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Children need a special approach

to help with the hurt.

ain is an impor-
tant, and some-
tirnes the only,
component in the
r. 1oisease process.

Sometimes a patient's percep
tioi.r of pain can be the oniy
indicator when all other phys-
-al findings and laboratory
.sts are normal.
Flealth care professionals

ha.re approached pain man-
agement in a very simplistic
fashion until recently-
when it became clear this
approach was woefully inad-
equate and new approaches
were nece-ssary.

For the past 20 years,
lhis new direction has
resulted in a proliferation of
many pain clinics all over
the world.2 Only within the
iast decade, however, has
the need to find effective
pain management for
infants and young children
become a recognized area for extensive
research. The idea that infants and chil-
dren are incapable offeeling pain because
oi imn'rature nervous systems and
'recause of the inability to process painful
;timuli has been found to be untrue.r'

Or.re particular neuroanatomical study
Ciscovered that by 29 weeks of gestation,
pain pathways and the cortical and sub-
ortical centers involved in the percep-

.,on of pain are well developed. as are the
neuroiogic systems for the transrnission
and modulation of painful sensations.a In

fact, premature infants undergoing
surgery with minimal anesthesia, which
was once standard practice, have signifi-
cantly higher stress responses (by hor-
monal and metabolic measures) and sig-

nificantly higher rates of cornplications
and rnortality than those given deeper
anesthesia.5 

6

It comes then as a territrle shock to find
out that our ideas about pain management
are dominated by the myth that children do

not feel pain as intensely as adults and there'
fore reqirire fewer analgesics or none at a11.2
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PROPER ASSESSMENT
Inconsistent approaches

to pain management have
been attributed to lack of
knowledge in the concept
of pain and the usage of
analgesics, as weltr as the
inability to assess chil-
d ren's pain accurately.T "

With a strong knowledge
base, appropriate teaching
about pain assessment and
management can be incor-
porated into the child's
care pian. Teaching should
include information about
the phenomenon of pain,
assessment, and develop-
mentally appropriate inter-
venlions.o The participa-
tion of the caregiver, as
well as the patient anrl
his/her parents, truly ben-
efits a child. A complete
assessment to formulate a

care plan must include dif-
ferent medicinal, cogni-

tive, and behavioral strategies of pain
management.

In the assessment process, it is essential

to incotporate a child's pain history to pro-

vide an individual framework. It is useful to
gather information about the child's perceP

tion of pain by asking open-ended questions

such as: "Tell me what pain is"; '1[4rat helps
the most to take the pain away"; and "Te11

me the hui:l that you have had before."lo

The next step in adequate assessmeni is
the process of quantilying the levei of the
child's pain. Physiological inclicators, sys-
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ternatic observation of behavior, and self-
reporting are the nrcst useftrl tools.e Even
the very youngest of chiidren can feel and
express their response to pain in'a variety
of wa-vs. In cases of infants and preschool
chl1dren, the caregiver must rely upon
facial expression, bod1, movements. and
physiological factcrs to assess pain.r'

in addition, vital irformation may be gath-

ered from the child's par-ents becailse of their-
inherent i;nowledge of their child's behavior.
Ciranges in niotor activity, sleep, or noi-mal
behavior patterns may be indicative o1 pain.

From the age oI 5, a chiid's ability to report
his/her own pain experi.nte using various
age-appropriate assessnient loois has proven
reliab1e. If a child's report of pain difi'ers t"orn
that of ti.re physician's or parent's observa-
tion, il is best to recogr.rize and lreat accorci-
ing to the child's perspective.12

SHTF"REPOHTING 6F PAIPU

Self-reports are sometinres seen as a

cry for attention ancl not as a true indica-
tor of pain. There is also a mistaken notion
that there is a "correct" amount of pain to
any given patheopl-rysiological condition.l:

As a resrili, many caregivers continue to
ignore the individuai child, but rather base
tlieir treatinent on their idea ol the "appro-
priale'' child." Thereiore. ir is the primary
goal of caregivers to assess the child's con-
dition objectively. Then they are able to
rnake optimal use of available strategies to
observe the child's sensitivity and treat
his/her pain effectively.

