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Addiction 

Principles of Adolescent Substance Use 
Disorder Treatment: A Research-Based Guide, 
NIDA 
 Nothing on responsible prescribing to 

children leading to addiction 
Principles of Substance Abuse Prevention for 

Early Childhood: A Research-Based Guide, 
NIDA 
 Nothing on responsible prescribing to 

children leading to addiction 
 



Addiction 

 
 
 

 Used the National Survey on Drug Use and Health 
definition of Drug Abuse:  “Have you ever, even 
once, used a prescription pain reliever that was not 
prescribed for you or that you took only for the 
experience or feeling it caused? 

• For ages 11-17, prevalence range:  6.3% -12.0% 
• Prevalence increases with increasing age in the 

pediatric population.  
 



Goals 

Understand definition of pain and how the 
definition causes problems for infants and 
children 

Understand barriers to effective pain 
management 

Be able to formulate a plan for improving 
analgesia in pediatric patients 

Understand the use of pediatric pain scales 



Objectives 

 Improve your ability to care for children in 
pain 

Explain why treating infant/pediatric pain is 
critical 

 I’m going to challenge you to think 
differently about your approach to pediatric 
patients with pain. 

 I’m going to ask you to make a paradigm 
shift in treating these patients.   



One Patient’s Story 

Pt had a GSW to hip.  Held down while the 

surgeon stuck finger into wound to try and 

locate bullet.  Initially the patient screamed 

and withdrew, patient was then given some 

“sedation” and moaned heavily through the 

procedure. 

 

Have you seen similar things recently? 



One Parent’s Story 

 1 day old goes for his circ.  Older brother just 3 
years before had received a dorsal nerve block at 
the parent’s insistence.  Father was late arriving to 
circ room to find infant tied down and screaming 
while circ was being performed.   
 

 No analgesia or anesthesia had been given to the 
infant.  
 

 Following the procedure, the infant was handed 
back to the father by the nurse who said “They 
always sleep a lot after this, cause they’re a little 
tired….”  The infant was out cold and wouldn’t even 
feed for 5-6 hours. 
 



One Parent’s Story 

 13 yo, 53 kg pt with a URI awakens with RLQ pain 
& has trouble walking.  His cough makes his pain 
worse. His parent takes him to a children’s hospital.  
For his 9/10 pain he receives 2 mg of MS.  At US 
the exam is very painful and he is told “hold still”. 
He is given 1 mg of Ativan.  He returns from US (+ 
appy) writhing in pain.  He is given another 2 mg of 
MS.  After a third dose of MS, he rates his pain 6/10.  
His father arrives and asks for an additional higher 
dose of MS.  2 months later he has persistent 
abdominal pain, mostly at night, and is anxious 
about having to have surgery again. 
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Picture of Civil war 

surgery 

 

 



Barriers to Appropriate Pain 

Management 

 Beliefs 
 Children don’t experience pain like adults 
 Procedural pain management takes too much time 

and effort 
 Doubts about safety of pharmacologic sedation, 

especially in neonates 
 Concerns about adverse effects of medications and 

potential for addiction 
 Lidocaine injection before lumbar puncture is as 

painful as the LP and increases chance of bloody tap 
 Lidocaine wheal makes LP more difficult (loss of 

landmarks) 



Barriers to Appropriate Pain 

Management 

Deficiencies 
 Insufficient time to premedicate/prepare patient 

for procedure 
 Inadequate premedication orders prior to 

procedure 
 Inadequate knowledge/training about pediatric 

pain assessment and treatment 
 Low priority given to pain management by 

medical staff 
 Difficult to conduct ethical placebo-controlled 

analgesia efficacy studies in children. 
 



What is Pain? 

 “An unpleasant sensory and emotional 
experience associated with actual or potential 
tissue damage or described in terms of such 
damage” 

Pain is learned early in life through experience 
with injury International Association for Study of Pain 

 Implies neonates can’t feel pain because they’ve 
had no prior injury experience 

A physical stimulus and the individual’s 
interpretation of that stimulus 



How do children express pain? 

Expression is different by age groups 

Not necessarily by crying 

 Withdrawing  

 Nervousness 

 Anxiety about being separated from parents 

 Acting out 

Your language will affect the child’s response. 

