a half
of short-period (1-6 days) school absences. Children with
recurrent pains are at risk to develop additional physical and
mental problems, such as functional disorders and anxicty
in adulthood. 25-50% of patients with recurrent functional
pains in adolescence continue to suffer from this condition
in adulthood. Approximately 35% of patients with recurrent
pains in childhood develop some psychiatric problems in
adulthood [8, 9, 10].

The burden of frequent stress imposes the development of
pain complaints. There is much evidence for the association of
recurrent pain with family conflicts, experience of violence,
bullying, lack of acceptance by peers, and lack of proper
support from parents and teachers. In an HBSC study, school
has been identified as a protective factor against multiple
health complaints. However, low perceived classmate support
is related to presentation of headaches and abdominal pains.
The presence of recurrent pains in adolescents varies within
the social gradient. The family lack of affluence, especially
the poor social status predicts more risk of development of
pains [4, 11, 12, 13].

Recurrent pain in children is also one of most common
reasons for pacdiatric consultations. However, recurrent
pains arc in the majority of benign causation, they result in
additional diagnostics, specialist consultations, which may
clevate anxicty and impression of suffering from a serious
condition. Inturn, differential diagnostics of recurrent pains
may immenscly clevate stress in children and parents and
aggravate symptoms. There is & need to seck an organic
background for the causes of pain, with its increased health
expenditure and overtreatment.

Pain assessment. Until recently, many believed that neonates
experienced no pain or less pain than adults, children, or
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related differences in body composition and protein binding
also exist. Newborns have a higher percentage of body
weight as water and less as fat compared with older patients.
Water soluble drugs, therefore, often have larger volumes of
distribution [17, 18, 19]. Newborns, and especially premature
infants, have diminished ventilatory responses to hypoxacmia
and hypercapnia [18, 19] These ventilatory responses can be
further impaired by CNS depressant drugs such as opioids
and benzodiazepines {18, 19]. Except in the newborn period,
when the half-life after administration is significantly
longer, the pharmacodynamics and pharmacokinetics of
nonsteroidal anti-inflimmatory drugs (NSAIDs) in children
are not much different than in adults {18, 19, 25]. However, the
potential for gastrointestinal (GI), renal and other toxicities
exist, but the incidence of these problems in young and older
children may be less than that encountered during treatment
of adults, perhaps duc to the uncommon occurrence of
the comorbidities and polypragmasia that predispose to
problems [18, 19, 25].

Opioids are an essential clement in pain management.
There is no other class of medicines that is effective in the
treatment of moderate and severe pain. The WHO supported
the inclusion of morphine in the WHO model list of essential
medicines for children to substantiate its use in children to
relieve moderate to severe pain [50].

Inthe newborn’s age, the elimination half-life of morphine
is more than twice as long as that in older children and
adults, as a result of delayed clearance [12]. Annand etal. [51]
suggest that this appears to be due to several factors, the most
important of which is the immaturity of the newborn infant’s
hepatic enzyme systems. Clearance of morphine is dependent
on conjugation of the drug to form the metabolites morphine-
3-glucuronide and morphine-6-glucuronide and the latter
contributes a substantial fraction of morphine’s analgesic
effects. Tayman et al. [25] emphasized the role of glomerular
filtration, which is reduced in the first week of life and leads
to slower elimination of morphine’s active metabolites.

These pharmacokinetic differences between neonates
and older children must be understood to adjust dosing
appropriately and avoid toxicity. Equally important in
determining safe opioid dosing in infants is an understanding
of the immaturity of the central respiratory control
mechanisms [40, 50, 52, 53]. Infants in the first 3 - 6 months
of life have inadequate and sometime paradoxical ventilatory
responses to both hypoxia and hypercapnia, which can
cause the development of apnea, or periodic breathing, after
receiving even small doses of opioids {18, 19, 25].

Cardiorespiratory monitoring and careful observation is
recommended whenever opioids are administered to infants
less than 2 - 3 months of age. Premature infants and former
premature infants with chronic lung disease continue to show
depressed hypoxic drive for several months, and often require
careful monjaemg T opiol eiggtion up to 5 - 6
muMl' age. Optimal use of opioids requi: roactive

d anticipatory management of side effects {50, 53

for the correct use of analgesic medicines in children relies
on the following key concepts {43, 50]:

» using a two-step strategy;

« dosing at regular intervals; /

WHO recommendations. Current WHO rccommcndalion\

» using the appropriate route of administration;
. ‘{Fﬂing treatment to the individual child.

~— -

The WHO two-step strategy consists of a choice of category
of analgesic medicines according to the child’s level of
pain severity: for children assessed as having mild pain,
paracctamol and ibuprofen should be considered as first
options; for children assessed as being in moderate to severe
pain, the administration of an opioid should be considcrc4

In children above three months of age who can take
oral medication and whose pain is assessed as being mild,
paracetamol and ibuprofen are the medicines of choice.
For children below three months of age, the only option
is paracetamol, No other non-steroidal anti-inflammatory
drug (NSAID) has been sufficiently studied in paediatrics
for efficacy and safety to be reccommended as an alternative
to ibuprofen. Although there is evidence of the superior
analgesic properties of ibuprofen versus paracetamol inacute
pain, this is considered low-quality evidence because studies
were performed in acute pain settings, and because of the
absence of long-term safety evidence for its continuous use
in persisting pain [43, 50].

Table 1 shows on-opioid analgesics for the relief of pain in
neonates, infants and children recommended by WHO
[43, 50]. According to WHO recommendations, medicines
should be administered to children by the simplest, most
effective, and least painful route, making oral formulations
the most convenient and the least expensive route of
administration [43, 50]. The choice of alternative routes of
administration, such as intravenous {[V), subcutancous (SC),
rectal or transdermal when the oral route is not available,
should be based on clinical judgment, availability, and patient
preference. The intramuscular (IM) route of administration
is painful and is to be avoided. The rectal route has an
unrcliable bioavailability, both for paracetamol and
morphine, which limits its applicability [43, 50]. The
feasibility of employing different routes of administration
depends on the setting.

Table 1. Opioid analgesics for the ralief of pain in neonates, infants and
children recommended by WHO [43]

Dose (ol route)
infants from 3
. s Tofars foom to12monthsor  Maximumn daily
Medicne from 0 3Ddaysto :
child from 1to dase
to29dys  Imonths
12years
5-10mgkg 10mg/kg 10-18mgfkg Neonates, infants
Paracetamdl  every overyd-6 every and children:
6-8howrs®  hours® 4 6hours ¥ 4 doses/day
5-10mgikg Child:
tkpanten everyb-8hours 40 mg/kgiday

2 Childron who 36 mainounsmed o Ina poor NIENtional state 265 more Mkaly 1o be suscaptibls
to tovkRyat

standand cose IRgMans cue 10 reduCad MEtural detonfying Gutathicne saryme.

b Maximum of 1 gram at 3 tima.

Opioid analgesics. The use of strong opioid analgesics is
recommended by the WHO for the relief of moderate to
severe persisting pain in children with medical illnesses
[50]. The opioid dose that effectively relicves pain varies
widely between children, and in the same child at different
times, and therefore should be based on the child's pain
severity assessment. Large opioid doses given at frequent
intervals may be necessary to control pain in some children;
these doses may be regarded as appropriate, provided that
the side-effects are minimal or can be managed with other
medicines [50]. An alternative opioid should be tried if
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The Use of Oral Transmucosal Fentanyl itrate for Painful Procedures in Chidren

Nell L Schechier, Sizven | Weisman Maren Roseniokam, Bruce Bermstein and Patti Lynn Coeard
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Doy Randomiged, placebo.controlied dinical 1rial

liwky
Method. Farty.eght chidren referrad to the Universty of Connecticut Distsion of Pediatric

Hematoiogy! Oncology for bone marmow aspiration or Lmbar purcture were randomied to
recene sither OTRC {1510 20 pe/hg) of @ placebo klbpop. Trirty manuies after administration,
the procedure was begun. An anssthesologint monkored he chikd's hearnt rite, Hood

pressure, and oaygen saturation every 10 minutes. A the condusion of the procedure, the Adet sng Disd

nurse, the child's parent. and 3 chikdren over 8 years of age were asked to rate the pan
as500ted et the procedore usng a 1t 10 visaal anakogue scafe. Youns chidren (ess than
8] used o modifiad scale. the Qucher, Weidirg 3 010 5 score.

In thisissuz
Resaits. Significant diterences in pan ratings Datween the OTFC and placedo By ougs were
NGTEd on The pain scores of the parents (0= 051 rurses (7 = 001, yourger chidren (7= 008} Pedaics
and okder chidren (P = 013 and medan pain scores in the OTFC group were reduced to Y56 ke
tolerable levels. Vomiting (°= 003) and #ching {P =, 001) were more common m the OTFC W 3%
group. but no cinically signifcant wtal sian devistions occurred Tebke o Coreses
ey aDy

Conchision. OTFC 18 safe and effectve for wie in rebenng the pain of peditric procedures, but
froquency of vomibing may restrict its dinical usefulness
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may not acaurarcly reflect ED pasient acwry, ED arineal care delivery, o ED conal
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16 What is the Incidence of Remediation in Emergiency
Medicine Rosidency Programs?

