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The following statement sets out the original aims of the generic document:

I have had a look at the guidelines that I have been sent from various contributors and have looked on the intranet for views from outside the region.

I have asked myself some questions and have put my answers next to them:

1. Is there a need for the group to produce something?

Yes, the group was keen to see and there are few guidelines that I have had that have sufficient detail

2. Is there something out there that we could use unchanged?

No, whilst many things exist most are too brief and specific to a particular unit or part of it and some are perhaps too detailed

3. Is a single guideline what we all want?

No, practise varies from unit to unit and needs to tie in with local practise including for example adult guidelines, the role of acute pain nurses in paediatric analgesia etc

4. Can we contribute something that is useful without spending too long doing it?

Yes, I think so
We decided at the last meeting that the work would need to identify four things: common core factual information, additional best bits of other guidelines, a common structure and finally a standardised format.

Therefore, I think that we should strive to produce a generic paediatric acute pain document. It should be produced as a set of standardised methods for the management of acute pain and should be easily adapted to local use. Indeed, it should not be a “ready to use” document but will need adapting from the framework.

It should have the following framework:

Core factual material including best practise (in no particular order)

· Title

· Authors (ie those who have put together the finishing touches)

· Contents page

· Introduction & Purpose of the guidelines

· Contact details

· Assessment of pain (I think we should ask the group to decide on the favoured methods to put in – we need several to accommodate different ages and ideally they should have the same number of points on the scale to simplify dependent protocols

· Methods

We need a set of standardised prescriptions for all the methods currently in use. People can then select those that they need and remove the rest (e.g. we don’t run epidurals in small children so could delete that from ours at the Alex)

· Oral,

· Parenteral

· PCA

· Epidural

Each set of methods would benefit from a troubleshooting page (if low respiratory rate may need naloxone so this can be put together in a detailed way). Pumps will vary in each unit but a standardised approach to the content of the documentation might save time for someone else and would not take too long for us to do

· Postoperative nausea and vomiting

Structure

Any document we produce in a generic form needs to have a clear structure to it. This is because guidelines are only useful (as opposed to medico-legally box-ticking) if they can be picked up and the information that you want readily found. Ideally, subjects fall onto a single page or several pages and include information in tables rather than text. Any algorithms need to fit so that they can be printed out without losing the bottom because the printer is a different one so we need conventional margins. The contents should be linked to the headings so that this can be redone by anyone without great effort.

Standardised format

I thought about this and decided that we all like our own styles and may want it to tie in with other Trust formats. However, to make it easy to use and adapt I think we should put together consistent hierarchy and choose a very standard Microsoft Style (and say which it is). It is easy to provide some instructions for those who need it so that they can easily choose another style (or of course they can completely change it). I thought about whether it might be better in Word or Publisher. Everyone has and is familiar with Word and the same cannot be said about Publisher so we should use Word and make sure that it is backward compatible with Word (Office) 97. Finally, the most common paper size is A4 and this is what we should use. If we use 12 point font this could be shrunk to other sizes (perhaps).

This document is produced as a starting framework for building your own unit-specific guidelines. It should speed up the process by providing a consistent set of core content which can be amended at will. There is minimal formatting in place, leaving a relatively clean document to use to create your own in your own house style. The table of contents picks up all Heading 1 and Heading 2 styles automatically and you can update it by “right-clicking” the mouse and selecting the preferred option. It is not and is not intended to be proscriptive and you can use, remove and add as you wish. The detail in the document has been limited so that it may retain sufficient flexibility for any unit of any size.

Copyright

Permission to use this document is given on the understanding that if you use the document as the starting point for your own unit’s guidelines that you acknowledge the “West Midlands Anaesthetic Working Group of Partners in Paediatrics” by leaving in place the acknowledgement in the text box at the end.
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Introduction

These guidelines provide direction to medical and nursing staff on the safe and effective relief of acute pain and postoperative nausea and vomiting. In addition, they provide analgesic recipes, contact details and reference sources

The Acute Pain Service will provide in addition the following:

· Education of medical and nursing staff

· Daily assessment of patients using advanced pain control modalities

· Individual advice on pain and nausea and vomiting problems

· Evaluation of new developments in acute pain control

· Audit of the service

· Provide written information on pain control to patients

Contact Details

The following people should be contacted in the event of needing further advice or assistance with the management of Acute Pain or Emesis.