 



Pain expression by age 

Age      Perception                               Reaction 
0-6 mo      No understanding            General stress response 
                                                              w/drawal, crying,   
                                                              physiologic response 
6-18 mo    Fear of painful stim          Screaming, restlessness 
                                                              localization, physiologic  
                                                              response 
18m- 6yr   Illogical & egocentric       Reality distortion, fantasies, 

     poor time appreciation 
 
7-10y       Cause & effect,                 Physiologic response 
                 understand descriptions 
 
11-17y      Logical perception             Deception/ bravado to hide  
                     abstraction                       pain                                                    



Language to avoid 

Do Not Say: 

 “Shot” 

 “Bee Sting” 

 “Hurt” 

 “Needle” 

 

 Say “Poke” or “Pinch” instead 

 Helps to avoid fear and anxiety 



Neonates and Pain 

Myth:  Infants can’t feel pain because of 
unmyelinated nerves & don’t remember pain 

Fact:  Term and preterm infants have fully 
developed pain transmission pathways 
 BUT, LACK inhibitory pathways 
 Based on PET scanning (Chugani) 

Fact: Untreated infant pain causes irritability, 
exhaustion and slowed healing. (McGrath) 
 Increased cortisol and norepinephrine levels 

Fact:  Untreated pain causes increased pain 
responses later in life. Taddio et al, Lancet 



Neonates and Pain 

FACT:  Neonates experience hyperalgesia 

after multiple painful stimuli (i.e. septic 

work up) 

 More pain with near-future painful 

procedures  and even with handling 



Pictures of pain? 

 



Cases to ponder 

One month old that needs a septic workup 
 What are the painful procedures and how can we 

lessen this infant’s pain? 

2 year old needs an LP 
 What are the painful procedures and how can we 

lessen this child’s pain 

4 year old with forehead laceration (very 
anxious and doesn’t want a shot) 



Why treat pain adequately? 

One of our most basic moral obligations as 
healthcare providers. 

Reduction of psychological trauma 
Reduction of patient (child) stress 
Reduction of parent stress 
 Improved parental acceptance of care 
 Improved evaluation of patient (appy/ 

fracture) 
Facilitation of painful procedures 
 Inappropriate treatment of pain has long 

term consequences for child 
 



Parent and Patients 

 Patients and families rate adequate pain 
management second only to making the correct 
diagnosis. 

 IV cannulation was identified as the leading cause 
of procedural pain 
 viewed as equivalent to post operative pain 
 89% of parents in an ED study wanted IV start to 

be painless 
65% were willing to stay an extra hour 
77% would spend an additional $15. 
37% would spend an additional $100 if it 

guaranteed a painless IV start. 
 



Why treat pain adequately? 

 NICU pts w/ repeated heel lances have increased 
pain responses versus pts w/ few heel lances. 
Taddio et al 2002 

 Somatization complaints (stomach ache, headache, 
leg pain) more common in NICU grads versus 
aged-matched controls. Weissman et al 1998 

 Keeping neonates sedated in NICU has greatly 
reduced the rate of intraventricular hemorrhage. 

Male infants circumcised w/out 
anesthesia/analgesia respond more intensely after 
immunizations versus those that did get anesthesia. 
Taddio et al 1997 



Why treat pain adequately? 

Children ≤ 8 who received placebo for painful 
procedure rated pain of subsequent 
procedures higher than controls (given 
fentanyl), even if given “adequate analgesia” 
for repeat procedures. Weisman et al 1998 
 They require more pain meds if not medicated 

initially even if years before. 

By not treating pain you are altering the child’s 
nervous system and their future response to 
pain. 



Do we treat pain adequately? 

 Pts who were treated with analgesics waited an average of 1 
hour.   Lewis et al 1994 

 2009 at a children’s hospital:  76 minutes 
 

 Suboptimal dosing occurs in 33%.   Wilson & Pendleton 1989 
 

 PedsED: 31% w/ long bone fx, 26% with 2nd degree burns 
got pain med, but 100% with SS crisis got meds. Friedland et al 
 

 PED children 2-6 less likely to get pain meds than 6-10yo for 
same conditions.  Alexander &Manno 2003 
 

 Rx of potent pain meds for children is less vs adults for 
similar conditions Hauswald & Annison 2001 

 Not just in ED 
 

 2003 NHAMCS: 74% of pts with long bone fx had pain 
assessed, 56% received opiates  Ritsema et al AEM 2007 



Do we treat pain adequately? 