Even il a child's self-reported pain is
acceptecl as reality, the questio-n is
l.zhether the harm of the unreiieved pain
outweighs the risk ol pain leliel.'t Until
recently, clinicians who choose to use
arralgesia to ease a child's pain during
procednres have had few rational choic-
es available to them. The traditional
approach to rnanage post-operative pain
involved the parenteral administration of
opioids such as n-rorphine, codeine,
methadone, and meperdine given intra-
rlius:cularly. Among young children, the
fear of injections often causes substantial
anxiety ancl stress.

FEAR OF THE NEEDLE
In 1983, McGrath and Unruhl6 found

thai children may clei.r"v-. or at ieasl iail ia
report, pain because they i<now thaL doing
so r,ril1 result iri a needle stick.'Ihis fear of
the needie may cause reluctance from
both the physician anc nursing personnel,
resutrting in the decision to withhold poteni
analgesics. Walco, Cassidy, and Schlecterl5
suggest that the ideal situation is adminis-
tering opioids orally. If this is not indicaterl,
venolls access can be utilized. Througtr'l
the use of analgesic creams, this approach
can be virtualiy painless. The option of a

continuous infusion or bolus dose of the
potent opioids can then be aclministerecl.
Chilciren as young as 6 years of age ha.re
used patient-controlied analgesia resulting
in satisfaction for: both the patient.r anrl
their parents.lT

Some proviclers are still reluctant to use
these narcotic analgesics because of their
association with addiction or respiratory
depression. Altirouglr the potential of
these difficulties is not dispuied, there is
currently no data to sr-tpport the ilotion
that children are more susceptibie to res-
piratory depression iharl adults.1" 1,Vith

adequate monitoring and adherence to
appropriate guidelines for dosages, respi
ratory clepression shoulcl be considered a
rarity in children.'!'

OPIOIDS PROVIDE RELIEF
Likewise, stuclies clearly indicate that

the appropriate use of opioids for post-
operative pain does not produce narcotic
addiction. It is the interaction of complex
psychological, social, and biological fac-
tors within a person that is the precursor
to addiction, not the judicious use oI anal-
gesics.3 Research has prompted a broader
understanding of the pharmacokinetics of
analgesics.

Recent technological aclvances such as

the fentanyl citrate 1ol1ipop have allowed
for administration of a potent opioid
through the oral mucosa in a familiar,
painless manner resulting in aclequate
sedation.'0 Schlecter et al explain that the
transmucosal route of deiivery aliows
rapid onset of action because of direct
absorption into the systemic circulation.
avoiding first-pass metabolism by the
liver. They further suggest that transder-
mal and epidural routes of administration
can also be used.

The child's distress has been drasl-i-
cally reducecl due to these inno,rations
that have climinished t\e neeci for the
repetition of injections. Regardless oi
the risks, physicians should, uncler ali
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-,--1rg as simpie as counting. tiies on the
ieiiiirg cail serve As'distracting clevices,
fr,iu.cic and television can be successfui
clistractions, but are generally nJoie effec-

: iil o1c1er chilciren"
.\rioiescen[s' need for control makes

tirer:r excellent candidates for behavior
inierventions. The use of play or model-
ing provides two examples. Modeling
o.crils when an adolescent sees 1'row his

peers react to tEe same situaiion. Wi]eri
another child is observetl undergoing the
same proceciure, the chilcl can then iearn
about the impendlng experience. Aly pre-

conceived fears concerning the pi-ocetiu;:e

are quickiy dispelied. Flay is also an effec-
tive means of desensitizing a chiid befi-re
a painful event.
Den-ronstration by the health care work-
er of how a procedure is performed can

ailow the chrld to becolne familiarlzed
wiih both tire surroundiugs and the vari-
ous equipment used. tr\'hile heailh care
workers are able to convey methocls and
iinplications of procedr-lres, it is impor-
tant to recognize the irnportance of the
parents'roie. Parents can be most effec-
live in translating tl-re caregiver's instruc-
tions or predicting how their childreu
will responci. Used by themselves or in
conjunction with cognitive strategies.
behavioral techniques can give chiidren
a feeling of power over their olvn pain.
This in ttirn rvil1 increase self-esteem,
.,,rhi1e clecreasing anxiety that n-ray be
associated with painful procedures.