	Time
	Designation
	Contact

	Any time
	Emergency bleep
	Bleep 1234

	Out of Hours

18:00 to 08:00
	First on call

anaesthetist
	Bleep 1234

	Weekdays variable
	Lead Consultant

Dr A. Naesthetist
	Ext 5678

	Weekdays 

08:00 to 15:30 
	Acute pain nurse(s)
	Ext 5678

Bleep 1155


Assessment of Acute Pain

This Trust uses several methods of assessment of acute pain in children. All of these methods are based on numbered categories to facilitate recording on the observation/acute pain/epidural chart. We use three different assessment tools depending on the age and maturity of the child.

These tools have different ranges to be documented so it is essential that the method used is documented on the recording chart

One of the following methods should be used and the method used should be documented on the chart used to record the child’s pain.

These “scores” are relate to ranked categories and are used to facilitate documentation in the limited space available on the chart. Comparisons between the scoring systems cannot be made (eg a score of 2 is not the same in each system), and averages are meaningless and misleading.

Neonatal Infant Pain Scale (NIPS)

	
	
	Individual Score (0, 1 or 2)
	

	Indicator
	0
	1
	2

	Facial expression
	Relaxed (Restful face, neutral expression)
	Grimace (Tight facial muscles, furrowed brow, chin, jaw)
	

	Cry
	No cry (Quiet, not crying)
	Whimper (Mild moaning, intermittent)
	Vigorous crying (Loud scream, shrill, continuous). If infant is intubated, score silent cry based on facial movement.

	Breathing patterns
	Relaxed (Usual pattern for this infant)
	Change in breathing (Irregular, faster than usual, gagging, breath holding)
	

	Arms
	Relaxed (No muscular rigidity, occasional random movements of arms)
	Flexed/extended (Tense, straight arms, rigid and/or rapid extension, flexion)
	

	Legs
	Relaxed (No muscular rigidity, occasional random leg movements)
	Flexed/Extended (Tense, straight legs, rigid and/or rapid extension, flexion)
	

	State of arousal
	Sleeping/Awake (Quiet, peaceful, sleeping or alert and settled)
	Fussy (Alert, restless and thrashing)
	

	Each is scored as 0 or 1 (except crying) give a total score of 0 to 7


Pain Level Intervention

	Score
	Description
	Management

	0-2
	mild to no pain
	None

	3-4
	mild to moderate pain
	Non-pharmacological intervention with a reassessment in 30 minutes

	>4
	severe pain
	Non-pharmacological intervention and possibly a pharmacological intervention with reassessment in 30 minutes


FLACC

	
	
	Individual Score (0, 1 or 2)
	

	Indicator
	0
	1
	2

	Face
	No particular expression or smile
	Occasional grimace or frown, withdrawn, disinterested
	Frequent to constant quivering chin, clenched jaw

	Legs
	Normal position or relaxed
	Uneasy, restless, tense
	Kicking, or legs drawn up

	Activity
	Lying quietly, normal position, moves quietly
	Squirming, shifting back and forth, tense
	Arched, rigid or jerking

	Cry
	No cry (awake or asleep)
	Moans or whimpers, occasional complaint
	Crying steadily, screams or sobs, frequent complaints

	Consolability
	Content, relaxed
	Reassured by occasional touching, hugging or being talked to, distractible
	Difficult to console or comfort

	Each of the five categories is scored from 0 to 2 to give a total score of 0 to 10


Faces Pain Scale - Revised

This is used for younger children. The faces used are not the traditional “smiley” faces as children have been found to confuse the emotion of happiness and pain which although related are not the same and should be managed differently.