Whiztery M, Silvertorg, M. Muisno T, Simith |, Saten S/Ststn ibwead Univrsity

Haspital, Staten tskond, NY, SUNY Downstate, Brookyn, NY, Rutpess Now Jorsey

Medical School, Newark, N Srown Unmversty, Provdence, Rt Univensaty of Michigan,

Ann Mebae, MI

Soudy Objectiver: Emergrncy medicine (FM) residency propram directoes (11%)
place residonas on remediation when they s in seed of cxtra belp in achieving
residoncy gools. Howrver, the mational incidence and sucooss rares of remadiation m
M ase not known. The primary objective of this soady was 1o desermine the inodence
of remediation in EM residencies. Secondary ebjectives induded determining, the
Indcations, lesgh, and success eates of remediatiun scivs the nathon’s M residency
pregpans.

Mosheds: Design s 3 prospeative ssrvey of PO The suvey waa devdopal in
SurveyMankey sing the licratise and mesben af e CORL semodstion tok e
wich aimention w coniene validity, The mrwy wax hekd-usted on APDs prior m
isamiration hur resposss process validity, The srvey querial the weal mumber of
resdonts in cach program and in dhe b 3 years, how many residenss bave boen placed
on remediation. Deeails rogaeding the remodiarion were queried including indicaton,
length and saccess. The survey was sent o all ACGME approved EM residency FDs.
Descriptive dama are

Resubes: Theee were 105/160 responses (66%) obcained: §9.5% of peograms had a1
lesst vee tesident on remedision in the list 5 years whike 61.9% of prograss sepociod
mote thin one fesident (s remalistion dedig dut toe frese. The perveatge o
ety o6 remadistion in cch program tepnl from 096-25% (men 7.0%).
Idicationn fir remalistion coped foas diffcadio with 1 wee compercny 1o 3ll 6
e competmcics (mean 1.9), The most comman ancs of diffiodsies weee malicl
knowlalps (66.4%), paticm care (45.7%) and prolrasioestion (49%). Lengeh of
remediacion ranged from | manth 1o =36 manths (mean &3 monthe). Saccossful
remediaeion, a judged by the reporting PDy, was 57%; 19.5% of programs mpornd
ongereg remedianon. In 9.1% the remediation was deemed *) ful.”

Conchesion: Remediation m EM residencics is exmemely comenon with dhose 10
0% of progyaims bviug at bt one residest ou remediaion in 4 recent 3 yeur period.
"I st commun aseas we modial knowhedye snd puncss cure. There b & wid rge
i et and s of remodstion,
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Study Olyective: Previows studics beeve: demonstraied poot healeh bietacy amony
emcrpency deyartment (ED) porients. With 2 growing number of disgnostic scas being,
oederrd in the 1D wating, hedth fveracy regranting diagnostic westing i of incresing
imporance w0 ensure patices anderstanding and sishcion. This mudy was

&-dmﬂ)mudmnadpouhdﬁh:ymhwmm
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Validation of Pediatric Weight Estimation Mcthods
Using Mid Upper Am Circumference
S5uh 0, Jung Y, Kim DK, Kok Yty Secol Notional Unwersity Collegie of Mediane,
Senul, Keeos

Study Objecrives: The mid-upper arm cimuméeromce (MUAC) can be wed 1o
estmare weight, and it has far bemer performance 10 prodicr weighe tham any agr-based
formde in obder children. The goal of this study is e vabidane the csomaring body
weighes method using méd upper am drcumfesence i Koeean children.

Methods: This s & retnspective observanonal sudy of hildien gl 0 oo 14 yess.
We obuinod ssehropomenrc dues fiom the national ssovey for the Kotean Growth
Scanbarehs iss 200, Using, thax chaa, we: caluabiseal the weight ctimated bry the Bedow
smcthon, wpedatod APLS, sed Canicrmole: (weight- (MUAC-10) 2 3). We cmypaesl
meawsres with meam crme (ME), mean pesameapye ermor (MPE), and penentape
pecdiceed within 1096, 20%, and 30% of acnal (P10, P, 3nd P30, rexpoctively)

Results: A votal of 105,072 chikdren's data were enrolled. In overall age, Camermole
was the woest accurare (MF 2.3kg, MPE 21 4%, P10 32.6%, P20 56.1%, and 130
6.0%) than the Broschow (MEE 1. 2kg, MPE 4.5%, P10 56.1%, P20 79.2%, and ')
§5.3%) and updaeed APLS (ME 0.5kg, MPE 0.99%, P10 37.9%, 20 66.2%, and
150 84.0%). |lowever, for apes 614, Cantctmole was the o scoursie (ME 0.0ky,
MPE 0.9%, P10 50.5%, P20 52.2%, sod P30 $4.5%) thas the Beuschow (ML 1.9%y,
MPE -5.3%, P10 46.5%, P20 66.1%, xd P30 73.00%) sed updsscal APLS (ME
DAky, MPE 7.0%, P10 34.5%, P20 56.6%, and F30 75.0%).

Canchuion: We validatod the weight oxtiemation merhod wsing, mid-upper arm
cmammderenie, I childeen gyl 6 10 14 yrar, it is mperion i hoght-asd caimation,
the Broschow tape, and age-based formuikas for estimarion of weight in Karean childros.
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Teefy J, Uhultar G, Lin K, Papini A, Nedodur 1, Howard J, Uake M, Msimprze D,
Scabreok J, Foonal N/Schulich Schoal of Modicine and Dentistry, Westem University,
Londan, ON, Canaxda

Study Objecurves: I the emctpency depasent (D), fractures e 2 cosmmon
pusiaful camivion where evidence supgrats thos analyesia b under-wiid. Conleine hay
b remonead froom nany pedisteie knmubseios duc to sdety ez and the we of 3
thearctically more pecdicrabie devg; anl morphine hax incraal. Howerer, it has moe
been mudicd in the pain masagrment of podsrc fracees. This sy was undertoken
w0 devermine if oeal marphine i auperior 1o Buprofen in relioving post-fracowe pain
without an increase i adverse effiects.

Mehods: Children aged 517 years who peescoted so the ED wieh 2 non operstive
fracture were randomized w recetve cither ord morphine 0.5 mgfig (max 10 mg) or
Baguufisn 10 g/l (muex GO0 sg) every 6 houss o meeded ot puin for 24 howss
ﬂmd-hp'l\:pmamnnﬂk-ﬂ:ppuw

udmdnmlimfympm knowledge of comesen FI) diagnostic roas.

Method: Ths convenience sample survey was condocted at the
University of Tolodo EID berween Masch 2015 and Sepaember 2013, Surveys wese
vesbaly sdninisered 1o consenting, adulis who wderwent >3 diggastic e, The
pastipaa’s resposscs were prabed indcpedeatly by 4 paoed of dec: cnespeny
physcism using 3 3-point beth Bseracy sore. Dats wan angdysead 1w deutify E1)
patient licoy aprdesy depreatic i aml 1w dentify ssociations with ohastion
ﬂmhbm#lru&

Rendi: A ol of 131 s e il it s wth o s 7
ﬁ)l{llnoilyuxhhﬁn-,lhcw-ldn--ﬁnmwh
fmmcrvension at cach dear, with no ggnificant diflerences in the change in paim loe any

elfrces reparee] in the

of the four doaca. Hewever, there wen: signifcantly more ach

oral marphing group (55.6% verms 30. 9%, 1=005),
Conchsion: oeh ol morphine sl ibugweken wese elerive 21 doing pinin

mmmmmmwmwdu—m
(96%), basic meabolic panct (BM) (87%) and radiographs (59%). Paricnss were most

about radiographs, drasound and EKG, and least knowledgeable abour
BMP, CBC and blood culnse. Comparison by educacion demonstrared paticass with
some Gullege educaeion huad higher keveds of heakdh liretacy epading diagmstc s,
Inchudiog CBC (P.003), BMP (2-.017), blod cubiute (#-.001), wiinadyss
(P005), EXG (P~ 008) sed X-cay (e O84), compuard o patcnts with uly high
schud clucative. These wan not 3 statasically sigmificant soociation between healdh
fieracy abut bwlelge: of pations il diagnovic seus and clscation,

16 Improving Pediatric Asthea Care via Outreach to 3
Commanity Emergency Department

Waills T, Hughes N, Rawlingdn €, Camberiin ), Brown K/Chidon's National Hoalth

System, Washinglon, DC; Doctors Community Hozpital, Lanham, MD

Stusdy Obijestivese To meavare: the efcxts of 3 new pastecohip with 3 commsniy
emergmcy departmens (E1) on the proceas aod outcomes of peciarric aehma e
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Non-pharmacological approaches to control pediatric cancer pain:

nursing team view*

Métodos nao fanmacologicas no confrofe da dor oncologica pediatrica: visao da equipe de

enfermagem
Mayara Ruiz Choicli’, Pasta Bafists Luoe”

“Fecamed fum Cancar Hospel of Baelos, Barsios, SP, Srand

ABSTRACT

BACKGROUND AND OBJECTIVES: A new

podistric anor & pan coutrol and it is believed

prefessionaks shosld be voived in this process. inchedi

trersing wam. So. there is the nead for nuning coe eval

with sgasd 1o pain in canoer dildes. This study 3med at ides-

tifing pain meassrement scales :0d mon-phamucolosicl med

ods wed Sy 3 podiatric suning scam.

