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Background : Until now university hospitals in Thailand have not established a clear
guideline for pediatric pain management.

Setting i Patients in the Department of Pediatrics at King Chulalongkorn Memorial
Hospital (a university hospital in Bangkok) from September 15 to
November 15, 2005

Design * A prospective, cross-sectional, descriptive study

Objectives :  The primary objective was the result of implementation of pain management
with selected tools for assessment of pediatric pain intensity.
The secondary objectives were to collect the problems of the tools used,
stimulate the recognition of pain assessment as the fifth vital sign for
pediatric patients.

Methods *  The pediatric patients were classified into 3 groups according to the age.
The pain intensity of patients less than one year of age (group 1) were
assessed by CRIES scale; between 1-5 years (group 2) by the Toddler/
preschooler Postoperative Pain Scale (TPPS); and more than 5 years
(group 3) by Wong-Baker FACES Pain Scale or visual numeric rating scale
(VNRS). The results of pain assessment, management given and attitude

of care providers towards the tools used were recorded.
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** Department of Pediatrics, Faculty of Medicine, Chulalongkorn University
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Results ¢ This survey included 135 pediatric patients who were admitted in
the hospital during the studied period of 2 months. Most of the cases
were non-cancer patients (66.7 %). The total prevalence of pain in
children were 202 episodes which were 31.2 % in group 1, 41.6 % in
group 2, and 27.2% in group 3. The assessed pain scores varied
according to pain problems. According to pain at worst in all groups,
the incidence of pain score of 5 or above was 74.8 %. The responses
provided for the pain problems were analgesics (32.7 %), nonpharmacologic
approach (41.1 %) and no treatment (26.2 %). The problem of the tool
used was detected with CRIES resulting from inconvenience to measure
the non-invasive oxygen saturation. All residents and medical students
who were caring for the pediatric patients were encouraged to add pain
assessment in routine clinical practices.

Conclusion : The selected tools according to the patient's age for assessment of
pediatric pain intensity were practical with a minor problem. The resuit
from this survey provided positive movement for further development of
pediatric pain control which could be expanded to other hospitals in

Thailand.
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The need to adequately treat pain in infants
and children in Thailand is becoming more aware by
healthcare professionals. Children and their parents
also expect that pain will be assessed and managed.
Still there is no clear direction or clinical practice of
pediatric pain management even in university
hospitals. One of the important obstacles for
successful pediatric pain control is how healthcare
providers can know that the children are in pain. So
we can help and alleviate their pain. In this study,
some pain assessment tools were pre-selected
according to the patient’s age for routine clinical
practice. A prospective, cross-sectional, descriptive
study was conducted to observe the result of
implementation of pain management with selected
tools for assessment of pediatric pain intensity. The
secondary objectives were to collect the problems of
the tools used, and stimulate the recognition of pain

assessment as the fifth vital sign for pediatric patients.

Methods

This study involved a survey of clinical
practice by residents and medical students who were
working in pediatric wards so there was no need to
seek for approval from the ethics committee. But we
did get approval from the Department of Pediatrics,
King Chulalongkorn Memorial Hospital. We included
pediatric patients who were in pain and admitted or
observed in the ward from September 15 to November
15, 2005. They were classified into 3 groups according
to the age. The pain intensity of patients less than
one year of age (group 1) were assessed by CRIES
scale ', between 1-5 years (group 2) by the Toddler/
preschooler Postoperative Pain Scale (TPPS) ® and

more than 5 years (group 3) by Wong-Baker FACES
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or Visual Numeric Rating Scale (VNRS ;
0 is no pain while 10 is the worst pain imaginable).
Pain scores of 5 or above were considered
unacceptable and required pain management. Results
of the pain assessment, managemeni given, and the
attitude of the care providers towards the tools used
were also recorded.

All data were documented in standardized
forms. These included the patient’s age, pain
assessment tool used, pain at rest or before treatment,
pain on movement, pain at worst or after treatment,

the response to the patient’s pain, and comments of

the healthcare providers.

Statistical Analysis
Patients in each age group and the responses
provided for the pain problems were expressed in

percentage.

Results

This survey included 135 pediatric patients
who were admitted in the hospital during the studied
period of 2 months. Most of the cases were non-cancer
patients (66.7 %, Table 1) There were 202 episodes of
pain in children which were 31.2% ingroup 1,41.6 %
in group 2 and 27.2 % in group 3. (Table 2) There
were 3 types of pain during the survey which were
postoperative pain (22.3 %), procedural pain (70.3 %)
and cancer related pain (7.4 %) (Table 1). The assessed
pain scores according to age groups varied (Fig. 1).
Most of the patients had low pain score of pain at rest
and higher pain score of pain when movement.
Accdrding to pain at worst in all groups, the incidence
of unacceptable pain score was 151/202 (74.8 %). The

responses provided for the pain problems were shown
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in Table 2. There were 26.2 % of pain problems

that received no treatment. The problem of the tools

used was detected with CRIES resulting from the

inconvenience to measure the non-invasive oxygen

saturation due to requirement of pulse oximeters.
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Residents and medical students who were caring for

pediatric patients at ward were encouraged to add

pain assessment as the fifth vital sign. In addition,

other heaithcare personnel were alerted to routinely

assess pediatric pain.