Ih{DII'IDUAL G@PING STNATEGIES
A child's individual coping n-rethod

must be taken into consideration when
formulating a coping strategy.
Experin.rentation may i:e necessary tc, tinri
a coping strategy suitable for the chiicl
and the caregiver. A successful approacir
is then one that is learned easily by both.
Aside fron-i the psychological beiiefiis,
incorporating cr.rgniti-re and behavioral
approaches into a managen-ient strategy is
inexpensive and saves time.'''

Physicians, nurses, social workers, PTs,

and OTs should be at the forefront in learn-
ing these techniques. \4rhen other health
care workers observe how effective these
strategies can be, they too can play a role in
their implementation.

The assessment and treatment of pain
are integral par:ts of pediatrics. If a

physician's medical responsibility is "do
no harm," then educating parents and
other health care providers aborrt the
many multidisciplinary approaches to
pain managernent coincides with a

physician's mission to aileviate a

patier.rt's discomfori.rs Together, health
care organizations can provicle a much
needed pain-controlled environmeni Ior
children that satisfies patients, parerrts,
and providers. n

Randall Oliuer, MD, is a farnily practice pl,tysi-

cian and director of the Oliuer Headacke
and Pain Clinic, Euansuille,Ind.
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cilculllstafices, inake ttre parenis ar,vare

of opioid-related side effects. In addi-
tion, the parents should be present dur-
ing the administration of hny intra-
venolls clrug that calises sedation.
Physicians ancl parents inust consider
the henefit of adeciuately controllecl pain
as opposed to uncontrolled pain. 1'he
psychological status of the child and the
natllre of the clisease are contributing
factors to this decision."

COGNITIVE AND BEHAVIORAI.
PAI],1 MAI{AGEMEIIT

Along with the medicinai n.ranagernent
of a child's pain, cognitive and behavioral
nrethoris oi ma.nagement niay be incorpc-
rated into the treatment plan. This by no
means suggests tl'rat medicinal pain man-
agement should be replaced in serious
ca.ses: however, when used in combina-
tion, a1l rnethotls can enhance each
other's effectiveness. Cognitive approach-
es such as guided irnagery, distraction,
and relaxation are common methods used
as an attempt to alter a child's level of con-
sciousness."

'tr-he "pain switch" is an example of
such an approach. In this techniclue, chil-
dren are asked to visualize a switch, such
as a light switch, that is capable of turn-
ing off their pain in a particular area. For
the creative child, storytelling may be
beneficial. The use of storytelling takes
children to a different place, distracting
them frorn the uncomfortable environ-
nrent arounc.l them.

Yet another cognitive pain management
approach is the "magic g1ove." In this
technique, a magical hand is laid upon the
painful area of the chi1d. Yivid imagina-
tion can allow the youth to believe that
the glove is capable of taking away any
painful sensation.

The child's age will inevitably deter-
rnine the effectiveness of cognitive tech-
niques. The open mind of a preschooler
is more susceptible to tricks using magic
and storytelling, while school-age chil-
dren are more likely to put faith in their
favorite superhero.

This example of ernotive therapy has
even been found to help older children
cope rvith pain as w.-11. A child's favorite
superhero rnal, be weaved into a stor1, as a
so,;rce of strength and control over: his/her
pain sensation.

Distraction, either passive or aggres-
si.re, can be an effective tool as rve1l.
Using a pacifier for infants, or even sotre-
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