METHODS: This is 1 descriptive, exploratory sudy carried ost

with 35 suning professionals of dhe Childes aad Adolescents

Cancer Hospital of Beirses. Som Juse o Scpiember 3014, A

Questicansire with 36 questions was esed. sdded of 4 mose for

smarsing prolfessomls, sehucd %o the objecive of e suady Dacs

were analyoed By the SPSS :

RESULTS: There has been 2 stmall nuariber of cight answers wih
ard it the adequaic 1sc of stk for dhiden from 2o 0 2 yoan

of 2ge. Oy 3 (21.49%) peares have chasen the Neoracal fnfane

Scie. Most common nos-planmaclogical methods wess comlbor

mexsares (p-22}

masage [n=18). amirosmensl chacges (2=16)
amd beat (-
jocts sopgrsting other methods, 10 hwve mentiensd dngs: Ouly
4 (2R6%) perses prepared munise pain-rehiend dignoses and 7
(50%) bedeved dhae their care hedped i pain munaperrs.
CONCLUSION: We hawe identified the need for sraising on
i meassrernent scales acconding o age, posabl

d methods used by the suring wum sad Sewr asacocon

povcess.

Keywotds: Child, Norsng wam, Nersisg woam peelesionl
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RESUMO

JUSTIFICATIVA E OBJETIVOS: Un dos soves desafios pasa
o cincy infmil € o coamele da dec, ¢ acedin-s que diversos
prodissiomsis devern estar covobvidios trsse massnrio, nchisive 3
endermuapen. Dess forms, noes-se 2 necessidade de saalscies do
asdado dr enformagers om el doe de criancas om trae-
menmo cacolégion. O cbjesivo desie esado fo ficar escabis
de mensanacio da dor ¢ métodos nio farmaceiogions usizades
poc uma equipe de enfermagem da pediania

METODOS: Toazs de um ondo descrisve cxplormsieio,
reakinnds com 35 peelisiosais de enfermagem 0o Hospinl de
Cincer Infamio-Jovenil de Bamromos, de junho 3 sesembeo de
2014. Foi milirado um questiondrio oo 36 quesifes, acescidas
de 4 paea o profisicaal exfrrmcivo, mhiconadas 30 objertive da
posquisa. Os dados foren anaiados com 2 2juls do peogranu
SPSS+21 0.

RESULTADOS: Oberve-sc o simero seduzide de acerios em
rebacio 20 wo coewso de escalas pars ariangas de 0 3 2 smos;

somente 3 (21.4%) enformcivos escolberam 2 sy Neseaa! fn-

four Peie Sode O méno sdo farmacoligicos mais escolhidos

forsm: medides de amfoetn (2=22), mussspers (==18),
apies 0o amblesse (n-16} € cabor

= goe enore o £ sujitos qoe sporinm cutros masedas,
Gtarars Verificouse que somense § (256%

mcis clsborsem disgadeticss & enfcrmmgren selacamadas 3
dor, mas que 7 (59%;) acsoditrven que son anidsdos anilevam
no mansco da der.

CONCLUSAO: Mersficouse 3 neoessidade de seimrmenios
sobee escabs de mensracio de doe conforme 3 idade, possives
mevodos sdo fanmecoligicos tilindos pca cofermagem ¢ s
20cic50 com o processs de eafermagem.

Descrisetes: Crimaa. Equipe de endermagers, Manmscio ds dor,
g poohssicaal de e setn, Podi Oucologia.

INTRODUCTION

The number of bospinalined cascer children & increasieg every
day 2nd with this, new chalkeges involvizg the disease 1nd in
mansgenent e costantly asiing'. Among thew

mession ancer childen pais managemest

alarmitg because pain in <

%

TE% ar disgnosis,

Figure 2. Freg y of
Gents Cancer Hospital of Nlarretos, 2014

When aske Think about a child with pain; ar the momemt
you see this child, can you think of & patn relief stategy Jif
fevent from anulpesics?™, 27 (77.19%) have answeeed yes. From
these, 15 have suggested other approaches, ‘The frequency of
each approach was: 10 (38,4%) for drugs, 9 (34,2%) for dis
truction, 2 (7.6%) for lap, 2 (7.6%) for affection, | (3.89%)
for decreasing noise and 1 (3,89%) for therapeatic wouch
from rospondents, 29 (82.9%) have mentioned more than
vne professional, different from physiciuns und nurses, who
may contribute fae children’s paln relief. Among profession
ils, phystotherapist was mendoned 21 (33,8%) tmes, fol
lowed by psychologlsr with 12 (19.39%) and occuparion thera
pist with 7 (11.29)

With regard to nursing diagnosts and wssistance prescribed by
nusses, 4 (28.6%) bave stared that “always” prepare pain-re
Eated nuedog diagnoses and 5 (35.79%) have stated “almost al
ways". A tatal of 7 (50%) murses believed thar their prescribod
assistanice would help lmproving paln. Major approaches
were: parients” combore -9 (29.09%) and drugs n-5 (16.29%)
Other approaches werer patn evaluation ns2 (6,4%), affection
02 (6.4%), heat 0-2 (6.4%), attention n-2 (6.4%), massape
002 (6.4%), peychological support o1 (3.29), chating ne |
(3.29%), lap n-1 (3,296), stuging n-1 (3,.296), clap hands n
(3.2%), placebo n<! (3.2%) and environmental changes n- |
(3.29).

DISCUSSION

Pain evaluation in the first stage for carrect decislon-making
and adequate thetapy', Lo pediatics, pain should be measured
nccording o age groups and this is the st and probably the
maoxt important step (o start any intervention’

Pain Is @ subjoctive and Individual experience so there s no
single ol able o measure pain with extreme fidelity; how
evor there are scales which allow numes o measure pain,
providod the professional complements this evaluation with

1o a Likert Scule, chac

1 Never

Seldom

18
16
0, " 10 g m Somotimen
17 o 7 | Almonst alwoys
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N by nurses and nursing technicians of the Childmn and Adolas

semiologic pain analy
Children bave different ways 1o express palin, so It Is nece
sary o indestnd childhood developmentl and behavioral
ex', A nindy has observed that a research bax identilied dil-
ficulry ro evaluate pain among infants and preschoolers who
expressed themselves exclusively by crying'
Our research has shown ditheulty of the nursing wam in
choosing pain measurement scabe, espectally for childron aged
010 2 yeurs. 'Lhis shows the need for trainiog so thar profes
shanals are skilled to une adoguaie seales for each child,
A Finnlsh study has shown that 75% of nursos believe that
pain seales are imporrant 1o be used with neonares, however
60% considered powible to evaluate neonatal pain withow
o les®,
A second study has shown that nurses use more often neo
natal puin evaluation scales than physicians, who base their
ovaluation on behavior, body reactions, vital signs char
stress and decreased oxypen suturation”.
Scales ahould be simple and facilicate the use by all profes
wlonals, It Iy recommended that nurses evaluate which xcale
should be used for pain measurement 1o childeen und record
wuch duta, updaring them daily*
In the studied tnstiation the use of pain scales according to
children uge group and conditlons Is standardized. Norwich
wanding this being a standurd, not all respondents answern
were adequate and this might be related to the time work
ing with the instieution, which was relatively shorr, approxi
mately 12 months, and w0 the low number of pediatrics and
oncology spectalization. A limitation of this study might have
been the esublishment of working tme of “three mouths or
longer”
It wax noted that the more qualilied iy the pediatrics or neo
narology professional, there Is significant Incrvase In knowl
edye, especlally abour pain maten®. A UK study has shown
that some professtonals (1,5%) disagreed that a premature
with less than 28 weeks wonld teel pain’, Tn a different siudy,
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Non-pharmacological management of neonatal pain: Research
and dlinical practice in the Neonatal Intensive Care Unit

Manejo ndo farmacologico da dor neonatal: pesquisa ¢ pratica clinica

na Unldade de Te hl"'.;d Intensiva Neonatal

Marta Beatrz Marsns LINHARES!
CRvadls Mara GASPARDO'

