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ABSTRACT

Backgraund. Pain is the primary reason for admission to the Emergency Department (ED). However, the manage-
ment of pain in this setting is often inadequate because of opiophagia, fear of excessive sedation, and fear of compromis-
ing an adequate clinical assessment.

Methods. An intersociety consensus conference was held in 2010 on the assessment and treatment of pain in the
emergency setting. This report is the Italian Intersociety recommendations on pain management in the emergency
department setting.

Results. The list of level A recommendations includes: 1) use of IV acetaminophen for opioid sparing properties and
reduction of opioid related adverse events; 2) ketamine-midazolam combination preferred over fentanyl-midazolam
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fentanyl-propofol in pediatric patients; 3) boluses of ketamine IV (particularly in the population under the age of 2
years and over the age of 13) can lead to impairment of the upper airways, including the onset of laryngospasm, requir-
ing specific expertise and skills for administration; 4) the use of ketamine increases the potential risk of psychomotor
agitation, which can happen in up to 30% of adult patients (this peculiar side effect can be significantly reduced
by concomitant systemic use of benzodiazepines); 5) for shoulder dislocations and fractures of the upper limbs, the
performance of brachial plexus block reduces the time spent in ED compared to sedation; 6) pain relief and the use
of opioids in patients with acute abdominal pain do not increase the risk of error in the diagnostic and therapeutic
pathway in adults; 7) in newborns, the administration of sucrose reduces behavioural responses to blood sampling from
a heel puncture; 8) in newborns, breastfeeding or formula feeding during the procedure reduces the measures of dis-
tress; 9) in pediatric patients, non-pharmacological techniques such as distraction, hypnosis and cognitive-behavioural
interventions reduce procedural pain caused by the use of needles; 10) in pediatric patients, preventive application of
eutectic mixtures of prilocaine and lidocaine allows arterial and venous samples to be taken in optimum conditions;
11) in pediatric patients, the combination of hypnotics (midazolam) and N, O is effective for procedural pain, but may
be accompanied by loss of consciousness.

Conclusion. The diagnostic-therapeutic pathway of pain management in emergency should be implemented, through
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further interdisciplinary trials, in order to improve the EBM level of specific guidelines.

Key words: Analgesia - Pain - Emergency treatment - Wounds and injuries - Child.

Pain is the primary reason for admission to
the Departments of Emergency and Urgent
Care (DEA-Dipartimento di Emergenza ¢ Accet-
tazione) ! and adequate analgesia is one of the
cornerstones of effective emergency manage-
ment. However, numerous studies have docu-
mented inadequate pain control in the prehos-
pital setting and in the Emergency Department
(ED).24

The aim of these recommendations is to
provide all emergency operators with an inter-
disciplinary review on diagnosis and treatment
of pain in the different emergency contexts.
Scientific literature highlighted the trend to-
wards systematic oligoanalgesia and opiopho-
bia in the context of an emergency department
practice.>?

In light of the recent introduction of the
Italian Law 38/2010,!° containing the imple-
mentation of the project “Ospedale-territorio
senza dolore” (Pain-Free Hospital and Terri-
tory) (Art. 6) and the obligation to report the
assessment of pain in the medical record (Art.
7), the interdisciplinary working group asserts
the need for a document that could be a useful
tool for healthcare professionals in diagnosing
and treating pain in the emergency setting.
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Materials and methods

The project emerged from the collaboration
between two SIAARTI Study Groups: “Emer-
gency” and “Acute and Chronic Pain”. It was
then extended to other interdisciplinary and
inter-professional societies: Societa Italiana di
Medicina di Emergenza Urgenza (SIMEU), Ital-
ian Resuscitation Council (IRC), Societa Ita-
liana di Anestesia Rianimazione Emergenza e
Dolore (SIARED), Societa Italiana Sistema 118
(SIS 118), Associazione Italiana per lo Studio
del Dolore (AISD), Societa Italiana di Chirurgia
d’Urgenza e del Trauma (SICUT).

During the annual Area Culturale Dolore
SIAARTI convention in 2010, an intersoci-
ety consensus conference was held (SIAARTI,
SIMEU, IRC, SIARED, SIS 118, AISD, SI-
CUT) on the assessment and treatment of pain
in the emergency setting. Following identifica-
tion of clinical needs, a careful review of the lit-
erature was carried out according to evidence-
based medicine (EBM) methodology.

Bibliographical research was conducted using
PubMed (www.pubmed.gov) and including hu-
man studies from January 1991 to June 2013.

An advanced draft, drawn up in 2012, was
brought to the attention of the respective Ex-
ecutive Councils of all the scientific societies in-
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TaBLE L—FLACC scale (face, legs, activity, cry, consolability).

SAVOIA

c Score
ategory 0 ’ 5

Face Neutral expression or smile Occasional grimace or frown, Frequent to constant frown, clenched
withdrawn, disinterested expression  jaw, quivering chin

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

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

moves easily tense

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

Consolability Content, relaxed Reassured by occasional touching,  Difficult to console or comfort

hugging or being talked to;

distractable

The FLACC scale is indicated for newborns and children under the age of 7. Each of the categories can be assigned a score from 0 to 2, for a total

of between 0 and 10. Modified from Merkel SI ez a/.22

volved, which produced their comments by Oc-
tober 30, 2012. The final version was released in
June 2013 and the Scientific Societies involved
expressed their approval.

The literature review has been validated ac-
cording to the levels of evidence proposed by the
SIGN guidelines.!!

A series of questions were identified regarding
issues for which it is not possible to give vali-
dated EBM recommendations, due to the lack
of adequate scientific literature available. This
document includes the answers that obtained
the agreement of >75% of participants, in ac-
cordance with the Delphi method.!2

By applying GRADE methodology to level A
findings, a list of evidence, which can be labelled
as “strong recommendations”, is abstracted at
the end of the conclusions.!!. 13

The authors have disclosed that they have no
significant relationships with or financial in-
terests in any commercial companies related to
these recommendations. They also declared that
neither public nor private sponsorship/fund-
ing supported this study. Finally, the authors
committed to revise these recommendations by
2018.

Pain assessment in the emergency setting

An accurate assessment of the patient and the
pain symptoms is essential for the choice both of
the analgesic and of its route of administration.

Vol. 81 - No. 2

It is equally important to reassess the patient af-
ter each analgesic intervention (Level B).14

The diagnosis of acute pain and its treatment
should be performed consistently for all patients
treated in emergency, both in a prehospital con-
text and in the ED. Upon their arrival in the ED,
all patients should be assessed for any allergies
and intolerances, their level of pain should be
measured and its intensity should be reported
in the clinical chart (medical records, triage card
and 118-national emergency system-card).15 16

The introduction of pain assessment among
the parameters to be recorded during triage
leads to a major clinical improvement, as it
reduces the time required for patients to re-
ceive appropriate analgesic treatment.!” As a
first choice, it is appropriate to use the NRS
(Numeric Rating Scale) from 0, no pain, to 10,
maximum pain imaginable.!8 A reasonable al-
ternative is the semantic assessment of pain us-
ing the VRS (Verbal Rating Scale).1%-20 In pedi-
atric patients it is possible to use the FACES
pain rating scale for children who are able to
speak 2! and the FLACC (Face, Legs, Activity,
Cry, Consolability) scale for those who are un-
able to speak 22.23 (Table I).

In adults with mild-moderate cognitive im-
pairment, it is possible to use descriptive scales
enabling verbal assessment,24 25 while in adults
who are unable to speak it is necessary to adopt

the so-called Pain Assessment IN Advanced De-
mentia (PAINAD) 26 scale (Table II).

MINERVA ANESTESIOLOGICA 207



This document is protected by international copyright laws. No additional reproduction is authorized. It is permitted for personal use to download and save only one file and print only one copy of this Article. It is not permitted to make additional copies

e the electronic copy of the article through online internet and/or intranet file sharing systems, electronic mailing or any other

means which may allow access to the Article. The use of all or any part of the Article for any Commercial Use is not permitted. The creation of derivative works from the Article is not permitted. The production of reprints for personal or commercial use is

k]
S
e
°
L
£
£
@
a
k]
e
@
)
@
<]
g
=}
a
>
9
5
L
<@
2
t
<<
o
=
£
G
&)
f=
e
©
Q<
°
=
5
°
2
£
=
&
9]
<
=
5]
=
Q
T
£
9]
2
®
2
2]
5
=
©
L2
k=1
g
<]
a
@
Ny
9]
£
5

not permitted. It is not permitted to remove, cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Atrticle. It is not permitted to frame or use framing techniques to enclose any trademark, logo,

or other proprietary information of the Publisher.

COPYRIGHT© 2015 EDIZIONI MINERVA MEDICA

SAVOIA

ITALIAN INTERSOCIETY RECOMMENDATIONS ON PAIN MANAGEMENT

TaBLE II.—PAINAD (Pain Assessment IN Advanced Dementia) scale.