The next page has the faces and the instructions for use and should be copied onto card and folded prior to use

It is important to follow these instructions. The score should be an even number. To ensure reliability of this assessment tool the numbers should be hidden from the child. Odd numbers will be picked up in audits and may be interpreted as a documentation error
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Faces Pain Scale – Revised (FPS-R) 




Adapted from Pediatric Pain Sourcebook, www.painsourcebook.ca
          Version: 7 Aug 2007 CL von Baeyer
In the following instructions, say "hurt" or "pain," whichever seems right for a particular child. 
"These faces show how much something can hurt. This face [point to left-most face] shows no pain. The faces show more and more pain [point to each from left to right] up to this one [point to right-most face] – it shows very much pain. Point to the face that shows how much you hurt [right now]." 
Score the chosen face 0, 2, 4, 6, 8, or 10, counting left to right, so '0' = 'no pain' and '10' = 'very much pain.' Do not use words like 'happy' and 'sad'. This scale is intended to measure how children feel inside, not how their face looks. 
Permission for use. Copyright in the FPS-R is held by the International Association for the Study of Pain (IASP) © 2001. This material may be photocopied for non-commercial clinical and research use. To request permission from IASP to reproduce the FPS-R in a publication, or for any commercial use, please e-mail iaspdesk@iasp-pain.org For all other information regarding the FPS-R contact Tiina.Jaaniste@sesiahs.health.nsw.gov.au (Pain Medicine Unit, Sydney Children’s Hospital, Randwick NSW 2031, Australia). 

Sources. Hicks CL, von Baeyer CL, Spafford P, van Korlaar I, Goodenough B. The Faces Pain Scale – Revised: Toward a common metric in pediatric pain measurement. Pain 2001;93:173-183. Bieri D, Reeve R, Champion GD, Addicoat L, Ziegler J. The Faces Pain Scale for the self-assessment of the severity of pain experienced by children: Development, initial validation and preliminary investigation for ratio scale properties. Pain 1990;41:139-150.
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Verbal

This is used for older children in exactly the same way as in adult patients

	Pain on movement
	Score

	None
	0

	Mild
	1

	Moderate
	2

	Severe
	3


Visual Analogue Score

The visual analogue score is not recommended for the routine monitoring of pain and its management. Although popular for its perceived improved accuracy, this is only the case when carried out in a very precise way requiring the training of both the staff and the patient prior to the onset of pain. Without this the tool is inaccurate and often misleading and this is exacerbated when used for audit. This tool is best reserved for clinical research alone.

Strategy for managing acute pain

The aim of effective acute pain management is to provide humane and safe that will return the child to 

Achievement of this relies on the following key points:

· Psychological

· Reassurance & explanation to both child and parents

· Quiet, calm, child oriented environment

· Physical

· Alleviating pressure and movement from the pain site

· Monitoring

· Pain should be pro-actively managed by regular pain assessment

· Recheck after treatment to ensure effectiveness of strategy

· Pharmacological

· Regular simple and non-opioid analgesia

· Supplementary analgesia as required

· Titrating the 

A stepwise approach (the Analgesic Ladder is a popular concept for this) is useful starting with simple analgesic methods with few side effects progressing to the sequential addition of other analgesics having greater effect but additional side effects.

Local anaesthetic techniques should be used whenever possible to provide part of the post-operative analgesia.

Analgesic ladder (Omit NSAID’s if contra-indicated)

	
	
	
	
	
	Systemic morphine

	
	
	
	
	Oral morphine
	

	
	
	
	Codeine or tramadol
	
	

	
	
	NSAID
	NSAID
	NSAID
	(NSAID)

	
	Paracetamol
	Paracetamol
	Paracetamol
	(Paracetamol)
	(Paracetamol)

	No pain


	Mild
	Mild to moderate
	Moderate
	Moderate to severe
	Severe


The ladder is a best used as a simple guide to how to add in analgesic drugs and methods as more severe pain is encountered and to remove them as pain lessens in a series of steps. The aim is to achieve mild or no pain throughout, and the categories at the bottom might be considered as the pain that would exist if no analgesia were administered. Clearly, a patient effectively treated with a combination of paracetamol, NSAID and systemic morphine to achieve mild pain will be unlikely to cope with paracetamol alone on the next dose. The other problem is that the pain assessment scores can be categorised into mild, moderate and severe pain but this is not consistent across the methods. The best solution is to assess the pain, score and document it, and then administer drugs according to the score and by expectation from the type of surgery or trauma. Assess the effectiveness of the treatment and move up and down the analgesic ladder as necessary. Whilst numerous complicated and visually-appealing algorithms exist based on the scores measured from various pain assessment tools, they are grossly simplistic for manipulating an extremely complex physiological process. There is really no substitute from experience and accurate frequent pain assessment feeds into that learning process.