Abstract
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N mranagerment, Smng 1o grolad e Pealih and doweloprment of B nfanty [he eficacous nonraemaciogcl
maragement of neonala pain nchudes Steeding, sEn-10-50n, non-nutritve sucking, fackitased-tuanng and
SWRATING. SWwoet SolBons a0 Nawe patn roliol offects. Peychologists could acavely partiapate in e mplosontation
Gf non pharmiacolocl Infervertons and 1 D whokd DRoces 10 Sensitiae and tran I prolessonal [, B At
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of neonatal pain mainly includes prevention of
pain-related stress experiences in the vulnerable
population of preterm and full-term infants.
During hospitalization in the NICU, preterm
newborns experience an average of six painful
procedures dally (Gaspardo, Chimello, Cugler,
Martinez, & Linhares, 2008), and additionally
suffer other extreme or moderalte stressful events,
such as, intubation, eye examination, lumbar
puncture, heel pricks, and nasogastric tube
insertion (Gorzilio, Garnido, Gaspardo, Martinez,
& Linhares, 2015). The scientific, evidence-based,
non-pharmacological management of neonatal
acute pain (Cignacco et al, 2007; Fernandes,
Campbel-Yeo, & Johnston, 2011) includes the
following: (1) breastfeeding or human milk (as
well as the unguestionable nutritional benefits
of human milk for the infants, it is a potent pain
refiel intervention when used with breastfeeding
or via oral-gastric tube); (i) non-nutritive sucking
(32 sucking behaviors per minute have an analgesic
effect; a pacifier can be used); (iii) facilitated-
tucking (placing the arms and legs of the infant
near the trunk to maintain a flexed in utero posture,
with limbs placed in bedy midline); (iv) swaddling
(wrapping the infants in a sheet or blanket, limbs
flexed, head, shoulders and hips neutral without
rotation and hands accessible for exploration); (v)
skin-to-skin (positioning of chinically stable infants
against the breast of the mother allows them to
be warmed, facilitates breastfeeding, sensitizes
them to attachment, and relieves pain during
medical procedures). The skin-to-skin position
with the mother for 30 minutes is more effective
for the pain relief of infants than 15 or 80 minutes
(Cong, Ludington-Hoe, & Walsh, 2011, Cong el
al, 2012). In addition, the findings are incondusive
regarding whether the skin-to-skin position with
fathers and others caregivers is as efficient as with
mothers in relation to protecting infants against
pain experiences (Johnston, Campbell-Yeo, & Filion,
2011; Johnston et al,, 2012).

pain strategies stimulate the infants In refevant

developmental systems, such as oral, vestibular, and

motor. In addition, the breastfeeding and the skin-
to-skin contact comprise part of a whole process
of parenting, taking care of infants, acting for pain
relief, and, naturally, promoting the mother-child
interactions, which are protective for the emotional
development of infants (Craig et al., 2015; Phillips,
2015)

Additionally, a range of sweet solutions,
such as sucrose and glucose, are used to prevent
acute-procedural pain in the NICU (Matar,
Arablatl, & Foster, 2016, Mokhnach et al,, 2010;
Stevens, Yamada, Chisson, Haliburton, & Shorkey,
2016). Studies performed at the Clinical Hospital
of Ribeirao Preto, of the Medical School of
Universidade de 5ao Paulo, showed that the use
of repeated doses of oral sucrose in the NICU
was effective in reducing procedural pain and
increasing biobehavioral reguiation, independent
of the neonatal clinical risk level of the preterm
newborns, with no dinical side effects detected
(Gaspardo, Miyase, Chimello, Martinez, & Linhares,
2008; Linhares et al., 2014, Valeri, 2015). The
administration of these solutions should follow the
specific recommendation guidelines, which have
established the optimum doses and concentration
1o be efficacious for pain relief. Cutrently, there is
no consensus in the sdentific literature regarding
whether these solutions should be dassified as
non-pharmacological or pharmacological neonatal
pain management. However, there Is a consensus
that the administration of these solutions should be
prescribed and documented in the medical charts
(Committee on Fetus and Newborn & Section on
Anesthesiology and Pain Medicine, 2016; Lefrak
et al,, 2006)

Clinical practice implications

Considering that pain experiences affect the
development of the child, the dlinical practice of
the interdisciplinary health team needs to indude
protection mechanisms for vulnerable infants
exposed to the environment of toxic stress of the
NICU. In the developmental care initiative in the
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Xopnynon FAuKavTIKwyv

. H xopAynon YAUKavTIKwy, £xel EAETNOEI o€ TTEPIcOOTEPES aTTO 200 PEAETEG.
. H atmoteAeopatikdTNTé TNG ava@EéPOnkKe yia TTpwTn opd 1o 1991 atrd Toug Blass et al.

. Eival n o d1adedopévn MOM peiwong Tou méVou Katd Tn SIAPKEIA TTPAYMATOTTOINONG ETTWAUVWYV
TAPEURACEWY OTA VEOYVA.

. ‘Exel ammodeixBei 611 n xoprynon YAUKAVTIKWYV €XEl avaAynTikry dpdon Kal TTPOKAAE TRV NEEUIQ TWV VEOYVWV

. 2€ Ul HEAETN pE veoyvda ue nAIKia kUnong >36 eOoPAdwY, N Xoprynon YAUKQVTIKWY ATAV OTTOTEAEOUATIKOTEPN
oTn MEIWON TOU TTOVOU O€ OXEON WE TN XPHON MIAG KPEUAG TTOU TTPOKAAET TOTTIK avaioBnoia (kpéua EMLA)
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H xopAynon VYAUKQvTIKWV Katd Tnv
Oladikagia €TwWouUvVwY  dIadIKasIwy OTa
vEOYVd pEiwoe TNV dIAPKEIQ TOU KAGUOTOG
atd 13 deutepdAeTTa o€ 3,5.
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sucrose on infants during a pamnful
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Sucrose for analgesia in newborn infants undergoing painful
procedures
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NEOI'NA:

MnT1pik6c OnAaocuoc

. H ouotnuaTtiki avaokotnon twv Shah et al. (2006) repIAdpBave 20 TuxaioTroINUEVEG MEAETEG KAl DIEPEUVNOE TNV
QATTOTEAECUATIKOTATA TOU PUNTPIKOU BNAQCUOU 0T YEiwON Tou TTOVOU OTa veoyvd. Ta veoyva TTou BriAadav katd mn
di1dpkela piag eTTwduvng diadikaoiag (TpUTTNUa TTatoloag ) TPUTTNUA AEROG) EkdHAwvav KaAUTepeC
avridpdosIC TN CUNTTEPIPOPA Kal ixav KAAUTEpeC uerpnoei ora {WTIKA onuEia os oxéan Ue ra veoyva
mou Osv 6nAalav.

. H dpdon Tou unTpikou BnAacuou gival TToAUTTapayovTIKr, TTEPIAAPBAVOVTAG TNV AUEDN ETTAQPN PETAEU VEOYVOU Kal
MNTEPAG, TN ANWN YAAOGKTOG TTOU £XEI EAA@PWG YAUKIA YEUON KAl TV TTAPOUCia VOOPPIVWV OTO PINTPIKO YAAQ.

. O unTpIKdG BNAACUOG dev eCaleipel TTAAPWG TOV TTOVO, AAAG ATTOTEAET JIO ATTOTEAEOUATIKN TTAPEUBACN MEIWONG
TOU TTOVOU XWPIG Kapia emRAapuvon yia Ta veoyvda.

. AuoTUXWG, OPWG, 0 INTPIKOG BNAao GG dev eQapuOeTal JE CUOTAPATIKG TPOTTO OTAV KABNUEPIVI KAIVIKN
TTPOKTIKK.

. EvoeikTikd, o1 Johnston et al. (2011) o€ pia peAétn pe 582 veoyvda oe MENN oTtov Kavadd Bprikav 0TI JOvo 0TO
0,03% TwV TTEPITITWOEWYV TTOU TTEPIAGUBavav TPUTINUA TNG TTATOUOAG 1) TNG GAEBAG TWV VEOYVWYV EQAPUOOTNKE O
MNTPIKGG BNAaoudg.



NEOI'NA:

AMEZH ENA®H MHTEPAZ KAl NEOINOY

. ATTOTEAEI TNV TTIO AUECN KAI EVOTIKTWON ETTAPN
METAEU TWV VEOYVWV KAl TWV PINTEPWV TOUG

. H dueon auth eTa@n gival yvwoTh wg «@povTida
TOU KAYKOUPO» KAl ATTOTEAEI HOVODIKO OETUO
METAEU TWV VEOYVWV KAl TWV UNTEPWV

. H péBodog auth €xel atrodeIXOei ATTOTEAECUATIKN
TO00 0€ TTPOWPA VEOYVA OCO0 Kal O€ TEAEIONNVA,
oAAd KOl EVEPYETIKNA YIO TIG UNTEPEG




NEOI'NA:

w. — —
AMEZH EMA®H MHTEPAZ KAl NEOINOY

. O1 Johnston et al. (2003) TTpaypaToTToinCaV Pia YEAETN PE 74
mpPowpa veoyvd pe nAkia kinong >31 eRdouddwv yia Tn
dlepelivnon TNG OTTOTEAEOUATIKOTATAG TNG GUECNG  ETTOQNG,
XPnoiuoTtrolwvTag TNV KAipaka PIPP yia Tnv €kTipnon Tou TTGvou.

. Ta veoyva Tou Bpiokovrav o€ dAueon mmagrn eP@EAvicav
ONPAVTIKN UEIWON OTIS AVTIOPACEIS OTOV TTOVO O OXEON ME T
veoyvd Tou Oev PBpiokovrav o€ Aueon €magn, Kair oTiS 3
XPOVIKEG OTIYMEG TNG emmwduvng dladikaoiag (30, 60 kar 90
OEUTEPOAETTTA.

. 2uoTnuatikl avaokotnon Twv Johnston et al. (2014) otnv
Cochrane Collaboration TrepIAduBave 19 peAéteg pe 1594
VEOYVA KOl €ixe WG €PeUvVNTIKO QVTIKEIMEVO Tn oxéon MeTAgU
ApeoNG ETTAPAG VEOYVOU Kal UNTEPOG Kal TNG MEIWONG TOU TTOVOU
Katé TN SIdpKEIa ETTWOUVWY TTAPEUPRATEWV.