Category Score
0 1 2
Breathing Normal Occasional laboured breathing, short Laboured breathing,
period of hyperventilation hyperventilation, Cheyne-Stokes
respiration
Vocalisation None Occasional moans, occasional negative ~ Repeated calls, moans, crying

expressions

Facial expression Smiling or inexpressive

Body language Relaxed
Consolability No need for consolation
touch

Sad, frightened, frown

Tense, nervous movements, restlessness

Distracted or reassured by voice or

Grimaces
Rigid, fidgety, knees bent, striking
out

Inconsolable, cannot be distracted
nor reassured

‘The PAINAD scale is indicated for adult patients who are unable to speak. Each of the categories can be assigned a score from 0 to 2, for a total of

between 0 and 10. Modified from Costardi D ez /.26

Identification of red flags

When first approaching a patient with pain
symptoms, it is strongly recommended to obtain a
quick medical history and an initial physical exam-
ination, in order to exclude diagnostic red flags 27
(Appendix 1) and to identify patients who require
further in-depth investigation 28 (Level B).

Prehospital and Emergency Department care

In the prehospital assistance and on arrival at
the ED, the interdisciplinary group proposed
the following recommendations (Level D):

1. perform systematic assessment and docu-
mentation of pain in appropriate forms. Proceed
to reassessment after each analgesic intervention;

2. define clinical protocols of outpatient pain
treatment in accordance with the local 118 op-
erative center and the hospital EDs;

3. provide emergency vehicles with an ade-
quate supply of analgesics and specific protocols
for their use;

4. provide special training sessions for health-
care professionals involved in territorial health
emergency activities.

Prehospital analgesia

Moderate to severe pain is common in both
adult and pediatric patients in a prehospital en-
vironment 20 (Level D); it is, therefore, required
to carefully plan the analgesic regimen (drug,

208
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dose and route of administration) for optimal
efficacy.

The ideal prehospital analgesic should be easy
to use, safe, effective, and have a predictable
dose-response relationship with rapid onset and
a short duration of action.

The first-line medications for prehospital an-
algesia, in the case of severe pain (NRS 7-10),
are opiates; intravenous (IV) morphine, fentanyl
and tramadol are equally effective in a prehospi-
tal environment 30-32 (Level B).

There is no proven difference between fenta-
nyl and IV morphine in ensuring effective an-
algesia for up to 30 minutes during prehospital
care 33-35 (Level B).

The recommended adult dosages are reported
in Appendix 2.

Preventive use of IV paracetamol provides
good analgesia and reduces morphine consump-
tion and the relative adverse events, as shown in
postoperative pain trials 36 (Level A).

In a prehospital environment it is possible to
ensure effective analgesia by using ketamine 37-40
(Level D).

The use of opioids in patients with traumatic
brain injury should be based on an individual
assessment of the risk-benefit ratio on the basis
of potential side effects, such as the possibility
of interfering with the neurological assessment
and the possibility of causing respiratory de-
pression with hypercapnia and increased inter-
cranial pressure.41, 42
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Analgesia in the Emergency Department

In the ED systemic analgesia and regional
techniques should be considered.43: 44

SYSTEMIC ANALGESICS

Paracetamol (Acetaminophen).—For mild pain
(NRS 1-3), paracetamol is the first choice, in its
oral formulation at the dosage of 1 g, repeatable
every 8 hours.%> It can also be used in its oro-
dispersible formulation, in a protocol based on
pain assessment by nurses, enabling satisfactory
analgesia to be achieved in ED.46

For moderate pain (NRS>3), paracetamol can
be used at the dosage of 1 g IV for up to 4 daily
doses, to reduce opioids consumption (Appen-
dix 2). Paracetamol 1 g IV has proven effective
compared with a dose of 0.1 mg/kg of mor-
phine, in the reduction of pain associated with
renal colic 47 and in the treatment of moderate/
severe isolated injury to the limbs.48

A cross-sensitivity between NSAIDs and para-
cetamol allergy has been described. If the patient
is combative and uncooperative, pain and drug/
alcohol overdose should be considered, when
prescribing paracetamol.

Non-steroidal anti-inflammatory drugs
(NSAIDs).—NSAIDs are indicated for the treat-
ment of mild-moderate musculoskeletal pain,
trauma, renal or biliary colic and for certain
forms of acute headache.49-51 Prior to adminis-
tration of NSAIDs, it is recommended to take a
quick medical history for the purposes of exclu-
sion of any allergies or side effects (gastropathies,
coagulopathies, renal failure).

Tramadol.—Tramadol can be used for mod-
erate-severe pain as a single IV treatment or
orally in the available combinations with para-
cetamol.>2 In the management of pain due to
trauma IV tramadol is an acceptable alternative
to morphine 53 (Level B).

Opioids.—In ED, opioids are frequently pre-
scribed for severe pain and they should preferably
be administered intravenously. Doses should be
adjusted according to age and titrated until the
desired effect is reached (halving the initial level

Vol. 81 - No. 2
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of pain or otherwise NRS<4), using the lowest
effective dose. Patients treated with 7.2, opioids
require close observation in a protected envi-
ronment, where continuous monitoring with
pulse oximetry/capnometry, oxygen therapy and
naloxone are available, due to the possible side
effects (sedation, hypotension and respiratory
depression) 5455 (Level D).

The best method of ensuring rapid and effec-
tive analgesia is to titrate the opioids to clinical
effect, by stratifying patients according to pa-
thology, age, comorbidities, concomitant use of
psychotropic medications.

Most patients report effective analgesia 10
minutes after IV morphine 0.1 mg/kg followed
by 0.05 mg/kg every 5 minutes 34 (Level B). In
hemodynamically unstable or potentially critical
patients, individual titration with IV morphine
is carried out with relatively low doses, equiva-
lent to 1-2 mg, repeated every 5-10 minutes un-
til the desired effects are reached; or alternatively,
particularly in unstable patients, fentanyl can be
used at the dose of 0.5-1 pg/kg IV, or intrana-
sally (IN).

The combination of benzodiazepines and
opioids may increase the risk of respiratory de-
pression and desaturation, necessitating careful
monitoring of the neurological state of the pa-
tient and the arterial saturation.>6

In children, 1.5 pg/kg IN fentanyl ensures ef-
fective analgesia in ED and procedural pain 57-60
and it is the first choice for the treatment for se-
vere pain (Level B).

In the case of “intractable” pain, which is non-
responsive to a proper approach with titration of
major opiates, it is necessary to activate a referral
to the Pain Unit, if present in the hospital, or to
the anaesthetist of the Acute Pain Service (APS)
or the Medical Emergency Team (MET) (Level
D).6!

Although supported by recent scientific litera-
ture, immediate release (IR) opioids or rapid onset
opioids (ROO), approved only for the treatment
of breakthrough pain in the setting of chronic
pain, can be used off-label for the treatment of
acute pain only if included in the guidelines of
the 118 centres and the ED, after approval of the
local Ethics Committees. In order to manage any
complications related to the use of opioids by
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such routes, rapid venous or intraosseous access
must be provided in an emergency.

Analgesics by inbalation—The use of analgesics
by inhalation is not common in Italy. In English lit-
erature, however, a mixture of nitrous oxide (N,0O)
and 50% oxygen has been proposed for minor pro-
cedures in adults and children 62 (Level B).

Ketamine.—The ketamine-midazolam combi-
nation is more effective and has fewer side effects
than fentanyl-midazolam or fentanyl-propofol
in reducing pediatric fractures in ED 63 (Level
A). Boluses of IV ketamine result in significant
morphine-sparing effect, ensuring adequate lev-
els of analgesia if used in the treatment of severe
pain due to trauma in the ED 7 (Level B).

However, particularly under the age of 2 years
and over 13, IV ketamine can lead to impair-
ment of the upper airways and laryngospasm,4
requiring specific expertise and skills for admin-
istration 65 (Level A).

Ketamine increases the potential risk of psycho-
motor agitation in up to 30% of adult patients, but
side effects can be significantly reduced by con-
comitant use of benzodiazepines ¢ (Level A)

Regional techniques

Topical local anesthetics (including liposomal
formulations) (Level A), with (Level B) or with-
out epinephrine, ensure effective analgesia in the
treatment of wounds in the ED.¢7

Regional anesthesia provides high-quality
site-specific analgesia, avoids the potential risks
of respiratory depression, sedation or bleeding,
which are typical of opioids and NSAIDs,68 and
it is particularly indicated for the management
of post-traumatic pain in the ED.

For fractures of the femoral neck, the three-
in-one femoral block, in combination with IV
morphine, ensures analgesia that is superior to
IV morphine alone, reducing the use of rescue
doses ¢ (Level B). For rib fractures, continuous
intercostal blocks improve lung function and
pain control, and reduce the length of hospi-
tal stays 70 (Level B). For shoulder dislocations
and fractures of the upper limbs, brachial plexus
block reduced the time spent in the ED com-
pared to sedation 7172 (Level A).