Table 1. Pain assessment tools, types of patients and types of pain in three groups of pediatric patients.

Group 1 Group 2 Group 3
(112 m.) (12°-60m.) (60" - 180 m.)
Pain assessment tool CRIES™ TPPS®@ FACES®™ or VNRS
Types of patients (135)
® cancer (33.3 %) 5 28 12
® noncancer (66.7 %) 42 37 11
Types of pain
® postoperative pain (22.3 %) 16 9 20
® procedural pain (70.3 %) 46 68 28
® cancer-related pain (7.4 %) 4 6 5

CRIES
TPPS
FACES

VNRS =

Cry, Requires for saturation above 95, Increased vital signs, Expression and Sleeplessness

The Toddler/preschooler Postoperative Pain Scale
The Wong-Baker FACES Pain Rating Scale

Visual Numeric Rating Scale

Table 2. Pain episodes and treatments in three groups of pediatric patients.

Age (m) No. of Pain Treatment
episodes Analgesics Non-pharmacologic No treatment
1-12 63 (31.2 %) 6 35 20
12*- 60 84 (41.6 %) 14 33 32
60" - 180 55 (27.2 %) 46 15 1
Total 202 (100 %) 66 (32.7 %) 83 (41.1 %) 53 (26.2 %)




Vol. 51 No. 1
January 2007

No of
pain episodes
140

120
100
8o
60
40

20

Pain score

mﬁi"ﬁ'as)n'nml'am:aaé’ﬂwtﬁn’lu‘[ﬂwmmaqmaani:ﬁ 33

| pain at rest
m pain on movement

O pain at worst

Figure 1. Assessment of pain intensity by using CRIES, Toddller/preschooler Postoperative

Pain Tool (TPPS), FACES Pain Scale or Visual Numeric Rating Scale (VNRS)

Discussion

The results of our survey showed that
assessment of pediatric pain intensity by selected
tools which was appropriate for the patient’s age could
be done in routine clinical practice and provided
information of the presence and severity of pain, and
the child’s response to treatment.

One of the most common adverse stimuli
experienced by children was pain which could occur
as a result of injury, illness, and necessary medical
procedures. It affected children by increasing anxiety,
avoidance, physical symptoms and also increased
parent distress. Pain was an inherently subjective
multimodal experience and should be assessed and
treated as such. Healthcare professionals should
anticipate predictable painful experiences and
monitor the condition of the patient accordingly. To
successfully treat pain, ongoing assessment of the
presence and severity of pain and the child’s response

to treatment was essential. Reliable, valid, and

clinically sensitive assessment tools were available
for neonates through adolescents'”, although the
effectiveness of pain assessment and management
was lower for infants an younger children. ® Because
pain was an individually subjective experience, self-
report was often favored; however, it was important
to be sure that children, particularly those between
2 and 7 years of age, were competent to provide
information before their report of location, quality,
intensity and tolerability were accepted. Behavioral
observation should be used to complement self-report
and could be an acceptable alternative when valid
self-report was not available. The most common pain
problem encountered was procedural pain, the same
as in the other survey.® Others problems were
postoperative pain and cancer-related pain. We
focussed on the assessment of pain intensity and
introduced it into clinical practice. This could initiate
further movement to improve pediatric pain control

in our hospital. The selected tools were still under
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investigation and subject to change for more flexible
and acceptable tools which could be integrated into
routine clinical practice.

The treatment approach for pain should be
multimodal and meet the child’s needs. The optimal
pain control might be obtained with interventions
ranging from deep sedation and anesthesia to
nonpharmacologic intervention strategies aimed at
facilitating competent coping. Nonpharmacologic
treatment such as distraction, relaxation, and physical
therapies could be used effectively in conjunction
with medications.® The survey showed a high
percentage of no treatment as the response to children
in pain which should be advocated. Expansion of
the body of knowledge of pediatric pain and pediatric
pain management, both in principles and practices,
was necessary. Pain and response to treatment,
including adverse effects, should be monitored
routinely and documented clearly and in a visible
place, such as on the vital sign sheet, to facilitate
treatment and communication among healthcare
professionals.

In summary, the selected tools according to
the patient's age for assessment of pediatric pain
intensity were practical with a minor problem. The
result from this survey provided positive movement
for further development of pediatric pain control which

could be expanded to other hospitals in Thailand.
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Appendix Pain assessment tools : CRIES and TPPS
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