Methods of analgesic administration

Enteral (Oral and Rectal) Analgesia

Codeine, Diclofenac, Ibuprofen, Oramorph®, Paracetamol, Tramadol

Uses

Enteral administration is the mainstay of analgesia and should be used whenever not contraindicated. Oral NSAID’s should be avoided in the absence of food or milk and a single dose by another route is an acceptable alternative.

Areas

A&E, Ward 1, paediatric ITU

Monitoring

Frequency of monitoring of vital signs is dependent on the drug used

A parent’s permission for the use of rectal analgesia should be sought and documented prior to prescription and administration

Parenteral analgesia
morphine, tramadol, 

Uses

Parenteral administration is used when oral or rectal administration of a drug is unsuitable, for example:

· “nil by mouth” for surgical reasons

· Significant nausea or active vomiting

· No enteral preparation manufactured

· Child compliance

NB: “nil by mouth” for pre-operative preparation is not a contraindication urgical reasons

Areas

A&E, ward 1, theatre recovery, paediatric ITU

Monitoring

Frequency of monitoring of vital signs is dependent on the drug used

Strength of drug effect

It is important to appreciate that the route used will affect the time to onset of effect but also the peak effect and the duration of action. For example, morphine given intravenously will start to work within a minute, peak within 5 minutes and wear off after an hour. If given intramuscularly or subcutaneously the effect may take 20 minutes to peak and will be at a lower level. However it will last for several hours.

Patient-Controlled Analgesia (PCA)

Nurse-Controlled Analgesia (NCA)

IV infusion

morphine

Uses

Patient-Controlled and Nurse-Controlled analgesia uses small doses of intravenous opiate (morphine) given more frequently to maintain an adequate level of analgesia. It is particularly useful for moderate to severe pain to supplement existing enteral analgesia. IV infusion may be used in conjunction with these methods or as a standalone method.

Do not use in conjunction with morphine, diamorphine or pethidine by other routes
Areas

A&E, ward 1, theatre recovery, paediatric ITU

Monitoring

Vital signs and pain should be monitored every 15 minutes for the first hour then hourly for 2 hours thereafter 4 hourly

Set-up

MACROBUTTON NoMacro [Click here and insert information about your own pumps ]
Prescription

Use for PCA/NCA and IV infusion

	Weight
	Drug
	Mixture
	Concentration

	≥50 kg
	Morphine sulphate
	50 mg to 50 ml with 0.9% saline
	1 mg/ml

	<50 kg
	Morphine sulphate
	1 mg/kg to 50 ml with 0.9% saline
	20 mcg/kg/ml


Loading dose morphine sulphate 0.1 mg/kg 

	Age
	Regime
	Bolus
	Lockout
	Background infusion

	≥ 16 y
	PCA
	1 ml
	5 min
	Nil

	8 y to <16 y
	PCA
	1 ml
	5 min
	0.2 ml/h

	5 y to <8 y
	PCA
	1 ml
	5 min
	0.2 ml/h

	5 y to <8 y
	Infusion
	Nil
	-
	0.5 – 1.5 ml/h

	3 m to <5 y
	NCA 
	1 ml
	30 min
	1.0 ml/h

	3 m to <5 y
	Infusion
	Nil
	-
	0.5 – 1.0 ml/h


Ensure naloxone is prescribed whenever systemic opioids are prescribed

An IV loading bolus may be required to achieve effective plasma levels quickly. This may be given separately by a suitably trained member of staff. If not it will be necessary to press the demand button repeatedly at the lockout time limit until adequate analgesia is achieved. The PCA/NCA button should be pressed whenever it is painful. 