210 MINERVA ANESTESIOLOGICA
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Peripheral nerve blocks, however, requires
specific training, currently pertaining to anaes-
thetists and resuscitators. Therefore, emergency
operators should improve their knowledge and
systematic use of “elementary” regional tech-
niques (subcutaneous, subfascial, troncular,
plexus infiltrations with local anaesthetics), in
order to reduce and/or eliminate post-traumatic
and procedural pain.”? Blockade of the iliac fas-
cia, which is considered a safe technique because
it is carried out far from vascular structures, en-
sures better analgesia than IV opioids alone in
the treatment of femoral neck fracture 74 (Level
B). However, even “elementary” regional tech-
niques require speciﬁc experience and expertise.

Ultrasound-guided techniques can facilitate
and improve the safety of regional techniques.”>
Therefore, educational courses aimed at improv-

ing knowledge of ultrasound-guided techniques
should be implemented 4344 (Level B).

Non-pharmacological approaches

While analgesics are essential for pain control in
the ED, the importance of non-pharmacological
treatments should not be overlooked: application
of ice, immobilisation of fractures, management of
the psychological aspects of the patient, and pa-
tient information on the causes and the prognosis
of his pain in order to reduce anxiety.”6

Analgosedation for procedural pain

The management of procedural pain in the
ED normally requires a process of close multi-
disciplinary collaboration.

Current analgosedation usually includes mida-
zolam, propofol, ketamine and opiates, resulting
in a continuum of effects on consciousness, from
anxiolysis to light sedation (or conscious sedation,
i.e. without loss of verbal contact with the patient)
and even to deep sedation (with loss of verbal con-
tact) and actual general anesthesia.””> 78

As a rule, non-anesthetists should limit their
practice to conscious sedation techniques.

The mixtures of N,O and 50% oxygen, self-
administered by patients with one-way valves, are
only partially effective and should be administered
in environments with high laminar flows.”
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During analgosedation for procedural pain in
the ED, the same levels of safety currently re-
quired in the operating theatre must be ensured,
even for minor procedures.80-82 The exact type
of monitoring of the vital functions and ex-
tent of such monitoring remains controversial.
The measurement of blood pressure, peripheral
saturation and continuous ECG are considered
unavoidable controls.80 The use of continuous
capnography remains controversial, for the lim-
ited availability of instruments, their cost and
the risk of false positives. However, capnography
may have a decisive role in detecting respiratory
depression caused and/or masked by supplemen-
tary oxygen administration.83-86

Regional analgesia techniques and non-phar-
macological methods should also be promoted.

No studies have determined that a fasting pe-
riod is necessary before undergoing an analgose-
dation procedure in emergency.8” Literature data
are lacking to pronounce an absolute recommen-
dation (Level D). In emergency conditions, for
patients who cannot wait, recent intake of food
is not an absolute contraindication for analgo-
sedation; however, physicians must consider the
risk of aspiration, balancing it with the potential
benefit of pain control.88

For patients who can wait, a fasting period of
at least 2 hours should be observed for clear lig-
uids, at least 4 hours for breast milk, and at least
6 hours for solids and non-breast milk.8?

Special conditions

Trauma

General recommendations for the treatment
of pain in trauma patients (Level B) are:

1. to insert pain assessment on the triage
charts of the trauma center;?0

2. to include elements of differential diagnos-
tics of pain in the secondary assessment;

3. to develop methods of treatment such as:

. appropriate use of paracetamol
J use of opiate titration 9!
. use of regional anesthesia for the trans-

port and invasive procedures;

4. after the stabilisation phase, to identify the
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patients who may develop chronic neuropathic
pain due to inadequate analgesic treatment 92
and make a “pro-active” plan for the prevention
of chronic pain, including:

. continuous regional blocks 93
. treatment of neuropathic pain
. use of opioids even for prolonged pe-

riods in Intensive Care Units, use of
guidelines for analgo-sedation, for the
management of pain and the prevention
of delirium 9495

. physio-kinesio-therapy and early reha-
bilitation

. early psycho-behavioral approach aimed
at preventing and treating post-trau-
matic stress syndrome.%

Abdominal pain

A common belief is that analgesia masks the
signs and symptoms of acute abdominal pathol-
ogies.”” Pain relief and the use of opioids in pa-
tients with acute abdominal pain do not actually
increase the risk of error in the diagnostic and
therapeutic pathway, neither in adults (Level A)
98 nor in children 9 (Level B). In the case of se-
vere pain, the administration of opioids may be
necessary. Although in the past the use of pethi-
dine (meperidine) as a substitute for morphine
was recommended, particularly for renal 100 and
biliary colic because of the theoretical risk of
spasm of smooth muscle, there is no current evi-
dence supporting this position.

Headache

After excluding causes of headache that pose
an immediate risk to the life and health of the
patient (Appendix 1), a rapid and effective con-
trol of pain symptoms is recommended.10!

For emergency treatment of migraine,
prochlorperazine is superior to all the other
classes of medications; triptans and dihydroer-
gotamine are as effective as dopamine antago-
nists, but must be avoided in patients at vascu-
lar risk; NSAIDs and opioids can be used, but
not as a first choice; magnesium may be a useful

adjuvant, especially in pregnant patients (Level
B).102-104
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Elderly patients

In emergency departments and prehospital
settings, elderly patients who complain about
pain are less likely to receive analgesics compared
with younger patients.!05 106

For mild-moderate pain, the first choice is
paracetamol 1000 mg orally, 3 times daily or IV
paracetamol 500-1000 mg every 6 hours. Valid
alternatives include combinations of paraceta-
mol with weak opioids (codeine or tramadol)
54 or with low-dose oxycodone by oral route.107

NSAIDs should not be considered first-line
agents and should be used with extreme cau-
tion in elderly patients, because they are associ-
ated with renal failure and an increased risk of
bleeding of the upper gastrointestinal tract.108
Among NSAIDs, ibuprofen is the most reason-
able choice (there is evidence suggesting to avoid
indomethacin). It is recommended to use the
lowest effective dose for a short period of time
(e.g., 200-400 mg orally 3-4 times a day).109 110
For elderly patients, NSAIDs and COX-2 inhib-
itors should always be prescribed in combination
with a proton pump inhibitor.!1!

Elderly patients tend to need lower doses of opio-
ids compared with younger patients.

Terminally ill patients

In order to reduce the persistently high
number of inappropriate admissions to the
ED areas and the Intensive Care Departments
for terminally ill patients, protocols should be
adopted and shared between the 118 operating
centers and the continuity of care network for
terminally ill patients.!12 Protocols should con-
tain the rules to be adopted in emergencies that
occur in the course of palliative care, identifying
in advance those that require hospital admission
or temporary placement in the Short-Term In-
tensive Observation Unit (Level D).

Children

The main focus of pediatric scientific studies
on pain control in emergency is the management
of procedural pain.

In newborns, the administration of sucrose
reduces behavioral responses to blood sampling

212 MINERVA ANESTESIOLOGICA
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from a heel puncture 113 (Level A); likewise, breast-
feeding or formula feeding during the procedure
reduces the measures of distress 114 (Level A).

In pediatric patients, non-pharmacological
techniques such as distraction, hypnosis and
cognitive-behavioral interventions reduce pro-
cedural pain caused by the use of needles 115
116 (Level A); preventive application of eutectic
mixtures of prilocaine and lidocaine allows arte-
rial and venous samples to be taken in optimum
conditions.!” “Needle-free” lidocaine/tetracaine
patch can be used for needle injections and for
surgical procedures in children from the age of 3
years and older.!18 Minor surgical procedures (cu-
taneous sutures, reduction of fractures) can easily
be carried out, by combining topical anesthesia
and 50% inhalation of N,O without the onset
of major side effects.!1% 120 The combination of
midazolam and N,O is effective but may be ac-
companied by loss of consciousness 7% 121 (Level
A). Administration of N,O must be carried out
in environments with an adequate number of air
changes per hour. In experienced hands, a combi-
nation of hypnotics and analgesics is effective in
reducing procedural pain of moderate intensity
122 (Level B). Adverse events in pediatric patients
are frequent in the absence of adequate moni-
toring, advanced training in cardiopulmonary
resuscitation (Paediatric Advanced Life Support,
PALS) and in the case of multiple medication use.

Recent reports reassess the use of ketamine
in combination or not with propofol 123124 and
propose the use of dexmedetomidine, particular-
ly for advanced medication in burn patients.!25

There are numerous reports of intranasal ad-
ministration of opiates (fentanyl 1-2 pg/kg) as
an alternative to IV morphine in a prehospital
setting or in the ED,126.127 also in the treatment
of severe pain due to sickle-cell disease.128

A partial response to the use of off-label anal-
gosedation medications, which is the norm for
paediatric patients, was recently given in the De-
termination of 27 July 2012 by the Italian Medi-
cines Agency (AIFA), which authorised the com-
mercial use of analgesic and sedative-hypnotic
medications also for pediatric patients.!2?

Pregnant patients

Pregnant women are at risk of not receiving
adequate treatment of pain or not receiving any,
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TaBLE IIl.—FDA medication categories in pregnancy.