 Survey study of 156 EM, PEM physicians in the Midwest 
 Practice and beliefs regarding infant (<3 mo) LP in the ED 
 78% thought infant pain response was the same or less than an 

adult 
 Only 30% thought pain of an LP could have long term effects 
 78% thought treating the pain of LP was worthwhile 
 If physician believed that pain treatment was worthwhile, they 

were 11 times more likely to use some sort of pain intervention 



Why do we treat pain inadequately? 

Lack of education:  pain management not a 

formal part of the residency curriculums  

WE underestimate patients pain 
 Nurses tend to underestimate pt pain versus MDs 

 Healthcare providers generally rate pain less than 

their patients due to a different frame of reference 

If you’ve had a kidney stone/ femur fx… 

We’re habituated to pain 
 Lessens our compassion? 



 



 



 



Steps in pain management 

Prevention/ Anticipation 

Adequate Assessment 

Multimodal approach 

Parental Involvement 

Nonnoxious delivery route 

Pain control during procedure 



Prevention/Anticipation 
 Anticipate pain 
 Any procedure you do that will cause pain (IV, LP, Cath UA) 
 Child going to xray for fx films 

 
 Treat prophylactically 
 IV Start 
Jtip, LMX, buffered lidocaine, vapocoolant  
 Nursing protocols for pain meds 

 
 Avoid causing pain 
 IM and heel sticks both very painful 
 IV less painful vs IM 
 Use warmed buffered lidocaine & inject slowly 30 gauge 

needle 



Assessment 

Pain scales available for all ages 
 JCAHO mandated 
 Not the reason we should do it 

3 years and greater can assess their own pain 
if given appropriate tool 
 Faces scale, Oucher scale,  

 Infants 
 Neonatal Infant Pain Scale, Neonatal Facial Coding 

System 
Need to reevaluate frequently 
 Before & after procedure  



Infant Pain Scale 

 



Pain Scales for Older Kids 

 

Pain Scales for Older Kids 



How does fear interact with pain? 

 Huguet, et al developed the Pediatric Pain Fear 
Scale 
 Measured pain-related fear in 7 -16 year olds 

 Higher levels of pain-related fear in children 
correlate with higher levels of:  
 Self-reported pain 
 Disability 
 Anxiety 

 Exaggerated response to procedural pain 
 Poor adjustment to persistent pain 
May be a risk factor for long term disability 

 



Pain assessment in children with 

neurologic impairment (NI) 

NI=CP, progressive genetic, metabolic or neurologic 
conditions with no cure. 

Children with CP who experience pain, > 90% had 
experienced ongoing pain for >1 year, only half were 
receiving treatment for pain. 

Pain occurs: 
  weekly in 44% of children with moderate to 

profound cognitive impairment 
 “almost daily” in 42% with severe to profound 

impairment. 



Pain assessment in children with 

neurologic impairment 

 In children with severe cognitive impairment: 
 Avg pain score was 6.1 
 Average duration was 6 hours 

Rating tools 
 Revised Face, Legs, Activity, Cry, 

Consolability (r-FLACC) 
 Non-Communicating Children’s Pain 

Checklist-Post Operative Version (NCCPC-
PV) 



R-FLACC 

 



 

Non-communicating Children’s Pain Checklist – Revised (NCCPC-R) 

 

 

 
 

NAME:____________________________ UNIT/FILE #: ____________ DATE:____________________ (dd/mm.yy) 

 

OBSERVER:________________________  START TIME:______________AM/PM STOP TIME:_____________AM/PM 

 

How often has this child shown these behaviours in the last 2 hours? Please circle a number for each item. If an item does 

not apply to this child (for example, this child does not eat solid food or cannot reach with his/her hands), then indicate "not 

applicable" for that item. 

 
 

 

 

0 = NOT AT ALL     1 = JUST A LITTLE  2 = FAIRLY OFTEN 3    = VERY OFTEN  NA = NOT APPLICABLE

I.  Vocal 

1. Moaning, whining, whimpering (fairly soft)……………………………………….. 0 1 2 3 NA 

2. Crying (moderately loud)……………………..... ....................... ........... .................... 0 1 2 3 NA 

3. Screaming/yelling (very loud)……………………………………………………… 0 1 2 3 NA 

4. A specific sound or word for pain (e.g., a word, cry or type of laugh)…………….. 0 1 2 3 NA 

 

II. Social 

5. Not cooperating, cranky, irritable, unhappy……………………………………….. 0 1 2 3 NA 

6. Less interaction with others, withdrawn…………………………………………… 0 1 2 3 NA 

7. Seeking comfort or physical closeness ………............. .......................... .................. 0 1 2 3 NA 

8. Being difficult to distract, not able to satisfy or pacify……………………………. 0 1 2 3 NA 

 