. 2xe00V O€ OAEG TIG UEAETEG BPEBNKE OTI N AUECN ETTOQN PETAEU
veoyvoU Kal unTépag OuvéBaAAe oTn peiwon Tou TTOVOU OF€
TapePBAaoelg, OTTWG TO TPUTTNUA TNG QAEBAG KAl TNG TTATOUCOG
Kal 01 EVOOUUIKEG EVEDEIG.

. EmmAéov, n kapdiakr) ouxvoTnTa oTa veoyvd TTou Ppiokovtav
ge auean ema@n augnonke oe pIKPOTEPO Babud e oxéon ue Ta
veoyvd TTou Ogv BpiokovTav o€ AUET ETTAQN.




[MAIAIA:

CVWOTIKEG-ZUUTTEPIPOPIKES TEXVIKEG:

YuxoAoyikr TTpoEsTOIHaTia
Ekmaideuon, TAnpo@dpnon

AtréoTTacn Tmpoooxng(TradnTikn 1 EvepynTIKN):
Bivreotraiyvidia, TnAedpaaon, Taivieg, TNAEQWVO

Texvikég xaAdpwong(avatrvor), SI0AOYIGHOG KATT.)

ZWMOTIKEC TEXVIKEC:

Avetn B€on( aykaAid)
Maodal

O¢partreia pe TOTTOBETNON WUXPOU 1} BepuoU
EMBOEUATOC

Aladeppikn diEyepon NAEKTPIKOU VEUPOU
(TENS)
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YYXOAOT'IKH NMPOETOIMAZIA - EKMNAIAEYZH KAl
NAHPO®OPHZH

g‘ AFTALT IPRO CALATILON SOLUATTTIRON béarworon

. [MpogTolpaoia Tou aoBevoug, TOU YPOVTIOTH 1) TOU RAve NN
YOVéa Yla TO TI -ITpéTrel Va -ITepIIJéVOUV KGI Va KdVOUV EAASNTAMN FT AN TTALIAY PO NOSHAI VTR NI

Kata tn didpkeia Tng d1adIKAaiag.

. * H rpoeToipacia kai n ektraideuon Tou acBevoug
KQI TNG OIKOYEVEIAG eVIOXUEI TN dladikaaia
OUPPETOXNAG KOI JEIWVEI TO AYXOG.

: * ApnoTe 1O TTaIdi KAl Ol YOVEIG / @POVTIOTEG va Houpperoxi) € vé
EEPOUV TI TIPETTEI VO TTEPIMEVOUV TTPIV, KATA TN e S i ;
dIdpKela Kal HETA TNV TTapépBaon. PR e

BALIVKH M TOY
PRANNA FUA AL
EYSPOIYNN SaAUOT M



LOOK!

A Distraction!

- £

AMNOZMNAZH NMPOZOXHZ

. H améotraon mpoooxnig eival o 1o cuvnBIoPEVOS TUTTOG YVWOTIKAG TEXVIKIG.

. MpokeiTal yia pia TTapéufacn TToU CUXVA XPNOIKOTTOIEITAI VIO VA KATEUBUVEI TNV TTPOCOXI MAKPI& atrd Ta oduvnpd
epeBiouara. Eivail 1o atmmoTeAeopaTIKA OTAV TTPOCAPPOLETAI OTO AVATITULIOKO KAl YVWOTIKG ETTITTESO TOU
TTaId1aTpIKOU acBevr) .

» Aev atraiTei €€EIBIKEUPEVN EKTTAIOEUOT OTTO TO TTPOCWTTIKO.
. E@appoletal o€ OAEG TIG NAIKIOKEG OPADEG. ZUPMPETEXOUV KAl Ol YOVEIG OTNV CUYKEKPIMEVN TEXVIKN.
. YT1rapyouv duo €idn atmrdéoTTaong TTPOCoXNG:

MaénTikA: H TTpocoxr Tou TTaidiou TTpooavaToAifeTal o€ éva EpEBIOUA 1 £va AVTIKEIMEVO TTOU TTOPOUCIAZETAI ATTO
évav voonAeuTtr OTTwG TTaixvidl, apriynon evog rapauubiou, i Taidikd tpayoudia.

EvepynTikn: MNepIAapBavel Tn cUPPETOXN 0€ BpaoTNPIOTNTEG KATA TN didpKeIa dIadIKACIWY OTTWG: QUOAAISEG,
MTTOUPUTTOUANBPEG, TTaiovTag eTITPATTECI TTAIXVIOIA, TTAAOTEAIVES Kal GAAQ.

. O1 800 TEXVIKEG UTTOPOUV VO EQAPUOCTOUV TAUTOXPOVA.
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¥ Distraction Kits for Pain

| Management of Children
| Undergoing Painful

| Procedures in the

' Emergency Department:
= A Pilot Study

s us Ariane Ballard, RN, PbD(c),”’

Sylvie Le May, RN, PbD,”’

Cbhristelle Kbadra, RN, MSc, PbD(c)," "

Jacintbe Lachance Fiola, PbD,"’ Sylvie Cbarette, RN, MSc,”
Marie-Claude Charest, RN, BSc,’ Hélene Gagnon, RN, BScN,”
Benoit Bailey, MD, FRCPG,'

Edith Villeneuve, MD, FRCPC, ™!

and Argerie Tsimicalis, RN, PbD’

To assess the il fuk and -ptability of using

d kits, d to age, for p 1 pain of
young children visiting the emergency department and requiring a
needle-related p dh Apr pe

kit, tailored to age (infants-toddlers: 3 hs-2 years; pr
3.5 years), was provided to parents before their child's needle related
P ds Data was coll d to assess feasibility, uscfulness, and
acceptability of the kits by parents and nurses. Pain was measured pre-
, peri-, and postprocedure using the Face, Legs, Activity, Cry, Consol-
ability scale. A total of 25 infants and toddlers (mean age: 1.4 £.7 years)
and 25 preschoolers (mean age: 4.0 +.9) participated in the study.
Parents and nurses considered the kits useful and acceptable for
£

o CTRg g W 2 S

cedural period. Addition of morc animated and interactive toys to the
kits was suggested. In the infants-toddlers group, mean pain scores
were 1.6 + 2.5 prep d 7.1 + 3.0 perips d and 2.5+ 2.5
postp d In the p hoolers group, mean pain scores were
1.6 + 3.0 preprocedure, 4.8 + 3.4 periprocedure, and 2.0 + 3.2 post-

parents and emergency nurses. They are an interesting nonpharma-
cologic option for nurses to distract children, giving them a sense of
control over their pain and improving their hospital experience.

Pain Management Nursing, Vol ll, No i (H®), 2017: pp 1.9
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| Buzzy® has been used io block pain from over 31 million needle proceduresI Just like cool running water soothes a burn, Buzzy uses a patented
combination of cold and*vibration to repface Tam with femperature armd movement. Over 20 independent clinical trials prove Buzzy® works!
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What is Buzzy®?

Buzzy is a very cute vibrating bee with ice pack wings that decreases sharp pain when placed upstream. Buzzy®
uses natural pain relief by confusing your body's own nerves, thereby dulling or eliminating sharp pain. In the same way
that rubbing a bumped elbow helps stop the hurt, or cool running water soothes a burn, Buzzy® bypasses sharp pain

In an emergency department, nurses and doctors can get too busy to wait for numbing creams for needle procedures.
For newly diagnosed diabetic children, the medical community has a history of expecting kids to just get used to
needle pain. For shots. for bee stings. for boo-boos. for injected medicines, for all acute pain management, Dr. Amy
Baxter and her team developed Buzzy® to put instant pain management in YOUR hands.

What are Bee-Stractors?

Bee-Stractors are 5 cards on a ring with related counting and finding questions on the back. How many stars do you
see? Which two cows are the same? Beestractors are a quick and handy way for nurses, teachers. doctors or parents
to take the mind off a painful procedure. Distraction can decrease pain by 50%, but having the tools close at hand right
when you need them can be tough.

Bee-stractors are quick boredom busters, pain relievers. or tantrum tamers that de-rail downward spirals of distress.
The cards can be placed in a slot in Buzzy® to block the view of the needle or they can be held by the child, which ever
works best for you.

How to use Buzzy® for Injections

Pain relief for immunizations, particularly multiple shots. requires a slightly different technique than needle pain relief for V's.
When there is no risk of vasoconstriction, pain control is maximized by cooling the area then moving just proximal during
the shot.

Ideally. a parent would put an arm around their child and hold Buzzy® on the site for about 30 seconds before the injection.
Even with Buzzy® there will be dull touch sensations (those are transmitted on different nerves that Buzzy® doesnt block)
so use distraction guestions or Bee-Stractor Emergency Entertainment cards to entertain and pull attention away if the child
already has a needle phobia. After 30 seconds move Buzzy® up from the injection spot about an inch, keep pressing
Buzzy® onto the skin and perform the injection.

