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PERSONAL PRACTICE

Pain management

Ann Goldman

Interest in pain in children, both in clinical
practice and research, has been increasing
recently after many years of neglect. However it
is still a difficult area; different opinions and
practices are common and while some aspects
have attracted attention others are still poorly
understood. Pain is a complex sensation, partly
related to the physical damage causing it, but
also influenced by many psychological, social,
and cultural factors. While this can make the
situation more confusing it also offers the pos-
sibility of combining different approaches to
relieve pain.
The subjective nature of pain has always made

it difficult to assess. In children there are extra
problems because of their wide range of mental
and physical development and their limited
experience and communication skills. Pain is not
only a subjective experience for the child who is
suffering but also for the observers - parents,
nurses, and doctors. We each bring our own,

sometimes unrecognised, moral and cultural
attitudes. Ideas such as 'strength through
suffering', 'respect for stoicism', or 'pain as

punishment' are widespread in our history and
literature and can influence our practice. Many
myths, particularly about opioids and their use,
still exist both for medical and nursing staff and
parents; these too can affect the treatment a child
in pain receives. From a practical point of view,
the immediate management problems on the
ward often fall to the junior staff, whose lack of
experience and information in the use of anal-
gesics in children often makes them over

cautious.
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Assessment
Careful assessment of a child in pain is essential
before an effective plan of management can be
developed. Although this can present problems
it has been an area of active research, especially
by psychologists and nurses, and there are now a

number of imaginative, practical, and well
validated methods available. 2 The method used
needs to be chosen carefully to reflect the child's
age, cognitive development, and the clinical
situation. If possible subjective methods are

preferable; visual analogue and numerical scales
are suitable for older children and more concrete
variations of these have been designed for
younger children. Graded scales of facial expres-
sion, either as drawings3 or photographs45 have
been designed for those as young as 3-4 years.
Other ideas include colour scales,6 7 body charts,

and a 'poker chip tool',8 which encourages the
child to represent pain as pieces of hurt, which
they can then quantify. More detailed question-
naires that look at the broad picture of the child's
pain, including history and affective aspects, are
available and may be more helpful for chronic
and recurrent pain.3 9

In babies, infants, and handicapped children
subjective methods are not possible. Behavioural
scales are being developed using observation of
facial expression, body movements, and cry
patterns but parents' and nurses' opinions are
still relied on in most situations. Physiological
measures such as cardiovascular changes,
hormonal concentrations, and palmar sweating,
have been used to reflect stress after acute pain in
neonates, and work continues to try to correlate
these with the babies' behavioural state and to try
to understand what the changes mean in terms of
feelings."'0

Although formal pain measures are often part
of pain studies, routine clinical use is not yet
common. Introducing them can help raise staff
awareness of children's pain and their concern to
treat it. They can help the child, enabling him or
her to explain the pain more clearly and so give
the staff a full picture. When a form of treatment
has been started regular use of a scoring system
can help assess its value.

Management
It is helpful when planning management to
consider whether the pain is acute, chronic, or
recurrent and also to identify both the physical
and psychological components. Acute pains
include those clearly linked with tissue damage
such as trauma, burns, or diseases such as cancer
or sickle cell crisis. Many acute pains are a result
of medical intervention such as procedures or
surgery. Chronic pain may occur with prolonged
illness, for example arthritis or cancer, or pain
which continues beyond the expected time for
recovery, as with reflex sympathetic dystrophy.
Chronic persistent pain such as backache is
uncommon in children but recurrent episodic
pain, in the form of headaches, abdominal and
limb pains, do occur quite frequently and can
prove difficult management problems.

According to the circumstances, treatments
can be chosen and combined from a variety of
approaches. I will review these briefly and then
focus on some particular clinical situations in
which there have been developments and
improvements.
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DRUGS
Drugs form the backbone of treatment for many
children, especially those with a strong physio-
logical component to their pain. Adequate and
regular doses are important, with frequent
review, so they can be adjusted according to the
individual patient's needs. Oral administration is
preferable, unless it is not possible, when intra-
venous, subcutaneous, or rectal routes can be
used. Intramuscular injections, particularly
repeated ones, should be avoided.

In general, with analgesics, a progression from
a mild drug such as paracetamol, to a moderate
weak opioid such as codeine, and then a strong
opioid such as morphine, is followed. As para-
cetamol acts peripherally and the opioids
centrally, they can be combined. Although a
variety of other, newer drugs are available, they
have not shown advantages over the familiar
ones, which are well tried and effective.

Additional drugs are useful in particular situa-
tions. The non-steroidal anti-inflammatory
agents are effective moderate strength pain
relievers, especially for pain such as arthritis,
with a prominent inflammatory component, and
the pain of bony metastases from cancer. Pain
from nerve damage, which has a characteristic
burning, tingling, and shooting nature, is
relatively unresponsive to opioids, but may be
helped by antiepileptics such as carbamazepine
and low dose amitriptyline.

PSYCHOLOGICAL APPROACHES
These should not be reserved for children whose
pain has no clear pathological cause. Fear,
anxiety, and stress contribute to all painful
experiences and concern to reduce them should
be part of every comprehensive treatment plan.
At the simplest level this involves providing
information, preparation, and reassurance and
as parents are likely to give the child the greatest
sense of security, they should be involved and
included. Work with books, play, and art under
the guidance of a play specialist can help a child's
understanding and sense of control.'2

Behavioural and cognitive treatment
approaches can be used to try to modify
behaviour associated with pain and to teach self
management, relaxation, and coping skills.
These have been helpful with some forms of
chronic and recurrent pains'3 and also for child-
ren facing multiple procedures.'4
The response to a noxious stimulus is reduced

when attention is focused elsewhere and
deliberate distraction techniques can be
employed, especially during procedures. The
activity needs to be age appropriate and of
sufficient interest: blowing bubbles, reading an
interactive story, or a new computer game might
qualify.