Category

Interpretation

A

B

Controlled studies in pregnant women fail to demonstrate an increased risk of fetal abnormalities to the fetus in the
first trimester (and there is no evidence of a risk in later trimesters), and the possibility of fetal harm appears remote.

Either animal-reproduction studies have not demonstrated a fetal risk but there are no controlled studies in pregnant
women, or animal-reproduction studies have shown an adverse effect (other than a decrease in fertility) that was not
confirmed in controlled studies in women in the first trimester (and there is no evidence of a risk in later trimesters).

Either studies in animals have revealed adverse effects on the fetus (teratogenic or embryocidal or other) and there are
no controlled studies in women, or studies in women and animals are not available. Drugs should be given only if the
potential benefit justifies the potential risk to the fetus.

There is positive evidence of human fetal risk, but the benefits from use in pregnant women may be acceptable despite
the risk (e.g., if the drug is needed in a life-threatening situation or for a serious disease for which safer drugs cannot be
used or are ineffective).

Studies in animals or human beings have demonstrated fetal abnormalities, or there is evidence of fetal risk based on
human experience or both, and the risk of the use of the drug in pregnant women clearly outweighs any possible benefit.

The drug is contraindicated in women who are or may become pregnant.

because of widespread fear associated with the
use of medications during pregnancy. The an-
algesics most commonly used in pregnancy are
paracetamol, NSAIDs and opioids.!30

In accordance with the Food and Drug Ad-
ministration (FDA) (Table III), paracetamol in
therapeutic doses is safe in all stages of preg-
nancy and is classified in Risk Category B.13!
Most NSAIDs are also classified in Risk Cat-
egory B; however, several trials have shown that
prenatal exposure to NSAIDs may increase the
risk of structural abnormalities (ventricular sep-
tal defect, diaphragmatic hernia, intrauterine
growth retardation).!32 133 Few data are available
on COX-2 inhibitors; therefore they are classi-
fied in Risk Category C. Opioids have mainly
been studied in the third trimester (labour anal-
gesia) and, therefore, little information is avail-
able on their possible teratogenicity. Tramadol
and codeine are in Risk Category C; fentanyl,
morphine and oxycodone (Risk Category B) are
all equally effective, but must be used with cau-
tion, especially if the pregnancy is at term, due to
the risk of neonatal respiratory depression and/
or neonatal abstinence syndrome.!34 In the last
stage of pregnancy, opioids are in Risk Category
D. There are no analgesics in Risk Category A.

Differences in gender and race

In the treatment of pain in emergency depart-
ments, inequalities may occur with respect to
gender and race.

Vol. 81 - No. 2
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Women who come to the ED with abdomi-
nal pain are less likely to receive analgesics com-
pared with men.!3> Similarly, patients of a low
socio-economic level 136 and the population of
non-Caucasian race (blacks and Hispanics) who
come to the ED with abdominal pain or lower
back pain receive fewer analgesics and experience
longer waiting times compared with whites.!37

The use of standardised protocols for analgesia
in emergency may help to reduce these disparities.
Gender differences in pain perception must also be
taken into consideration. Although the majority of
studies have demonstrated no difference between
the two genders with respect to pain intensity, cog-
nitive and social factors, rather than hormonal or
psychological factors, seem to explain the gender
differences (allodynia and secondary hyperalgesia
may be more pronounced in females).138, 139

In-hospital emergencies

Calls from surgical, medical and oncology depart-

ments

In line with the objectives of the Pain-Free
Hospital and Territory project, a shared organi-
sational model should be created for the as-
sessment of postoperative pain and its proper
treatment, with particular attention to the com-
plications and adverse events linked to it and
their solutions.140. 141

Identification of hospital emergency codes
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TaBLE IV.—Basic pain support — Core curriculum.

BPS: basic pain support

Epidemiology of pain in an emergency

Pathophysiology of pain

Pain rating and measuring scales

Monitoring, and reassessment after an intervention

Pain therapy: analgesic medications and titration of opiates
Regional techniques

Prevention of chronic pain

In-hospital analgesic emergencies

Integration with pain therapy and palliative care networks
(Ttalian Law 38/2010)

Credentialing, and regular monitoring of competency in non-
anesthetists/pain physicians/ED physicians

used to alert the Medical Emergency Team/
Acute Pain Service (MET/APS) may reduce pre-
ventable adverse events 142 (Level C).

Medical and oncology departments should be
closely integrated with the Pain Medicine Op-
erative Unit, for proper identification of requests
for pain therapy consultations in an emergen-
cy.142

The complete clinical documentation must al-
ways be available. Standardised protocol should
be adopted for reassessment of pain symptoms
and for review of the therapeutic plan (Level C).

TaBLE V.—Strong recommendations (Level A).

ITALIAN INTERSOCIETY RECOMMENDATIONS ON PAIN MANAGEMENT

End of life choices and palliative care pathways

For terminally ill patients and the manage-
ment of end of life care, specific STAARTI
guidelines are available on the subject.!12

Palliative care must be guaranteed not only
to cancer patients, but also in the advanced
stages of other chronic pathologies, such

as chronic obstructive pulmonary disease
(COPD). 143, 144

Conclusions

For educational purposes, the working
group has chosen to adopt an algorithm on
the diagnosis and treatment of acute pain
created by the Institute for Clinical Systems
Improvement (ICSI) in 2008,145. 146 modified
and adapted to the Italian context (Appendix
3).

According to the guidelines approved by
the Section and Board of Anesthesiology of
the European Union of Medical Specialists
(EUMS),147. 148 the working group proposes
a basic course on pain in emergency, called

BASIC PAIN SUPPORT (Table IV).

Statement Reference
Preventive use of IV paracetamol provides good analgesia and helps to reduce morphine consumption and the 36
relative adverse events, as shown in the clinical trials on postoperative pain.
For procedural pain, the ketamine-midazolam combination is more effective and has fewer side effects than 63
fentanyl-midazolam or fentanyl-propofol in reducing pediatric fractures in ED.
Boluses of IV ketamine (particularly in the population under the age of 2 years and over the age of 13) can lead to 64, 65
impairment of the upper airways, including the onset of laryngospasm, requiring specific expertise and skills for
administration.
The use of ketamine increases the potential risk of psychomotor agitation, which can happen in up to 30% of adult 66
patients. This peculiar side effect can be significantly reduced by concomitant systemic use of benzodiazepines.
For shoulder dislocations and fractures of the upper limbs, the performance of brachial plexus block reduces the 71,72
times spent in ED compared to sedation.
Pain relief and the use of opioids in patients with acute abdominal pain do not increase the risk of error in the 99
diagnostic and therapeutic pathway in adults.
In newborns, the administration of sucrose reduces behavioral responses to blood sampling from a heel puncture. 113
In newborns, breastfeeding or formula feeding during the procedure reduce the measures of distress. 114
In pediatric patients, non-pharmacological techniques such as distraction, hypnosis and cognitive-behavioral 115,116
interventions reduce procedural pain caused by the use of needles.
In pediatric patients, preventive application of eutectic mixtures of prilocaine and lidocaine allows arterial and 117
venous samples to be taken in optimum conditions.
In pediatric patients, the combination of hypnotics (midazolam) and N,O is effective for procedural pain, but may 79, 121

be accompanied by loss of consciousness.
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pain in emergency require an interdiscipli-
nary approach.

need for an improved knowledge and pro-
mote the use of opioids titration and region-

al techniques.

ric procedural pain control (Table V).

Key messages

— Diagnostic-therapeutic pathways on

— These recommendations highlight the

— Level A evidence is limited to pediat-

10.

11.

12.

13.

14.

Vol.

References

. Todd KH, Ducharme J, Choiniere M, Crandall CS, Fos-

nocht DE, Homel P ez al. PEMI Study Group. Pain in
the emergency department: results of the pain and emer-
gency medicine initiative (PEMI) multicenter study. J Pain
2007;8:460-6.

. Guru V, Dubinsky I. The patient vs. caregiver perception

of acute pain in the emergency department. ] Emerg Med
2000518:7-12.

. Brown JC, Klein EJ, Lewis CW, Johnston BD, Cummings

P. Emergency department analgesia for fracture pain. Ann
Emerg Med 2003;42:197-205.

. Rupp T, Delaney KA. Inadequate analgesia in emergency

medicine. Ann Emerg Med 2004;43:494-503.

. Calil AM, Pimenta CA, Birolini D. The “oligoanalge-

sia problem” in the emergency care. Clinics (Sao Paulo)
2007;62:591-8.

. Galinski M, Ruscev M, Gonzalez G, Kavas J, Ameur L,

Biens D ez al. Prevalence and management of acute pain
in prehospital emergency medicine. Prehosp Emerg Care
2010;14:334-9.

. Marinangeli F, Narducci C, Ursini ML, Paladini A, Pasqua-

lucci A, Gatti A ez al. Acute pain and availability of analge-
sia in the prehospital emergency setting in Italy: a problem
to be solved. Pain Pract 2009;9:282-8.

. Motov SM, Khan AN. Problems and barriers of pain man-

agement in the emergency department: Are we ever going
to get better? ] Pain Res 2008;2:5-11.