For Kids 4-10 years old

Kids do best if they're underpromised and Buzzy then over-performs. Let her play and experiment with Buzzy to get used to the sensations before using it for
injections. and reserve the distraction cards for when she gets her first injection with it. You can also have her rate her pain on a faces scale with injections now,
experimenting with things like taking a cold drink of something sweet while getting the injection, or taking a cold drink of water, etc. You can also let her try

Iy oy 8



ORIGINAL ARTICLE

Effects of Virtual Reality and External Cold
and Vibration on Pain in 7- to 12-Year-Old
Children During Phlebotomy: A Randomized
Controlled Trial

Gulgin 0. Gerceker, PbD, RN, Seyda Binay, RN, Elif Bilsin, PbD, RN,
Ayse Kabraman, PbD, RN, Hatice B. Yilmaz, PbD, RN

Purpose: The aim of this study was to evaluale the effects of the virtual re-
ality (VR) and external cold and vibration methods on pain scores in chil-
dren aged 7 lo 12 years during phlebolomy.

Design: A randomized controlled study.

Methods: The sample of children (n = 121) was allocated to the groups
(group 1, VR; group 2, external cold and vibration; group 3, control) by
blocked randomization. Pain scores were assessed afler the pblebolomy
using self-report, parent’s reporis, report from the nurse who altempled
tbe pblebotomy, and rv.wan.ben re[mrl wllb lbe Mmg-liaber FACES scale.

Findings: Pain scores
Altbough

based on all pain scores.

1gnificant dgﬂevence was found belween groups 1 or 2 and &ro

Conclusions: Resulls suggest thal VR and external cold and vibration are
effective in reducing the pain in 7- to 12-year-old children during pblebot-
omy: VR can be used safely for the pain management of children wbo are
growing up in lbe age of lecbnology.

OBTAINING BLOOD SPECIMENS, cstablishing
vascular access, and vaccination are the most
frequently used invasive procedures in children.
Distraction and hypnosis are the nonpharmaco-
logic analgesic methods, which have the highest
evidence level and are used to reduce children’s
invasive procedure-related pain. These procedures

have been reported to be cffective for children
younger than 12 years.! Nonpharmacologic pain
management procedures, in which the pharmaco-
logic methods are not wsed to treat the pain,
inchule cognitive-behavioral and  physical ap-
proaches. Such procedures are an integral part of
the care provided to children who experience

Gidlgin O. Gergeker, P, RN, Faculty of Nursing, Depars-
ment of Pediatric Nursing, Dokuz Eyiul Universily, lzmir,
Turkey; Seyda Binay, RN, Faculty of Nursing, Depariment of
Pediatric Nursing, Fge University, Rormova, Izmis, Turkey;
FElif Bilsin, PhI), RN, rmyn[l\v'w»g, Department of Pedial-

ric Ni ng, Gazi Ui iy, Gaziantep, Turkey; Ayse
Kabraman, PhD, RN, f‘m‘ullde‘mslng, Department of Pedi-
atric ng, Fge U B , [zmids; Turkey; and Ha-

tice B Yimaz, PhD, RN, I'wulty of Nursing, Department of
Pediatric Nursing, Fge University, Bornova, Fomir, Turkey.

Funding: This study was funded by the Ege U
tific Research Profects (2016HY0001),

Confiict of Interest: None to report.

Address corvespondence to Gilgin Ozalp Gergekes, Faculty
of Nursing, Depariment of Pediatric Nursing, Dokwuz Eylial
University, Irmir, Turkey; emall address pulcinozalp®
botmail. com.
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ORIGINAL ARTICLE

The Effect of External Thermomechanical Stimulation
and Distraction on Reducing Pain Experienced by Children
During Blood Drawing

Sevil Inal, PhD* and Meral Kelleci, PhDf

Abstract: msmmutmmwummmm
of extormal th and ioo in pan robicf of
childeon during blood drswing.
This is a mandomized cfinical trial. ‘The sample consissed of 218 children
agod 6 10 12 years who wore andomly asigned to 4 groups group | re
ceaved o Infervention, groep 2 reccived cxicmal thermoenechanical stin-
ulation wsing Buzzy, group 3 received distraction via Distt ACTION Cands,
mdmdmwaummmdhmmnllhmmm
lation and di ¥ dural anxicty was assessed through
pnuﬂndmdbu\mnsmqhﬂl&m&mnyldm
Scale. Childeen's prsin Sovels wors ssscssod by thoemscives, obscrvers, and

METHODS

This is 2 randomized clinical trial.

Setthgandl’artldpams

d of 218 chikiren aged b 6 and
Ilymmmmﬂmlhcmmmm for blood drawing
in the children's clinic of a university hospital in Istanbul between
My 2 and June 24, 2010, All prticipants met the mchusion
mummdahoagxwdmpamapﬂcmlhcmmmmcbq,m-

T s 2 ;
anxicty did not differ significantly (P > 0.05). When the 3 study groups
were comguwcd with the control group, sl 3 groups had signdicantly lowor
pain levels than the control growp (7 < 0.001). The lowest pain level was

4 in the bencd condition (Buszy and DesttACTION Cands).
The mean score of the device group was lower than the distraction group.

ning of the h, we infi i 236 children and their parcnts
about the study and asked if they would volunleer to participate
in the study; 218 children and their parents agreod 1o participate.
The children and their parents were further informed about the
study when they came Lo the room for blood drawing. A wrilten
mmfamwmcavcdfmmd:cpmmms Chldrmwu’c

Key Words: cxiomal thermomechanical stsimulation,
the distraction method, nersing, pain relick, ncedle pain,
blood draw, venipuncture

(Peddiatr Emer Cave 2017,00: 00-00)

eedkmcksmthcnmpmalulmdmajormofpam
m h lered children.” ™ Pam causes childnen w be fnght
cnedofmedlm,anddulmdschhmsuimwpmmsmbc»
hmmloumhrnmuxdmwmchnﬂbdslhecxpamof
and care? Therelore, nurses should be able
Iormnagcpanful, dures to reduce the jonal and physi-
cal eflects in children durng medical interventions such as needlo-
stick procedures.>®
The provision of nonpharmacologic relicf is among the first
m-npmmLﬂvyvalmdhdm1mlmcﬂukm

the most ly used nong e hods. One phys-
ical technique is external th hanical sti ion.”* One of
the most effective d ds 15 using d cards

e to 4 subgroups through comy
gxmplwasthcmmlgmpwdchd&mmﬂngmxpmmed
no intervention for pain relief (n = 56), group 2 reccived cxtemal
thermomechamcal stmalation using 1zzy (n ~ 55), group 3 re
-xned&ﬂmnm[)&xACﬁON(t\h(u 55). and group
4 i both lation and dis-
traction (Buzzy + DetrACTION Cards) (n - 52).

The study sample sizc was determined by power analysis
based on previous research,” with i 1.5 SD for the experimental
groups and 2.0 for the coatrol group. With a power of (.80 and

an acccptable type I « error size of 0.05, cach group required a
mimimum of 50 mdnvaduals.

Procedures

Al the beginning of the study, we gained permission from the
ethics commission, afier which we informed the nurses about the
study. We mformed the childnen and their parents aboat the pur-
posc and content of the study and asked them if they wanted to

during medical pmwdues"o mh some studics support
the use of external ther " and distrac-
tion cards," ™ no studies have { the effect of ds

cards and cxternal thermomechanical stimulation alonc and in
combmation. "mlum, thas My almul o mvestigate elfects
of I the and di

alone and in combination, on pain reliel dunng blood drwing.

From the *“Faculty of lHealth Sciences, Istanbal Universaty, Istanbul; and

TDcpsmtmcst of Namsing, Facully of Health Scicwes, Caminmyst Uevensily,

Sovas, Terkey.
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pale m the sindy. Wedev:lqlalmnlmwmhimn
tion form to colloct bach jon about the children's
dunoprnphamdmedlml history. Afier the group assignment,
chaldren and therr panents moved mio rooems for blood drmwang,.
The preprocedural anxicty level was evaluated using the Chikdren's
Amxxty and Pam Scale throagh self-, parental, and observer re-
ports. Data were obtamed by mlerviewing the chaldren, their par-
cnts, and the observer. The obscrver and parcats were blinded to
each other's responses, Chaldren's Anxiety and Pam Scake s a fine
psychometrics scale that is widcly used in anxicty rescarch. ' Chil-
dren’s Anxiety and Pam Scale 1sa 0 to 5 scale with 5 cartoon faces
theet range from a neutral expressson W a frightened face.

The children's pain levels were assessed by themsclves and
the parents’ and observers’ observations using the Faces Pain
Scale Revised (FPS-R).' The childnen, parents, and the observer
scored cach response and were blinded to the cach others' re-
sponses. The FPS-R 15 4 0 (o 10 scale thal consists of 6 cartoon
faces, which range from a neutrsl expression (0 = no pain) to a

www.peconline.com | 1
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What is Pain?

There are two main types of pain:

« Acute pain begins suddenly and doesn’t last for too long

[ ] & e Chroniec paln, sometimes called persistent or long-term pain, 15
y al n oo lt pain that last longer then three months,
Why do we get pain?