III. Facial   

9. A furrowed brow……………………..……… .......... ............ ....................... ............ . 0 1 2 3 NA 

10. A change in eyes, including: squinching of eyes, eyes opened  wide, eyes frowning  0 1 2 3 NA 

11. Turning down of mouth, not smiling……………………………………………….. 0 1 2 3 NA 

12. Lips puckering up, tight,  pouting, or quivering……………………………………. 0 1 2 3 NA 

13. Clenching or grinding teeth, chewing or thrusting tongue out …………………….. 0 1 2 3 NA 

 

IV. Activity 

14. Not moving, less active, quiet……….. …….………………………………………. 0 1 2 3 NA 

15. Jumping around, agitated, fidgety…………………………………………………... 0 1 2 3 NA 

 

V. Body and Limbs 

16. Floppy ……………………………………………………………………………… 0 1 2 3 NA 

17. Stiff, spastic, tense, rigid …………………………………………………………… 0 1 2 3 NA 

18. Gesturing to or touching part of the body that hurts ……………………………….. 0 1 2 3 NA 

19. Protecting, favoring or guarding part of the body that hurts …….…………………. 0 1 2 3 NA 

20. Flinching or moving the body part away, being sensitive to touch……………….... 0 1 2 3 NA 

21. Moving the body in a specific way to show pain  

(e.g. head back, arms down, curls up, etc.) ………………………………………… 0 1 2 3 NA  

 

VI. Physiological 

22. Shivering …………………………………………………………………………… 0 1 2 3 NA 

23. Change in color, pallor …………………………………………………………….. 0 1 2 3 NA 

24. Sweating, perspiring ……………………………………………………………….. 0 1 2 3 NA 

25. Tears………………………………………………………………………………… 0 1 2 3 NA 

26. Sharp intake of breath, gasping……………………………………………………... 0 1 2 3 NA 

27. Breath holding……………………………….……………………………………… 0 1 2 3 NA 

 
VII. Eating/Sleeping 

28. Eating less, not interested in food………………………………………………….. 0 1 2 3 NA 

29. Increase in sleep……………………….…………………………………………… 0 1 2 3 NA 

30. Decrease in sleep……………………. ……….................... ...................................... 0 1 2 3 NA 

 

SCORE SUMMARY: 

Category: I II III IV V VI VII TOTAL 

Score:         

 

Version 01.2004 © 2004 Lynn Breau, Patrick McGrath, Allen Finley, Carol Camfield 



Sources of pain in children with 

neurologic impairment 

Nociceptive:  Tissue injury or inflammation 

 

Neuropathic: Abnormal transmission of pain 

signals due to injury, dysfunction, or altered 

excitability in the peripheral or central 

nervous system 



Sources of pain in children with 

neurologic impairment 

Muscle spasms 
GERD (even with treatment) 
Gastric ulcer 
G-tube 
Pancreatitis (assoc w/ valproic acid and 

hypothermia) 
Cholecysitis (assoc w/ tube feedings) 
Nephrolithiasis (assoc w/ topirimate, ketogenic diet) 
Hip subluxation/fracture 
Dental pain 

 



GI Tract 
GI tract identified in studies as 1 of the most 

common sources of recurrent pain in children with NI 
 Despite treatment for GERD and constipation 
 Have a high pain intensity (7.5/10) 
 Often due to visceral hyperalgesia 

Treating symptoms with meds for neuropathic pain 
improved symptoms 
 Decreased retching and vomiting 
 Improved feeding tolerance 
 Weight gain 
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Make Pain assessment and 

treatment part of your routine 

Every time you walk into the room of a 

child with a painful condition immediately 

begin to think how you’re going to treat that 

pain. 

Remember, you may not know a child is in 

pain unless you specifically ask 
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Multimodal Approach 

More than meds, more than just one med 

Multiple analgesics 

 systemic, topical, inhalational 

Behavioral (Child Life) 

 Distraction 

 Preparation and Rehearsal 

 Breathing techniques 

Don’t forget ice!! 
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Parental Involvement 

Parents can help you 

They may know how their child has 

responded previously 

Parental presence can reduce child’s 

anxiety (generally). 