. Fosnocht DE, Swanson ER, Barton ED. Changing atti-

tudes about pain and pain control in emergency medicine.
Emerg Med Clin North Am 2005;23:297-306.

Italian Law 15 March 2010, no. 38 “Provisions to ensure
access to palliative care and pain therapy”. Official Gazzette
of the Italian Republic no. 65 of 19 March 2010.

SIGN 50 — Scottish Intercollegiate Guidelines Network — A
guideline developer’s handbook. Revised November 2011.
ISBN 978 1 905813 25 4. Available at: www.sign.ac.uk/
guidelines/published/numlist.html

Tetzlaff JM, Moher D, Chan AW. Developing a guideline
for clinical trial protocol content: Delphi consensus survey.
Trials 2012;13:176.

Schiinemann HJ, Woodhead M, Anzueto A, Buist AS,
Macnee W, Rabe KF ez al. ATS/ERS Ad Hoc Committee
on Integrating and Coordinating Efforts in COPD Guide-
line Development. A guide to guidelines for professional
societies and other developers o% recommendations: intro-
duction to integrating and coordinating efforts in COPD
guideline development. An official ATS/ERS workshop re-
port. Proc Am Thorac Soc 2012;9:215-8.

McLean SA, Domeier RM, DeVore HK, Hill EM, Maio RE
Frederiksen SM. The feasibility of pain assessment in the
prehospital setting. Prehosp Emerg Care 2004;8:155-61.

81 -No. 2

15.

16.
17.
18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

30.

MINERVA ANESTESIOLOGICA

SAVOIA

Hennes H, Kim MK, Pirrallo RG. Prehospital pain man-
agement: a comparison of providers’ perceptions and prac-
tices. Prehospital Emergency Care 2005;9:32-9.

Jennings PA, Cameron P, Bernard S. Measuring acute pain
in the prehospital setting. Emerg Med J 2009;26:552-5.
Vazirani J, Knott JC. Mandatory pain scoring at triage re-
duces time to analgesia. Ann Emerg Med 2012;59:134-8.
Lord BA, Parsell B. Measurement of pain in the prehospital
setting using a visual analogue scale. Prehosp Disaster Med
2003;18:353-8.

Marco CA, Marco AP, Plewa MC, Buderer N, Bowles J, Lee

J. The verbal numeric pain scale: effects of patient education
on self-reports of pain. Acad Emerg Med 2006;13:853-9.
Marco CA, Kanitz W, Jolly M. Pain scores among emergen-
cy department (ED) patients: comparison by ED diagnosis.
J Emerg Med 2013;44:46-52.

Bailey B, Bergeron S, Gravel J, Daoust R. Comparison
of four pain scales in children with acute abdominal pain
in a pediatric emergency department. Ann Emerg Med
2007;50:379-83.

Merkel SI, Voepel-Lewis T, Shayevitz JR, Malviya S. The
FLACC: a behavioral scale for scoring postoperative pain in
young children. Pediatr Nurs 1997;23:293-7.

Babl FE, Crellin D, Cheng ], Sullivan TP, O’Sullivan R,
Hutchinson A. The use of the faces, legs, activity, cry and
consolability scale to assess procedural pain and distress in
young children. Pediatr Emerg Care 2012;28:1281-96.
Gagliese L, Weizblit N, Ellis W, Chan VW. The measurement
of postoperative pain: a comparison of intensity scales in young-
er and older surgical patients. Pain 2005;117:412-20.

Taylor L], Harris J, Epps CD, Herr K. Psychometric evalua-
tion of selected pain intensity scales for use with cognitively
impaired and cognitively intact older adults. Reha%il Nurs
2005;30:55-61.

Costardi D, Rozzini L, Costanzi C, Ghianda D, Franzoni S,
Padovani A et al. The Italian version of the pain assessment
in advanced dementia (PAINAD) scale. Arch Gerontol
Geriatr 2007;44:175-80.

Shipton EA, Tait B. Flagging the pain: preventing the bur
den of chronic pain by identifying and treating risk factors
in acute pain. Eur ] Anaesthesiol 2005;22:405-12.

Sizer PS Jr, Brismée JM, Cook C. Medical screening for red
flags in diagnosis and management of musculoskeletal spine
pain. Pain Pract 2007;7:53-71.

McManus JG Jr, Sallee DR Jr. Pain management in the
prehospital environment. Emerg Med Clin North Am
2005;23:415-31.

Alonso-Serra HM, Wesley K; National Association of
EMS Physicians Standards and Clinical Practices Commit-
tee. Prehospital pain management. Prehosp Emerg Care
2003;7:482-8.

Kanowitz A, Dunn TM, Kanowitz EM, Dunn WW, Van-
buskirk K. Safety and effectiveness of fentanyl administra-
tion for prehospital pain management. Prehosp Emerg Care
2006;10:1-7.

Curtis KM, Henriques HF, Fanciullo G Reynolds CM,
Suber E A fentanyl-based pain management protocol pro-
vides early analgesia for adult trauma patients. ] Trauma
2007;63:819-26.

Galinski M, Dolveck F, Borron SW, Tual L, Van Laer V,
Lardeur JY ez al. A randomized, double-blind study com-
paring morphine with fentanyl in prehospital analgesia. Am

J Emerg Med 2005;23:114-9.

Bounes V, Charpentier S, Houze-Cerfon CH, Bellard C,
Ducassé JL. Is there an ideal morphine dose for prehospital
treatment of severe acute pain? A randomized, double-blind
comparison of 2 doses. Am ] Emerg Med 2008;26:148-54.
Shear ML, Adler JN, Shewakramani S, Ilgen J, Soremekun
OA, Nelson S, et al. Transbuccal fentanyl for rapid relief
of orthopedic pain in the ED. Am ] Emerg Med 2010;
28:847-52.
Macario A, Royal MA. A literature review of randomized

215



This document is protected by international copyright laws. No additional reproduction is authorized. It is permitted for personal use to download and save only one file and print only one copy of this Article. It is not permitted to make additional copies
(either sporadically or systematically, either printed or electronic) of the Article for any purpose. It is not permitted to distribute the electronic copy of the article through online internet and/or intranet file sharing systems, electronic mailing or any other
means which may allow access to the Article. The use of all or any part of the Article for any Commercial Use is not permitted. The creation of derivative works from the Article is not permitted. The production of reprints for personal or commercial use is
not permitted. It is not permitted to remove, cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Atrticle. It is not permitted to frame or use framing techniques to enclose any trademark, logo,
or other proprietary information of the Publisher.

SAVOIA

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

216

COPYRIGHT© 2015 EDIZIONI MINERVA MEDICA

clinical trials of intravenous acetaminophen (paracetamol)
for acute postoperative pain. Pain Pract 2011;11:290-6.
Galinski M, Dolveck F, Combes X, Limoges V, Smail N,
Pommier V et al. Management of severe acute pain in
emergency settings: ketamine reduces morphine consump-
tion. Am ] Emerg Med 2007;25:385-90.

Burnett AM, Salzman ]G, Griffith KR, Kroeger B, Fra-
scone RJ. The emergency department experience with
prehospital ketamine: a case series of 13 patients. Prehosp
Emerg Care 2012;16:553-9.

Bredmose PP, Lockey DJ, Grier G, Watts B, Davies G.
Pre-hospital use of ketamine for analgesia and procedural
sedation. Emerg Med ] 2009;26:62-4.

Stevenson JE, Abernathy MK. Ketamine for prehos-
pital use: new look at an old drug. Am ] Emerg Med
2007;25:977-80.

Corbett SM, Rebuck JA. Medication-related compli-
cations in the trauma patient. ] Intensive Care Med
2008;23:91-108.

Sperry RJ, Bailey PL, Reichman MV, Peterson JC, Pe-
tersen PB, Pace NL. Fentanyl and sufentanil increase in-
tracranial pressure in head trauma patients. Anesthesiology
1992;77:416-20.

ChoiJJ, Lin E, Gadsden J. Regional anesthesia for trauma
outside the operating theatre. Curr Opin Anaesthesiol
2013;26:495-500.

De Buck E Devroe S, Missant C, Van de Velde M. Re-
gional anesthesia outside the operating room: indications
and techniques. Curr Opin Anaesthesiol 2012;25:501-7.
Mattia A, Coluzzi F. What anesthesiologists should know
about paracetamol (acetaminophen). Minerva Anestesiol
2009;75:644-53.

Viallon A, Marjollet O, Guyomarch P, Robert F, Berger
C, Guyomarch S ez al. Analgesic efficacy of orodispersible
paracetamol in patients admitted to the emergency de-
partment with an osteoarticular injury. Eur ] Emerg Med
2007;14:337-42.

Serinken M, Eken C, Tutkcuer I, Elicabuk H, Uyanik E,
Schultz CH. Intravenous paracetamol versus morphine for re-
nal colic in the emergency department: a randomised double-
blind controlled trial. Emerg Med ] 2012;29:902-5.