Pain i1s ke a waming, just like the warning hight on a car telling us
something Is wrong and needs a attention. It 1s our body's way of
" . - " telling us that we are either harming ourselves or about to hurt
For you ng people IlVI ng Wlth paln our self, so that we can do something to stop it For example,
when you touch something hot, the pain makes you move your
hand to stop you burning yourself This is acute pain

After you have injured yourself (e.g. breaking an arm) your brain
keeps sending pain messages for a while This iIsn’t because your
arm 15 still being damaged, but as a way to stop you moving it too
much so that it can heal quickly When the bone has healed, the
pain goes away as your arm doesn't need protecting any more

Pain is a message created by your brain telling you to
protect yourself

So what is long-term pain?
Sometmes, pan sticks around longer than it needs to. The uszual
medical treatment doesn't work very well for this long-term pain.

Like after breaking an arm, this long-term pain doesn't mean the
painful area is sull being damaged. In fact, in many cases the area
can be completely healed, making it hard to understand why it =tll
hurts. When this happens, the brain seems to be confused,

N i ) : sending pain messages when it doesn't neaed tol
& Does pain stop you from doing the things you enjoy?
¢ Do you struggle to understand your pain? How Does Your Pain Effect You?
% < Living with pain can be really difficult. Not only can it effect the
& DO you want your pa|n to stop Controlhng you’) things you do, it can also effect the way you feel, the way you think,

and your relationships with your friends and famialy

Below are some of the most commaon ways that young peopla say

'f any of these questions are true then this T°°|kit is for you! pain affects theam Does your pain have a similar effect on you?
n't pla =
= (T D G

ARSI

5 f Can't go wl}p
t\wﬂn fniena
—— . o mlee
— RSy
[ =]

Strugglo 1o ; -
Koop up with A Nobody
.chpoclp work ). cj u“d'"“:D}
_\——/—_‘-V —
e °""°”°° (" Paopie treat

Are there any more that are
not listed? List them here:

This Pain Toolkit is a simple guide that gives
you with some handy tips and skills to help
you to better understand and manage pain!

| loved the Pain Toolkit, it wasn't talking at me, but just giving me
some tips and ideas others have used to manage their pain.
Now | understand my pain better and the Toolkit's ideas workedl!




Tool 2: Get involved and
build a support team

As we now know, long-term pain is a bit tricky. Because of this the
doctors probably won't be able to fix or solve your pain on their
own. Expecting them to is probably not realistic. With long-term
pain it is important for YOU to get involved and take steps to man-
aging your pain. You will also need a support team around you.

Who could be in your support team?

A\

= Your doctor or health care professional

& Your family

s

2 Your friends

Your teachers

t";l

Have you become a ‘can’t do’ person?

A ‘can’t do’ person is someone who has stopped or given up
everyday activities such as playing a sport, going out with friends,
taking holidays, going to the cinema, eating out or taking part in
family activities because of their pain. When this happens it is
usual to lose your confidence and avoid doing even more, just in
case you can't. Is this ringing any bells? If so you need to stop
and do something about it.

Practising the tools in the Pain Toolkit will help you feel more con-
fident and become a ‘can do’ person again; but it could take time
so please be patient with yourselfl

Tool 5: Setting Goals

Setting yourself clear goals is a great way to help you achieve the
things you want, giving you something to work towards. Achieving
our goals makes us feel good about ourselves and shows us that
change can happen!

Ask yourself what you would like to achieve. This could be anything
that is important to you. Make sure your goals are SMART:

& N\
9

You're more likely to achieve your goals if they are specific. For
example - ‘| want to be able to exercise” isn't very clear. ‘| want
to start swimming” is easily to work towards.

Measurable

. It easier to know when you have achieved a goal if it can be
measured. Distance, a time limit or the number of times you do
it are ways to measure goals. E.g. “l want to swim twice a week”.

Achievable

It's important to be honest and realistic. Can you goal be
achieved? If not, you will set yourself up to fail.

Rewarding

The more rewarding a goal is the more likely you will want to do
it! Either make sure the goal is something that will make you
happy, or give yourself treats for your success.

Timed

Set yourself a timescale. If you don’t have a plan it makes it
hard to get started and stay focused. You can always change /

cU B>

your time limits, but make sure you set them.

-//
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Pain in Children: Neglected, Unaddressed and Mismanaged
Lulu Mathews

» Auther information = Copynght and License information Disclaimer

This article has been cied by other articles in PMC.

Abstract Goto- ¥

Pain is one of the most misunderstood, under diagnosed, and under treated/untreated medical problems.
particularly in children. One of the most challenging roles of medical providers serving children 1s to
appropnately assess and treat their pan New JCAHO regulations regard pam as “the fifth vital sign” and
require caregivers to regularly assess and address pain Pain being 2 personal expenence, many different
terms are used to descnibe different sensations. Assessment of pain mn children 1s linked to their level of
development. Children of the same age vary widely m thetr perception and tolerance of pain.

Keywords: Pain in children, Neglected and unaddressed, Barmers to pain assessment and management

NTRODUCTION Goio

Every child will experience pain at one time or another, whether 1t 15 from everyday bumps and bruises, or
due to more chronic conditions such as headaches, gastromtestinal probiems, or diabetes. In fact, as many
as 40% of children and adolescents complam of pain that occurs at least once weekly. and chronsc pain
affects at least 13%-20% of children. Just as chronsc pain 1s more prevalent in women than men_ gils
report more pam than boys [1]

Ped:atric pain stems from a wide range of chronic conditions- usually muscle, bone, or joint pain,
headaches, or abdominal pain-and require pain management. But the medical communsty has not placed
the same emphasis on pain management for pediatric patients as 1t has for adults and seniors. Each vear,

1.3 mullion children have surgery. and many recerve mnadequate pam relief and m T0%% of cases, the pamn
becomes chronic. Of children aged 517 vears, 20% suffer headaches [2] - More than one-third of childred
complain of abdominal pain lasting two weeks or longer [3] Juvenile arthritis, which causes joint
mflammation and aches, affects nearly 250,000 people under the age of 16 vears.[4]

the Young (2014), 24, 893-899

Cardiology in ) Cambedge Utiversity Press, 2013
doi: 10,101 7551047951 11300139X

Original Article

Chronic pain in children after cardiac surgery via sternotomy

Metee 11 Lauridsen,' Anders D. Kristensen,” Vibeke E. Hjoredal,* Trocls S. Jensen,” Lone Nikolajsen™

"Department of Pasdiatrics; *Depariment of Anaesthesiology: *Danish Pain Research Center; *Department of
Cardiathoractc and Vascular Surgery, Aarbus University Hospital, Aarbus, Denmark

Abstract Imtraduction: Chronic pain is common after sternotomy in adults with reported prevalence rates of
20-30%. So far, no studies have examined whether children develop chronic pain after sternotomy. Material
and methods: Postal questionnaires were sent ro 171 children 10-60 months after undergoing cardiac surgery
via sternotomy at the age of 0-12 years. The children were asked to recall the intensity and duration of their
post-operative pain, if necessary with the help from their parents, and to describe the intensity and character
of any present pain, Another group of 13 children underwent quantitative sensory testing of the scar area
3 months after sternoromy. Resslts: A total of 121 children, median (range) age 7.7 (4.2-16.9) years, answered]
the questionnaire. Their age at the time of syrgery was median (range) 3.8 (0-12.9) years, and the follow-up
period was median (range) 4 all, 26 children (21%) reported present pain and/or pain
within the last week located i (469) out of the 26 children, the intensity wis >4 on a
numeric rating scale (0-10). ry testing of the scar area revealed sensory abnormalities

pinprick hyperalgesia and brush and mld odynia — in 10 out of 13 children. Condusion: Chronic pain
after cardiac surgery via sternotomy in children is a problem that should not be neglected. The pain is likely
to have a neuropathic component as suggested by the sensory abnormalities demonstrited by quantitative

(<)

SCNSOry Testing,

Keywoeds: (e ital heart disease; children; y: chronic pain

Recervest: 18 July 2013; Acceprad: 15 Augase 2013; Firss poblished online: 18 Seprember 2015

accepred as a polemul consequence of almost

any operation.'” Prevalence rates vary sub-
stantially, depending on the type of surgery; for
example, between 50 and 85% of amputees
experience phantom pain after amputation, up to
30% develop chronic pain after breast cancer
surgery, between 20 and 60% report chronic pain
after thoracotomy because of lung cancer, and about
10% develop chronic pain after inguinal hernia
repair.’ © ‘T'he causes of chronic pain after surgery
are not fully known, but several risk factors have
been identified, including female gender, psycho-
social and grnrm factors, and pre- and post
operative pain.'” Nerve injury during surgery is

CIIRONKI POST-OPERATIVE  PAIN IS GENERALLY

Comopendence toc 1L Nikebgpen, MD, DMSc, Distish P Rewsech Conter, Aarben

Univoesry Homital, Nomdeogade M, huilding | A, B000 Asrbus C, Dereack
Teb: +45 TRAGA3NT; T +45 TRAGI 0, Ti-emsil: lone selenlapen®¥ls = dk

also an important risk factor, as many patients with
chronic post-operative pain present with hyperalgesia
and allodynia in the painful area, whlch are
characteristic symptoms of newropathic pain.’*

Studies on amputation, thoracotomy and inguinal
hernia repair have suggested that young age ar the
time of surgery may be associated with a lower risk
of developing chronic pain.9 """ For example, a
questionnaire-based  study including adults who
underwent thoracotomy in childhood because of
coarctation of the aorta showed thar only three out
of 88 (3.4%) had pain 30 years after surgery.'?
Another questionnaire-based study of 98 children
who had undergone inguinal hernia repair 3 years
earlier showed a prevalence of chronic pain of
5.1%."" The mechanisms behind this apparent
lower risk of developing chronic pain in young
patients are not fully known, but may be related to
borth physiological and psychological facrors.
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ARTICLE