 Can offer a comforting touch 

 Can be an extra set of hands 

To give sucrose etc. 
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Non-noxious route 
 Always choose the least painful route 

 Oral <Inhaled or IV < Rectal/Nasal < IM 
 Oral 
Hycet, oxycodone liquid, sucrose pain 
Decadron po  croup 
 Inhalation 
Nitrous, methoxyfluorane  pain/ anxiety 
 Nasal  
 fentanyl 

 Topical 
LET for lacs as much as possible 
 Jtip/LMX for IV starts/ LP 
Warmed buffered lido via 30 gauge needle and 3 cc syringe 
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Pain control during procedures. 

Treat pain and anxiety early, adequately & 

preemptively. 

 If you cause the child pain early in the 

procedure, you’re causing unnecessary 

anxiety for the child and decreasing your 

chances at success. 
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Cases to ponder 

 One month old that needs a septic workup 
 What are the painful procedures and how can we lessen this 

infant’s pain? 

 2 year old need’s LP 
 What are the painful procedures and how can we lessen this 

child’s pain 

 4 year old with forehead laceration (who is very anxious 
and doesn’t want a shot) 
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Neonatal sepsis work up 

Prevention/Anticipation 

Adequate Assessment 

Multimodal approach 

Parental Involvement 

Nonnoxious delivery route 

Pain control during procedure 
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Neonatal Sepsis Workup 

Prevention/ Anticipation 
 Cath UA 
 IV/ blood draw 
 LP 

Assessment 
 NIPS,  NFCS 
 Not as helpful here because procedures 

are short, but can help us realize there is 
pain to procedure 
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Neonatal Septic workup 

Multimodal Approach 

 IV start:   LMX or EMLA, Lidocaine inj, Jtip, 

sucrose/ pacifier 

 Cath UA: sucrose/ pacifier, Lidocaine jelly?  

 LP:  Lidocaine injection, Jtip, sucrose/ 

pacifier, LMX 

 Skin to skin contact with mother after 

procedures 
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Sucrose 
 Believed to work via the opioid receptor 
 In adult rats reduces the subsequent pain 

relief of opioids 
 In rat pups: immediate increase in pain 

threshhold that is antagonized by nalaxone. 
 Cochrane database 2013:  “Sucrose is safe 

and effective for reducing needle-related 
procedural pain in neonates ≤ 1 month.” 
 Cochrane database 2012: In infants 1-18 

months, sweet solutions (dextrose, sucrose) 
significantly reduce crying time after 
immunizations. 
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Sucrose:  Dosing 

0.5 ml-2 ml of 24% solution 
PO or by dipping pacifier into sol’n 
 If you dip it, you’ll need to redose it  
 The older the child, the more they’ll need 
2 month old will need dose every couple 

minutes 
May be less effective after 6 months 

Pacifier offers additional comfort measure 
of non-nutritive sucking 

 It’s fast, easy, cheap and effective!! Give it 
a try. 
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LMX/EMLA 
 Can use for LP or IV starts 
 LMX:  lido in liposomal suspension 
 Effective in 30 minutes 
 Needs to be applied with occlusive dressing 
 More expensive vs EMLA 
 Not extensively studied in neonates (vs EMLA)  

 EMLA:  mixture of lidocaine and prilocaine 
 Effective after 45-60 minutes 
 Needs to be applied with occlusive dressing 
 Depth of anesthesia:  5mm 
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Buffered Lidocaine 
Decreases struggling of neonates undergoing LP 

 Increased movement lowers success! (OR 2.1, 

95%CI 1.6-2.6) Nigrovic et al, 2007 

Does NOT lower success rate! 

 Baxter et al, 2006:  doubles success rate! 

 Increase incidence of traumatic taps?  
 Bloody tap caused by not removing your stylet once the needle is below the 

skin surface (OR 1.3 95% CI 1.04-1.7) Nigrovic et al 2007 

Personal experience:  very effective and doesn’t 

increase bloody taps. 
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For every neonatal sepsis w/u 

 Pacifier and sucrose from the start of any/ all procedures 

 Buffered lidocaine +/- JTip for LP 
 1-2 cc in a 3cc syringe 

 30g needle 

 Put it in your pocket to warm up 

 Small wheal by injecting perpendicular to skin 

 Inject deeper (down to hub) withdrawing as you go 

 Combo makes LP virtually/ actually painless 



   Jtip 

New way of painlessly injecting local 
anesthetic 
 Uses compressed air to push liquid into 

epidermis/ dermis 
 No needle and painless 
 No wait: effective within 1 minute (vs 30 min 

for LMX) 
 No “bandaid” to “rip off” vs LMX 
 Does make a loud pop 
Describe it to child before use 
 Rocket blasting off, opening a pop can 
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Jtip 
ED study of Jtip 

 Not randomized or placebo controlled 

Nurse rated ease of use:  1.3 (0-10) 

Nurse rated pt pain with Jtip use: 1.4 (0-10) 

Nurse rated pt pain with IV start 1.3 (0-10)  
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What did kids and parents think? 