Craig M, Jeavons R, Probert J, Benger J. Randomised
comparison of intravenous paracetamol and intravenous
morphine for acute traumatic limb pain in the emergency
department. Emerg Med J 2012;29:37-9.

Dijkstra BM, Berben SA, van Dongen RT, Schoonhoven
L. Review on pharmacological pain management in trau-
ma patients in (pre-hospital) emergency medicine in the
Netherlands. Eur J Pain 2013;18:3-19.

Kelley NE, Tepper DE. Rescue therapy for acute migraine,
part 3: opioids, NSAIDs, steroids,and post-discharge med-
ications. Headache 2012;52:467-82.

Carter MR, Green BR. Renal calculi: emergency de-
partment diagnosis and treatment. Emerg Med Pract
2011;13:1-17.

Mattia C, Coluzzi E Sarzi Puttini P, Vigané R. Paraceta-
mol/Tramadol association: the easy solution for mild-
moderate pain. Minerva Med 2008;99:369-90.

Vergnion M, Degesves S, Garcet L, Magotteaux V. Tra-
madol, an alternative to morphine for treating posttrau-
matic pain in the prehospital situation. Anesth Analg
2001;92:1543-6.

Macintyre PE, Loadsman JA, Scott DA. Opioids, ventila-
tion and acute pain management. Anaesth Intensive Care
2011;39:545-58.

Jarzyna D, Jungquist CR, Pasero C, Willens JS, Nisbet
A, Oakes L et al. American Society for Pain Management
Nursing guidelines on monitoring for opioid-induced
sedation and respiratory depression. Pain Manag Nurs
2011;12:118-45.¢10.

Bailey PL, Pace NL, Ashburn MA, Moll JW, East KA,

MINERVA ANESTESIOLOGICA

57.

58.

59.

60.

61.
62.

63.

64

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

ITALIAN INTERSOCIETY RECOMMENDATIONS ON PAIN MANAGEMENT

Stanley TH. Frequent hypoxemia and apnea after se-
dation with midazolam and fentanyl. Anesthesiology
1990;73:826-30.

Mudd S. Intranasal fentanyl for pain management in chil-
dren: a systematic review of the literature. ] Pediatr Health
Care 2011;25:316-22.

Finn M, Harris D. Intranasal fentanyl for analgesia in
the paediatric emergency department. Emerg Med ]
2010;27:300-1.
Cole J, Shepherd M, Young P. Intranasal fentanyl in
1-3-year-olds: a prospective study of the effectiveness of
intranasal fentanyl as acute analgesia. Emerg Med Aus-
tralas 2009;21:395-400.

Borland ML, Clark L], Esson A. Comparative review of
the clinical use of intranasal fentanyl versus morphine in
a paediatric emergency department. Emerg Med Australas
2008;20:515-20.

Brennan E, Carr DB, Cousins M. Pain management: a funda-
mental human right. Anesth Analg 2007;105:205-21.
Burnweit C, Diana-Zerpa JA, Nahmad MH, Lankau CA,
Weinberger M, Malvezzi L et al. Nitrous oxide analgesia for
minor pediatric surgical procedures: an effective alternative to
conscious sedation? ] Pediatr Surg 2004;39:495-9.

Migita RT, Klein EJ, Garrison MM. Sedation and analge-
sia for pediatric fracture reduction in the emergency de-
partment: a systematic review. Arch Pediatr Adolesc Med
2006;160:46-51.
. Green SM, Roback MG, Krauss B, Brown L, McGlone RG,
Agrawal D er al. Emergency Department Ketamine Meta-
Analysis Study Group. Predictors of airway and respiratory
adverse events with ketamine sedation in the emergency de-
partment: an individual-patient data meta-analysis of 8282
children. Ann Emerg Med 2009;54:171-80.

Leroy PL, Schipper DM, Knape HJ. Professional skills and
competence for safe and effective procedural sedation in
children: recommendations based on a systematic review
of the literature. Int ] Pediatr 2010;2010:934298.

Sener S, Eken C, Schultz CH, Serinken M, Ozsarac M.
Ketamine with and without midazolam for emergency de-
partment sedation in adults: a randomized controlled trial.
Ann Emerg Med 2011;57:109-14.

Eidelman A, Weiss JM, Baldwin CL, Enu IK, McNicol
ED, Carr DB. Topical anaesthetics for repair of dermal lac-
eration. Cochrane Database Syst Rev 2011;6:CD005364.
Grindlay J, Babl FE. Review article: efficacy and safety of
methoxyflurane analgesia in the emergency department and
prehospital setting. Emerg Med Australas 2009;21:4-11.
Beaudoin FL, Haran JP, Liebmann O. Comparison of ul-
trasound-guided three-in-one femoral nerve block versus
parenteral opioids alone for analgesia in Emergency De-
partment patients with hip fractures: a randomized con-
trolled trial. Acad Emerg Med 2013;20:584-91.

Truitt MS, Murry J, Amos J, Lorenzo M, Mangram A, Dunn
E et al. Continuous intercostal nerve blockade for rib fractures:
ready for primetime? ] Trauma 2011;71:1548-52.

Stone MB, Wang R, Price DD. Ultrasound-guided supra-
clavicular brachial plexus nerve block vs procedural seda-
tion for the treatment of upper extremity emergencies. Am
J Emerg Med 2008;26:706-10.

Blaivas M, Adhikari S, Lander L. A prospective compari-
son of procedural sedation and ultrasound-guided inter-
scalene nerve block for shoulder reduction in the emer-
gency department. Acad Emerg Med 2011;18:922-7.
Haslam L, Lansdown A, Lee J, van der Vyver M. Survey of
current practices: peripheral nerve block utilization by ED
physicians for treatment of pain in the hip fracture patient
population. Can Geriatr ] 2013;16:16-21.

Foss NB, Kristensen BB, Bundgaard M, Bak M, Heiring
C, Virkelyst C et al. Fascia iliaca compartment blockade for
acute pain control in hip fracture patients: a randomized,
placebo-controlled trial. Anesthesiology 2007;106:773-8.

February 2015



This document is protected by international copyright laws. No additional reproduction is authorized. It is permitted for personal use to download and save only one file and print only one copy of this Article. It is not permitted to make additional copies
(either sporadically or systematically, either printed or electronic) of the Article for any purpose. It is not permitted to distribute the electronic copy of the article through online internet and/or intranet file sharing systems, electronic mailing or any other
means which may allow access to the Article. The use of all or any part of the Article for any Commercial Use is not permitted. The creation of derivative works from the Article is not permitted. The production of reprints for personal or commercial use is
not permitted. It is not permitted to remove, cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Atrticle. It is not permitted to frame or use framing techniques to enclose any trademark, logo,
or other proprietary information of the Publisher.

ITALIAN INTERSOCIETY RECOMMENDATIONS ON PAIN MANAGEMENT

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.
88.

89.

90.

91

92.

Vol. 81 - No. 2

COPYRIGHT© 2015 EDIZIONI MINERVA MEDICA

Bhoi S, Sinha TP, Rodha M, Bhasin A, Ramchandani R,
Galwankar S. Feasibility and safety of ultrasound-guided
nerve block for management of limb injuries by emergency
care physicians. ] Emerg Trauma Shock 2012;5:28-32.
Fein JA, Zempsky WT, Cravero JP; Committee on Pedi-
atric Emergency Medicine and Section on Anesthesiology
and Pain Medicine; American Academy of Pediatrics. Re-
lief of pain and anxiety in pediatric patients in emergency
medical systems. Pediatrics 2012;130:e1391-405.

Bell A, Taylor DM, Holdgate A, MacBean C, Huynh
T, Thom O et al. Procedural sedation practices in Aus-
tralian Emergency Departments. Emerg Med Australas
2011;23:458-65.

Smally AJ, Nowicki TA, Simelton BH. Procedural sedation
and analgesia in the emergency department. Curr Opin
Crit Care 2011;17:317-22.

Pedersen RS, Bayat A, Steen NP, Jacobsson ML. Nitrous
oxide provides safe and effective analgesia for minor
paediatric procedures - A systematic review. Dan Med ]
2013;60:A4627.

Ministry of Labour, Health and Social Policy. Italy. Manual
for Safety in the operating theatre: Recommendations and
Checklist. Oct 2009. [cited 2014 June 10]. Available at:
hetp://www.salute.gov.it/imgs/C_17_pubblicazioni_1119_
allegato.pdf

Deitch K, Chudnofsky CR, Dominici P, Latta D, Sala-
manca Y. The udility of high-flow oxygen during emer-
gency department procedural sedation and analgesia with
propofol: a randomized, controlled trial. Ann Emerg Med
2011;58:360-4.

Eichorn V, Henzler D, Murphy MF. Standardizing care
and monitoring for anesthesia or procedural sedation de-
livered outside the operating room. Curr Opin Anesthesiol
2010;23:494.

Deitch K, Miner J, Chudnofsky CR, Dominici P, Latta
D. Does end tidalCO2 monitoring during emergency
department procedural sedation anf analgesia with pro-
pofol decrease the incidence of hypoxic events? A rand-
omized, controlled trial. Ann Emerg Med 2010;55:258-
66.