Barriers to Pediatric Pain Management in Children
Undergoing Surgery: A Survey of Health Care Providers

Monika Bawa, Jai K. Mahajan, Neel Aggerwal, Jegadeesh Sundaram, and K. L. N Rao

ABSTRACT

To 73% Twv €1OIKEUOPEVWY Kal TO 74% TOU VOONAEUTIKOU
TIPOOWTTIKOU €iXE ETTOPKEIG YVWOEIG OXETIKA UE TIG KAIUOKEG
€KTIUNONG TOU TTOVOU, OUWG POVO TO 6,6% TwV EIBIKEUOPEVWV
EKTINOUCAV TTOVO OTA EKTAKTA TTEPIOTATIKG.

ge&'ﬁninkmhanmﬁn el hainee definfun i ie_uil ohuzee mock s cumntome Dinnn

Mévo 10 3,3% Twv €1diKEuopevwy Kai 10 2,8% TOU
; VOONAeuTIKOU  TTPOOWTTIKOU  EiXaV ~ pIa  ETTAPKK
¢ EKTTAidEUCN OTNV dlaxEipion Tou TTaISIATPIKOU TTOVOU

B e oo preoeeee e e e+ e oo oo g et e e oo

attention given to the surgical condition.
KEYWORDS  analgesia, bamiers, opioids. pain, pediatrics. perioperaiive, survey
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Commentary
Becoming a pediatric pain specialist: Training opportunities to
advance the science and practice of pediatric pain treatment
Rachmi P. Btandari, John Goddard Fiom Campbell Michae] Sangster, and Bornue Stevens

2018 was 2e laremanonal Assotatioa for e
Study of Pain (EASP) global year for excellence m
pun edocation (EASP, 2018 1 e end of
mitisive. if seems apposde 1 Qe Mock of the
cutren! style of Mattng opporTuzstes it pediatic
pin  Clronic pam &5 3 beopsychosociak
phemomence and 3 disease m iy own rght Is
pediaine prachice there 15 an established endence
base for molndisiplinary teatmen! spproackes
chanactenzed by 3 chose collabocation of teams
uiuch mciude anesthesiologists, pedatncans
muses, psvcholognts. chitld kfe and fehatdmimon
speaabit e paun manugement B 2
wkspecialty, which correstly 2as no standardized
gundelmes fof traueg and licks recograton 38 2
distinct specialty by regulatory bodies i most
cousiries, fessinng n gredt Vrianons m Ge cotleat
wnd quakry of yunmg To facilitate atempns %
overcoene this concern, G gemeral commentary
will  highkght  examples of esisung qeality

ng oppartumities botk

0 within  dsciplees  for
pnd sesearchen mterested m
e 1 poduatne pain (e Tabie
d peograms discunsed) The
hese exaples will be of we
B developmg Sex own
offer recomumenditions for
< pam educatioa and raumog

ducation

Several prograass lave been developed 10 offer
=terprofesicaal pedistnc pam tramung - theongh
caline o wressive workshop appeoaches. The
Ounlize Pediaenc Pam Cumicutums (The Hospeal foe
Sick Clukien [SickKids] - OPPC) s 2 sexdly
available and free caline tesource w Eaglish &
bealth  cawe gpeofeswomls,  compmsng  len
educanonal modules based oo Be Core Crencalum
for Professiom] Educatice m Pan of IASP
Modwles cover citical. scientific, 20 ethial topacs
and were developed by mtermational pan experts 35
sarepes 1 bndge the koowledpe-to-action Zip
OPENPediamncs 5 2 mienceve &gual Jearmesg
piatform for heaith care cliniciass spomsored by
Boston Children's Hospml It provides fiee access
% documents and Wwdeos covenng A mumther of
areas of pedistne pun: 1t Ao provades accrediled
waning e 3 fee

The Camadian Pain m Chald Heabh Entative
(Based a1 SeckKads — PICH) has notably umted the
siobal commmumity of pediatnc pam reseach
wanees. researchers 20d chmcians (von Baeyer e
al, 2014; von Baeyes et al 2019). For e past 16
vears, PICH R gromided leanung opportumties
mchuding an anmml mstinge. The PICH mutinses
coves 3 wude coment adea such a8 g assessmnen!
and mamagement, acule and cheomec pam. pan
etincs, & well &5 processes 90 lok sodests with
facalty (ep. petworking mesbormg). development
or research capacwty (eg pam research skulls
development) PICH also suppoets possdoctoral
feiows through sstiubon-based fellomships. Most
vecently, PICH o spoasceing Jocal PICHIGO

Phystotherapy.  The wtegration  of the
pnaciples of pan scence in peneral pee-licensuse
plystotherapy curnculuen s lackmg (Wan-Watson
ef al. 2013) As a3 consequence, there exist
agnificant gaps betwees the current best evidence
® pam ssemce and the climcal arena The
recopmtion of this major chascal deficiency has
fostered the imchuston of the 2012 [ASP Pam
Cumculum for Physscal Therapy mro the pre-
Bheepsure program m some pmisdictions such as
Australia (Hush et al, 2018). Addstionally. national
assocations such as the Phywotherapy Pam
Associanon and the Chanered Society of
Physiotherapy in the UK have partnered to deveiop
resouzce fraumeworks for physiotherapists who wark
with people 1w paun 13 order 1o prosade 2 structuse
for competency development However, the
dupanty m pam scence famung particulady m
Pedsatncs, femans Vast AC085 prachung chnscsans
and urisdactions

Post-professtomal  contmuing education
peovides an  opporhanity 1o address the paan
education needs for the practicing pediatnc
plivsiotherapast Continieng profesucnal
developmen! w0 physotherapy  eacompasses a
variety of leammp activities post pre-licensuse
taming. including onlene learming. short courses
and postgraduate academse traming (Leahy et al
2017). Cagrent oppormmties for pediatric-focused
pain science traimmg for physiotherapssts are not
wadely avalable. Rather, adult-focused educanonal
oppormaaties serve as the basis for kmowledge
acquisition in pan science. Notably. several private
conunueng professicnal development  peonaders
exiuding the Newo-Orthopedic Instinte m
Australasia (NOI) and the International Spime and
Pain Insainste 10 the USA (ISPI) offer pain scaence
traiming i the form of short courses — Explaia Pamn
and Therapeutic Pxin  Specialist Certfication
respectively. However, these Ieaming activifaes ase
pot formally recogned as specahist traumang by
professyomal regulatory institations

Although pot pediatnc-focused.  traditiomsl
academic trmmag n pun sdsence M e graduate
fevel 3 an emerpmp  oppormuity,  providing
academnic ngor i peogram development Several
acadeonic  msttutions,  for  example  McGall
Unaversity in Montreal (MeGall University School

of Physscal and Occupational Therapy) and the
Unsversaty of Alberta (University of Alberta Faculty
of Rehabibtation Medicine) offer  graduate
cerificases = pain managemens specific % the
needs of the rehabilitation professional Finally, the
Caodun  Physiothenapy Assoctation offers i85
memibership the oppornuuty %o parsne 2 self-
directed chmical specialist certificabon m pain
science. Which recopnizes phvsiothenapsts who
demomstrate  advanced  climkal  competence
feadershup. contmung  professional  development
and mvolvemnent in research in this specialty area

In phvsiotherapy. there 18 2 pavary of
pediatnc-specific pain sCICpoe MAmINg opporhanitics
available %o peacticing chmicians Clearly, to best
serve pediame panems aod e Doubes, a
significant effort %0 bolster pedkatnic pasn traming
opportumnties for rehabdifation professiomals s

Nursing. Nurses play a key role 1w pun
prevention and nanagentent due 1o thenr proxisuty
o panents and familses withsn their role m the
terduciplinary pumagenest of pam. Nuzees with
spectalized roles focusmg oo pan (ie roles of
clhimcal ouese specalists and purse PrachnoOners
within specialized pain teamn). 25 well 25 purses at
the pomt of care, rate pain & a pnonty wthin
delrvery of care. Assessment and pain treatment and
peeventon guidelnes and protocols gwmde the
peactice of sursing (Amencan Academy of
Pedistnics Conumftee on Fetus and Newbom and
Section on Amesthesiology and Pain  Medscane
2016) Nurses also leam about evidence-based non
pharnmacologc  pan  peeventon and  Mestment
strategies wn infants and children, particularty those
with synthesized evidence from systemahc reviens
These mclude son-pharmacologx suategues suck 25
skin-to-skan contact and beeastfeeding (Taddso et al
20:5) and pom-omiritive sucking and Dalitaed
nxiang for mfaars vodergoing pasmful procedures
(Pilla1 Riddell et al. 2013), as well as the use of
scrose (Stevens ef al. 2016) In older chudren.
aczoss the pediatric age span. distraction strategies
(eg. books, movees, robots, varmual reality) asd
bypoosts have strong enidence for efficacy (Uman
ef al, 2013) Some of these strategies have been
conbened spocesstully i orgamzational approaches
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