61 

 Kids Parents 
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2 year old needs an LP 

Prevention/ Anticipation 

Adequate Assessment 

Multimodal approach 

Parenteral Involvement 

Nonnoxious delivery route 

Pain control during procedure 
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2 year old needs an LP 

Anticipate/ Prevent Painful procedures: 
 IV start 
Labs should be drawn via IV  
Avoid multiple pokes!! 
 LP 

Adequate Assessment  
 Assess current pain – if better controlled 

will make procedure easier 
Multimodal Approach 
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 IV start: 

 Jtip 

 LMX, EMLA (but will take 30-60 

minutes) 

 Local infiltration with buffered 1% lido 

over vein 

Make a small wheal—doesn’t 
decrease success rate 

 

2 year old needs an LP 
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2 year old needs an LP 

 LP site 
 LMX (but will take 30 minutes) 

 JTip (will still need to inject deeper) 

 Local infiltration with buffered 1% lido with 30 gauge for skin wheal 

then 27 gauge for deeper needle  

 LP 
 Fentanyl and versed 

 Nitrous oxide (will need continuous flow) 

 Distraction from Child Life 
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2 year old who needs LP 

Parental involvement 

 Let parent stay in room 

 Parent’s presence typically comforting to child 

 One of biggest fears in young children is being 

taken away from parent  

 You need to get comfortable with parents in the 

room for everything from history to resuscitation 
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4 year old with forehead lac 

 Anticipate/ Prevent Pain 
 LET ASAP 

 Will you need to sedate? 

 Adequate Assessment 
 Faces scale 

 Multimodal 
 Topical, Nitrous, Local if needed 
Use 30 gauge needle, buffered lido, warmed and inject slowly 
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4 year old with forehead lac 

 Anticipate/ Prevent Pain 
 LET ASAP 

 Will you need to sedate? 

 Adequate Assessment 
 Faces scale 

 Multimodal 
 Topical, Nitrous, Local if needed 
Use 30 gauge needle, buffered lido, warmed and inject slowly 
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Nitrous for Lacs 

Luhman, et al at St. Louis Children’s 

Pts randomized to: 

 Standard care: LET + child life 

 SC + Oral Midazolam 

 SC + Nitrous (continuous flow) 

 SC + Nitrous and Midazolam 

Children videotaped, blinded (except for 

Nitrous) distress measured w/ objective scale 
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Nitrous for Lacs 

 Pts similar in all groups (~50/group) 

 Results: 
 Distress scores significantly less in Nitrous group 

 Versed caused a higher score (more distressed) and longer 

recovery time 
More crying, ataxia, dizziness & difficulty walking up to 24 hours after 

2/3 failures were in Versed group 

2 patients: inconsolable/ agitated & required 3-5 hours observation 

 Suturer’s preferred Nitrous only group 
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Nitrous the wave of the future? 

 Has been underutilized in EM and Pediatrics 

 50/50 mixture (Nitronox) may not be as effective as 

higher mixtures (60%) 

 Children can’t generate enough negative  

    pressure to trigger demand valve 

 Is being used extensively at many Peds EDs 

 Is safe, quick and effective 



Nitrous in Action 
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Conclusions 

 We underestimate and under treat pediatric pain in the 
ED. 

 Using objective scales and asking the right questions can 
help us identify children’s pain better.  Make this a part of 
your daily practice. 

 Assess your pediatric patients’ pain frequently and often. 
 When you see a child with a painful condition immediately 

begin thinking how you will treat it and do so 
aggressively.   
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Conclusions 

Neonates DO experience pain.  Not 
treating it can permanently alter their 
nervous system.  Anticipate and treat it!! 

Use effective meds 
 Lortab instead of APAP/ codeine 
 Sucrose/ lido for neonates 

Use multimodal approach 
 Ice, narcotic, nitrous, local (Jtip), 

distraction 
Use least noxious route possible 
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Male Colles 