Burton F. Towards evidence based emergency medicine:
best BETs from the Manchester Royal Infirmary. BET 2:
should capnography be routinely used during procedural
sedation in the Emergency Department? Emerg Med ]
2012;29:164-6.

Mohr NM, Wessman B. Continuous capnography should
be used for every emergency department procedural seda-
tion. Ann Emerg Med 2013;61:697-8.

Green SM, Pershad J. Should capnographic monitoring be
standard practice during emergency department procedur-
al sedation and analgesia? Pro and con. Ann Emerg Med
2010;55:265-7.

Thorpe R], Benger J. Pre-procedural fasting in emergency
sedation. Emerg Med J 2010;27:254-61.

Taylor DM, Bell A, Holdgate A, MacBean C, Huynh T,
Thom O ez al. Risk factors for sedation-related events dur-
ing procedural sedation in the emergency department.
Emerg Med Australas 2011;23:466-73.

American Society of Anesthesiology Committee. Practice
guidelines for preoperative fasting and the use of phar-
macologic agents to reduce the risk of pulmonary aspira-
tion: application to healthy patients undergoing elective
procedures: an updated report by the American Society of
Anesthesiologists Committee on Standards and Practice
Parameters. Anesthesiology 2011;114:495-511.

Mabry R, McManus JG. Prehospital advances in the man-
agement of severe penetrating trauma. Crit Care Med
2008;36:5258-66.

Malchow RJ, Black IH. The evolution of pain management
in the critically ill trauma patient: emerging concepts from the
global war on terrorism. Crit Care Med 2008;36:5346-54.
Castillo RC, MacKenzie EJ, Wegener ST, Bosse MJ; LEAP

93.
94.

95.

96.

97.

98.

99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.
110.

111.

112.

113.

MINERVA ANESTESIOLOGICA

SAVOIA

Study Group. Prevalence of chronic pain seven years following
limb threatening lower extremity trauma. Pain 2006;124:321-9.
Ilfeld BM. Continuous peripheral nerve blocks: a review of the
published evidence. Anesth Analg 2011;113:904-25.

Mattia C, Savoia G, Paoletti F Piazza O, Albanese D,
Amantea B ez al. SIAARTI. SIAARTT recommendations for
analgo-sedation in Intensive Care Unit. Minerva Anestesiol
20006;72:769-805.

Barr J, Fraser GL, Puntillo K, Ely EW, Gélinas C, Dasta JF e¢
al. Clinical practice guidelines for the management of pain,
agitation, and delirium in adult patients in the Intensive Care
Unit. Crit Care Med 2013;41:263-306.

Interventions for the prevention of Posttraumatic Stress Disor-
der (PTSD) in adults after exposure to psychological trauma.
AHRQ Publication No. 13-EHC062-EF April 2013. [cited
2014 June 10]. Available from: www.ahrq.gov

Ranji SR, Goldman LE, Simel DL, Shojania KG. Do opiates
affect the clinical evaluation of patients with acute abdominal
pain? JAMA 2006;296:1764-74.

Manterola C, Vial M, Moraga J, Astudillo P. Analgesia in pa-
tients with acute abdominal pain. Cochrane Database Syst Rev
2011;1:CD005660.

Klein-Kremer A, Goldman RD. Opioid administration for
acute abdominal pain in the pediatric emergency department.
] Opioid Manag 2007;3:11-4.

Holdgate A, Pollock T. Systematic review of the relative effi-
cacy of non-steroidal anti-inflammatory drugs and opioids in
the treatment of acute renal colic. BMJ 2004;328:1401.
Singh A, Soares WE. Management strategies for acute
headache in the emergency department. Emerg Med Pract
2012;14:1-23.

Kelley NE, Tepper DE. Rescue therapy for acute migraine,
part 1: triptans, dihydroergotamine, and magnesium. Head-
ache 2012;52:114-28.

Kelley NE, Tepper DE. Rescue therapy for acute migraine,
part 2: neuroleptics, antihistamines, and others. Headache
2012;52:292-306.

Kelley NE, Tepper DE. Rescue therapy for acute migraine,
part 3: opioids, NSAIDs, steroids, and post-discharge medica-
tions. Headache 2012;52:467-82.

Platts-Mills TE, Esserman DA, Brown DL, Bortsov AV, Sloane
PD, McLean SA. Older US emergency department patients
are less likely to receive pain medication than younger patients:
results from a national survey. Ann Emerg Med 2012;60:199-
206.

Platts-Mills TE Hunold KM, Weaver MA, Dickey RM, Fern-
andez AR, Fillingim RB ef 4. Pain treatment for older adults
during prehospital emergency care: variations by patient gen-
der and pain severity. ] Pain 2013;14:966-74.

Miner JR, Moore ], Gray RO, Skinner L, Biros MH. Oral
versus intravenous opioid dosing for the initial treatment of
acute musculoskeletal pain in the emergency department.
Acad Emerg Med 2008;15:1234-40.

Hwang U, Richardson LD, Harris B, Morrison RS. The qual-
ity of emergency department pain care for older adult patients.
J Am Geriatr Soc 2010;58:2122-8.

Terrell KM, Heard K, Miller DK. Prescribing to older ED pa-
tients. Am ] Emerg Med 2006;24:468-78.

Cobaugh D, Krenzelok E. Adverse drug reactions and thera-
peutic errors in older adults: a hazard factor analysis. Am J
Health Syst Pharm 2006;63:2228-34.

Abdulla A, Adams N, Bone M, Elliott AM, Gaffin J, Jones D
et al. Guidance on the management of pain in older people.
Age Ageing 2013;42(Suppl 1):i1-57.

SIAARTT Group- Italian Society of Anaesthesia Analgesia
Resuscitation and Intensive Care Bioethical Board. End-of-
life care and the intensivist: STAARTT recommendations on
the management of the dying patient. Minerva Anestesiol
2006;72:927-63.

Stevens B, Yamada J, Lee GY, Ohlsson A. Sucrose for analgesia
in newborn infants undergoing painful procedures. Cochrane
Database Syst Rev 2013;1:CD001069.

217



This document is protected by international copyright laws. No additional reproduction is authorized. It is permitted for personal use to download and save only one file and print only one copy of this Article. It is not permitted to make additional copies
(either sporadically or systematically, either printed or electronic) of the Article for any purpose. It is not permitted to distribute the electronic copy of the article through online internet and/or intranet file sharing systems, electronic mailing or any other
means which may allow access to the Article. The use of all or any part of the Article for any Commercial Use is not permitted. The creation of derivative works from the Article is not permitted. The production of reprints for personal or commercial use is
not permitted. It is not permitted to remove, cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Atrticle. It is not permitted to frame or use framing techniques to enclose any trademark, logo,
or other proprietary information of the Publisher.

SAVOIA

114.

115.

116.

117.

118.

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.

131.

132.

COPYRIGHT© 2015 EDIZIONI MINERVA MEDICA

Holsti L, Oberlander TE Brant R. Does breastfeeding re-
duce acute procedural pain in preterm infants in the neo-
natal intensive care unit? A randomized clinical trial. Pain
2011;152:2575-81.

Cignacco E, Hamers JP, Stoffel L, van Lingen RA, Gessler B
McDougall J ez al. The efficacy of non-pharmacological inter-
ventions in the management of procedural pain in preterm
and term neonates. A systematic literature review. Eur J Pain
2007;11:139-52.

Campbell-Yeo M, Fernandes A, Johnston C. Procedural pain
management for neonates using nonpharmacological strate-
gies: part 2: mother-driven interventions. Adv Neonatal Care
2011;11:312-8.

Taddio A, Gurguis MG, Koren G. Lidocaine-prilocaine
cream versus tetracaine gel for procedural pain in children.
Ann Pharmacother 2002;36:687-92.

Spillman N. A synthetical view of pediatrics, lidocaine, and
procedural pain relief. Plast Surg Nurs 2012;32:54-8.
Reinoso-Barbero F, Pascual-Pascual SI, de Lucas R, Garcia S,
Billoét C, Dequenne V ¢t al. Equimolar nitrous oxide/oxygen
versus placebo for procedural pain in children: a randomized
trial. Pediatrics 2011;127:¢1464-70.

Abdelkefi A, Abdennebi YB, Mellouli F Othman TB, Tor-
jman L, Ladeb S ez al. Effectiveness of fixed 50% nitrous
oxide oxygen mixture and EMLA cream for insertion of
central venous catheters in children. Pediatr Blood Cancer
2004;43:777-9.

Baygin O, Bodur H, Isik B. Effectiveness of premedication
agents administered prior to nitrous oxide/oxygen. Eur J An-
aesthesiol 2010;27:341-6.

Kennedy RM, Luhmann JD, Luhmann SJ. Emergency de-
partment management of pain and anxiety related to ortho-
pedic fracture care: a guide to analgesic techniques and proce-
dural sedation in children. Paediatr Drugs 2004;6:11-31.
Slavik VC, Zed PJ. Combination ketamine and propofol
for procedural sedation and analgesia. Pharmacotherapy
2007;27:1588-98.