Safety with this device is achieved by relying on the patient being unable to press the button when they are asleep which will occur before they are in danger of severe respiratory depression and by limiting the frequency that the device will deliver a dose. In nurse-controlled analgesia this is achieved by the nurse not pressing the button unless the child is rousable

It is essential that the bolus button is not pressed by anyone other than the patient or a suitably trained nurse. This must be emphasised to the parents and visitors. Other children on the ward must not be allowed to press the button.

Epidural analgesia

bupivacaine, ropivacaine

Uses

Epidural infusions are used to manage pain following major surgery of the torso or lower limbs. 

Do not use in conjunction with morphine, diamorphine or pethidine by other routes, if opioids have been used in the epidural
Areas

Ward 1, theatre recovery, paediatric ITU



Monitoring

It is essential that epidurals are only managed by specifically trained (and certified) staff.

Vital signs and pain should be monitored every 15 minutes for the first hour then hourly for 2 hours thereafter 4 hourly. Following a bolus of a change in the infusion rate the child should be monitored closely for the following 20 minutes with pulse and blood pressure measured every 5 minutes. Thereafter, hourly checks should be done. A block check should be performed 4 hourly and 20 minutes after changes or boluses.

Set-up

MACROBUTTON NoMacro [Click here and insert information about your own pumps ]
Prescription

	Mixture
	Surgical site
	Initial dose
	Infusion

	Bupivacaine 0.15% plain
	Lower limb
	0.5 ml/kg
	0.2 to 0.4 ml/kg/h

	Bupivacaine 0.15% plain
	Abdomen
	0.75 ml/kg
	0.2 to 0.4 ml/kg/h

	Ropivacaine 2mg/ml
	Lower limb
	0.5 ml/kg
	0.2 to 0.4 ml/kg/h

	Ropivacaine 2mg/ml
	Abdomen
	0.75 ml/kg
	0.2 to 0.4 ml/kg/h


Caudal Analgesia & Peripheral Nerve Blockade

Under the direction of anaesthetist

Uses

Caudal epidurals and peripheral nerve blockade techniques provide a local anaesthetic block of pain transmission without the risk of systemic side effects developing later. They should be considered for surgery and trauma to limbs and surgery to the groin and genitalia. It is strongly recommended that some form of local anaesthetic technique is used wherever possible as part of analgesic management.

Areas

Ward 1, theatre recovery, paediatric ITU



Management

They are instigated under the direction of anaesthetists and should not be considered risk free. The following points are important:

· Parents and child should be advised (loss of sensation can otherwise be distressing)

· All must be aware that loss of sensation also removes protective reflexes such as “hot”

· Supplementary analgesia often required with block (complete blockade may not be necessary or possible and is not a failure of the technique)

· Other analgesia must be implemented before the block wears off

· Except for epidural analgesia (or caudal opioids) all other pain control methods described in this document can be used in the same doses

Monitoring

Any limb given PNB should be checked whenever routine observations are performed to ask whether it is still effective and to check that the limb is protected and not in an abnormal position

Intranasal diamorphine

diamorphine

Uses

Intranasal diamorphine is particularly useful for the treatment of pain from burns and fractures. Absorption is more rapid than Oramorph( as the first pass effect is bypassed. Similar precautions apply. It should be seen as a way of initiating analgesia rather than routine maintenance

Areas

A&E

Monitoring

Vital signs and pain should be monitored every 5 minutes for the first hour then again one hour later

Administration

1. Establish the weight of the patient

2. Add saline to the diamorphine powder in the ampoule

3. Draw up 0.2 ml of the solution

4. Sit the patient at 45 degrees (better tolerated than lying down and stays in nose better)

5. Administer the 0.2 ml dose in one nostril using the MAD 300 atomising device.

There is no need for the patient to hold their breath or avoid swallowing.

Prescription

Add the weight-based volume of saline to the 5 mg diamorphine powder in the ampoule to produce a solution of variable concentration. The dose is 0.2ml of the solution. It should not be repeated within one hour of first administration without further advice.