Hypnosis has been used as a tool in pain
management and, although its mode of action is
not well understood, it can be very effective. '`
Children are often excellent subjects, there are
no side effects and they enjoy the experience. A
therapist with skill and imagination can help the
child get pain relief as they take part in fantastic
adventures, travel to magical lands, or learn to
'turn off painful parts of their body.

ANAESTHETIC PROCEDURES
Many types of techniques can be used success-
fully in children, including extradurals, plexus
and regional blocks, and wound infiltration.
They are being used increasingly perioperatively
and are reviewed in the anaesthetic literature.'8 It
is unusual to use them in other circumstances,
although occasionally they may be of help for
children with malignant disease. Local anaes-
thetic creams such as Emla (mixture of
lignocaine/prilocaine, Astra) applied to the skin
can reduce the pain of venepuncture and have
also been used with some effect before lumbar
puncture. Transcutaneous electrical nerve
stimulation (TENS) is a procedure whereby one
or more electrodes are placed on the skin, and it
delivers a low intensity, high frequency current
at the site of the pain, from a portable unit. It has
been used in adult practice to treat chronic pain,
particularly of sympathetic or neural origin, and
there are some reports of success with similar
pains in children.

Cancer
Management of children with progressive malig-
nant disease has benefited from the develop-
ments of palliative care in adult medicine and
from the introduction of paediatric oncology
nurse specialists, who extend the experience of
the specialist centres into the community, en-
abling families to care for their dying child at
home if this is their desire.

Although the majority (80%) of children dying
from progressive cancer will require strong anal-
gesia,"' good pain relief is possible for almost all
of them. Detailed assessment is important to
distinguish between different pains and, if poss-
ible, their causes so that a logical plan ofmanage-
ment can be made. Analgesics are important but
benefit may be gained from combining them
with other modalities. The plan should be made
in cooperation with the child and family so they
can retain their sense of control. It is essential to
spend time with all families, and particularly
those who are caring for a child at home:
answering their questions, exploring their fears,
ensuring that they are able to manage not only
the routine analgesia but also that they have
confidence to deal with fluctuations in pain and
have a plan in case of problems.
The introduction of long acting morphine

sulphate preparations has been very helpful for
children, reducing the frequency of medication
and making care at home easier. If the child's
pain is no longer relieved by a moderate strength
analgesic, an appropriate starting dose of mor-
phine sulphate is 1 mg/kg twice daily.2" This
should be titrated with the child's pain and
increased accordingly. It is always necessary to
prescribe a short acting morphine preparation at
the same time, which can be used for break-
through pain and also prophylactic laxatives.
Long acting analgesia is also possible with
crushed slow release morphine sulphate tablets
taken orally or whole tablets administered rectallv,
although these are not the manufacturers recom-
mendations.202' If oral medication is no longer
possible, the use of a simple pump to give a
continuous subcutaneous infusion of opioids is
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invaluable, and most families are willing and able
to learn how to draw up drugs, reload the pump,
and even resite subcutaneous needles.

Patient controlled analgesia (PCA)
With PCA the child himself can trigger bolus
doses of intravenous or subcutaneous analgesia
by using a hand held button connected to a
microprocessor controlled infusion pump. The
system can be preset to give a background dose.
Safety is ensured by setting the level of the bolus,
the lockout time between boluses, and the total
dose over a period of time. It has been used
effectively in adults and has been extended to
children recently.'8
PCA helps to compensate for individual

variation in the perception of pain and also
individuals' different responses to opioids. It
seems particularly suited to the management of
pain after surgery and the acute pain of sickle
cell crises, both of which tend to be severe
initially, require intravenous opioids, and
resolve over a period of days. Time is needed to
explain the system beforehand, and while some
children appreciate the increased sense ofcontrol
and responsibility given with PCA, others prefer
a conventional continuous infusion. Dis-
advantages include the expense ofthe system and
limitations in dose programmes and handsets
suitable for younger children.

Neonates
There is, now, a powerful body of literature
refuting past beliefs that neonates do not experi-
ence pain.'02223 This has influenced attitudes to
management, particularly in the intensive care
unit and postoperatively, though optimal tech-
niques are still evolving. Neonates do have
an increased susceptibility to the respiratory
depressant effects of opioids,24 which means that
care and experience are needed to ensure their
safe use. Those receiving ventilatory support can
be effectively and confidently treated with in-
fusions of opiates (fentanyl 2-4 ,ug/kg/hour or
morphine 10 ,ug/kg/hour). For those who are
breathing spontaneously, continuous infusion of
morphine at a lower dose (5-7 ,ug/kg/hour) with
careful monitoring is suggested and is prefer-
able to bolus doses with high peaks and troughs,
risking periods of respiratory depression and
periods of inadequate analgesia. Increasing use
of good local and regional anaesthesia during
surgery can also provide good and safe analgesia.

Conclusion
Pain causes considerable distress and fear to
sick children and their families. Acknowledging
and treating it should be a key component of
paediatric care. Many of those involved: paedi-
atricians, nurses, psychologists, and anaesthe-
tists, have contributed to recent research and
innovations in the management of children with
pain. Each bring different and complementary
skills, all of which should be available to.provide
the best possible care for every child.
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