	Weight (in kg to nearest)
	Volume of 0.9% saline
	Dose in 0.2 ml of solution

	15
	0.65
	1.54

	20
	0.5
	2.00

	25
	0.4
	2.50

	30
	0.35
	2.86

	35
	0.3
	3.33

	40
	0.25
	4.00

	50
	0.2
	5.00


Ensure naloxone is prescribed whenever systemic opioids are prescribed

The description here applies to the Intavent Orthofix Ltd MAD 300 atomiser which has a deadspace of 0.09ml. If a device with a different deadspace is used then the prescription table above may need modifying.
Inhalational analgesia 

Entonox® is a 50:50 mixture of oxygen and the analgesic anaesthetic agent, nitrous oxide.

Uses

Entonox® may be used for the short term relief of pain in children of 4 years and over having simple procedures performed. Examples include: venepuncture, suture of lacerations, change of dressing, removal of drains, insertion of long lines.

Administration

Entonox® is administered by specific on demand equipment and it is essential for safety that it is self- administered by the patient. It can cause unconsciousness but will be dropped before a dangerous level is achieved. The patient should supervised throughout by a trained member of staff. The use an anaesthetic machine in the absence of an anaesthetist to make a “homemade” entonox is extremely hazardous and is not permitted.

Contraindications 

· Altered conscious level

· (risk of) pneumothorax

· intra-abdominal obstruction

Control of post-operative nausea and vomiting

Post-operative nausea and vomiting (PONV) is an unpleasant experience occuring for numerous reasons including fear, drug administration, surgical trauma and anaesthesia. Effective control is achieved by targeting prophylactic anti-emesis and treating other episodes as required. Prescription is guided by the anaesthetist.

As with pain, PONV arises by multiple neurological pathways using numerous neurotransmitters. Whichever drug is used it will only be partially effective in blocking that pathway. This may be sufficient to bring the stimulus below a threshold but other drugs may be required in addition to achieve this. Success may be achieved by combinations of drugs or one may be found to be more effective. Of course, resolution of the cause may occur simultaneously giving a false impression of the success of the drug. Such anecdote contributes to much of the myth surrounding anti-emesis in both adult and paediatric practise.

Drug List
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	Analgesic
	Route
	Dose
	Maximum
	Frequency

	Paracetamol


	Oral
	20 mg/kg


	90mg/kg/24h and 4g/24 h
	4 to 6 hourly regularly

	Paracetamol


	Rectal
	40 mg/kg loading dose

20 mg/kg maintenance
	4g/24 h
	6 hourly regularly

	Paracetamol


	IV (over 15 mins)

10-50 kg

≥50 kg as adult
	15 mg/kg

1g
	4g/24 h
	6 hourly regularly

	Ibuprofen


	Oral
	5 mg/kg


	400 mg dose
	8 hourly regularly

	Diclofenac

(over 6 month)


	Oral and

Rectal
	1 mg/kg


	150 mg/24 h
	8 hourly regularly

	Codeine

(NEVER IV)


	Oral
	1 mg/kg


	60 mg dose
	6 hourly regularly

	Morphine sulphate


	Oral (Oramorph®)
	0.2 mg/kg


	
	3 hourly as required

	Morphine sulphate


	SC
	0.15 mg/kg
	
	3 hourly as required

	Morphine sulphate

(≥12y)
	IM
	10 or 15 mg
	
	2 hourly as required

	Morphine sulphate
	IV PCA


	Wt dependent mix

As adult
	
	See p16 for administration details

	Diamorphine


	Intranasal

15-50 kg
	0.1 mg/kg
	
	See p20 for administration details

	Tramadol

(over 12 years)
	Oral

and IV


	50 or 100mg
	400 mg/24h
	4-6 hourly as required

	Antiemetics
	
	
	
	

	Ondansetron


	0.1 mg/kg

(max 4 mg dose)
	IV
	12 hourly
	

	Cyclizine
	1 mg/kg

(max 50 mg dose)
	slow IV

over 5 minutes
	8 hourly
	

	Dexamethasone
	0.15mg/kg

(max 4mg)
	IV
	8 hourly
	

	
	
	
	
	

	Naloxone
	IV
	4 – 10 mcg/kg
	As required
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