Alletag MJ, Auerbach MA, Baum CR. Ketamine, propofol,
and ketofol use for pediatric sedation. Pediatr Emerg Care
2012;28:1391-5.

Lin H, Faraklas I, Sampson C, Saffle JR, Cochran A. Use
of dexmedetomidine for sedation in critically ill mechani-
cally ventilated pediatric burn patients. ] Burn Care Res
2011;32:98-103.

Borland M, Jacobs I, King B, O’'Brien D. A randomized
controlled trial comparing intranasal fentanyl to intravenous
morphine for managing acute pain in children in the emer-
gency department. Ann Emerg Med 2007;49:335-40.

Kusre SR. Towards evidence based emergency medicine: best
BETs from the Manchester Royal Infirmary. Bet 4: is intra-
nasal fentanyl better than parenteral morphine for managing
acute severe pain in children? Emerg Med ] 2011;28:1077-8.
Barrett MJ, Cronin J, Murphy A, McCoy S, Hayden J, an
Fhaili S et al. Intranasal fentanyl versus intravenous morphine
in the emergency department treatment of severe painful
sickle cell crises in children: study protocol for a randomised
controlled trial. Trials 2012;30:13-74.
www.gazzettaufficiale.it/eli/id/2012/08/27/12A09091/sg
Coluzzi F, Valensise H, Sacco M, Allegri M. Chronic pain
management in pregnancy and lactation. Minerva Anestesiol
2014;80:211-24.

Briggs GG, Freeman R, Yaffe SJ. Drugs in pregnancy and
lactation: a reference guide to fetal and neonatal risk. 5th ed.
Baltimore, MD: Williams and Wilkins; 1998.

Cook JC, Jacobson CE Gao E Tassinari MS, Hurtt ME,

. Kalten]

ITALIAN INTERSOCIETY RECOMMENDATIONS ON PAIN MANAGEMENT

DeSesso JM. Analysis of the nonsteroidal anti-inflammatory
drug literature for potential developmental toxicity in rats and
rabbits. Birth Defects Res B Dev Reprod Toxicol 2003;68:5-26.

. Burdan E Szumilo ], Dudka J, Korobowicz A, Klepacz R. Con-

genital ventricular septal defects and prenatal exposure to cy-
clooxygenase inhibitors. Braz ] Med Biol Res 2006;39:925-34.

%ach K, Holbrook AM, Coyle MG, Heil SH, Salisbury
AL, Stine SM ez al. Predicting treatment for neonatal absti-
nence syndrome in infants born to women maintained on opi-
oid agonist medication. Addiction 2012;107(Suppl 1):45-52.

. Chen EH, Shofer FS, Dean AJ, Hollander JE, Baxt WG,

Robey JL et al. Gender disparity in analgesic treatment of
emergency department patients with acute abdominal pain.
Acad Emerg Med 2008;15:414-8.

. Joynt M, Train MK, Robbins BW, Halterman JS, Caiola E,

Fortuna RJ. The impact of neighborhood socioeconomic
status and race on the prescribing of opioids in emergency
departments throughout the United States. ] Gen Intern Med
2013;28:1604-10.

. Mills AM, Shofer FS, Boulis AK, Holena DN, Abbuhl SB.

Racial disparity in analgesic treatment for ED patients with
abdominal or back pain. Am ] Emerg Med 2011;29:752-6.

. Racine M, Tousignant-Laflamme Y, Kloda LA, Dion D, Du

puis G, Choinicre M. A systematic literature review of 10
years of research on sex/gender and experimental pain percep-
tion - part 1: are there really differences between women and
men? Pain 2012;153:619-35.

. Racine M, Tousignant-Laflamme Y, Kloda LA, Dion D, Du-

puis G, Choini¢re M. A systematic literature review of 10
years of research on sex/gender and experimental pain percep-
tion - part 2: do biopsychosocial factors alter pain sensitivity
differently in women and men? Pain 2012;153:602-18.

. Story DA, Shelton AC, Poustie SJ, Colin-Thome NJ, Mcln-

tyre RE, McNicol PL. Effect of an anaesthesia department led
critical care outreach and acute pain service on postoperative
serious adverse events. Anaesthesia 2006;61:24-8.

. Savoia G, Alampi D, Amantea B, Ambrosio E Arcioni R,

Berti M et al. Postoperative pain treatment SIAARTT Rec-
ommendations 2010. Short version. Minerva Anestesiol
2010;76:657-67.

. McNeEill JA, Sherwood GD, Starck PL. The hidden error of

mismanaged pain: a systems approach. J Pain Symptom Man-
age 2004;28:47-58.

. Gristina GR, De Gaudio R, Mazzon D, Curtis JR. End of life

care in Italian intensive care units: where are we now? Minerva
Anestesiol 2011;77:911-20.

. Benzo R, Siemion W, Novotny B, Sternberg A, Kaplan RM,

Ries A et al. National Emphysema Treatment Trial (NETT)
Research Group. Factors to inform clinicians about the end
of life in severe chronic obstructive pulmonary disease. ] Pain
Symptom Manage 2013;46:491-9.

. ICSI (Institute for Clinical Systems Improvement). Health Care

Guidelines. Assessment and treatment of acute pain. 6 ed.
March 2008, www.icsi.org

. James DN. Guidance on the provision of anaesthesia services

for acute pain management in “Guidance on the provision of
anaesthesia services 2013”. The Royal College of Anaesthetists
Internet]. [cited 2014 June 10]. Available at: www.rcoa.ac.uk/
gpas2013

. De Robertis E, McAdoo J, Pagni R, Knape JT. Core curricu-

lum in emergency medicine integrated in the specialty of an-
aesthesiology. Eur ] Anaesthesiol 2007;24:987-90.

. De Robertis E, Tomins B, Knape H. Anaesthesiologists in

emergency medicine: the desirable manpower. Eur J Anaes-
thesiol 2010;27:223-5.

Conflicts of interest.— The authors certify that there is no conflict of interest with any financial organization regarding the material discussed

b

in the manuscript.
Received on Received on September 9, 2013. - Accepted for publication on May 19, 2014.

Corresponding author: E Coluzzi, Dipartimento di Scienze e Biotecnologie Medico Chirurgiche, Sapienza Universita di Roma, Roma,
Italia. E-mail: flaminia.coluzzi@uniromal.it

218

MINERVA ANESTESIOLOGICA

February 2015



COPYRIGHT© 2015 EDIZIONI MINERVA MEDICA

ITALIAN INTERSOCIETY RECOMMENDATIONS ON PAIN MANAGEMENT SAVOIA

APPENDIX I

Red flags in the assessment of pain in the emergency setting

[ h

RED FLAGS in the case of HEADACHE

neurological deficits (severe or persistent reduction of vision, strength or speech)

personality alterations or onset of epileptic seizures

fever, confusion, stiff or sore neck

very severe headache attacks or worsening of a previous pattern of headaches

headache attacks after 35 years

severe and known disease (cancer, hypertension, diabetes or trauma)

headache that comes on after an injury to the head, especially if there has been a loss of consciousness

K

/

RED FLAGS in the case of LOW BACK PAIN
patients aged <20 years or >55 who have pain for the first time
pain after a violent trauma

recurrent, continuous pain, which worsens despite treatment
pain radiating to the upper part of the back

history of cancer

treatment with steroids

medication abuse

HIV infection

fever

significant weight loss

sensory alterations, impotence, sphincter incontinence, etc.
emergence of structural deformities

debilitating pain that persists after 4-6 weeks of treatment
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RED FLAGS in the case of CAUDA EQUINA or QUICKLY PROGRESSIVE NEUROLOGICAL
DEFICITS

MEDICAL HISTORY

saddle anaesthesia

recent onset of bladder dysfunction (e.g. urinary retention, increased urination, incontinence)
recent onset of faecal incontinence

PHYSICAL EXAMINATION

severe or progressive neurological deficit in the lower extremities

unexpected laxity of the anal sphincter

loss of perianal/perineal sensation

greater motor weakness: knee extension, ankle plantar eversion, dorsiflexion of the foot

In the case of one or more flags, send immediately for emergency investigations and definitive treatment
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RED FLAGS in the case of MUSCULOSKELETAL PAIN

ﬂactors that require the immediate attention of the doctor
bloody sputum

alterations in the state of consciousness

neurological deficits that are not related to monoradiculopathy
paraesthesia in the perineal region

bladder and bowel pathologies

symptoms that do not depend on mechanical pain

progressive neurological deficit

pulsating abdominal mass

\_

Factors that require further study, careful examination and medical treatment
age >50 years
clonus
fever
High ESR (erythrocyte sedimentation rate)
GALT deficiency
history of infections or haemorrhages
disorders of bone metabolism
history of cancer
disability due to a recent injury
long-term use of cortisones
request for abstention from work activities/early retirement/disability
unhealed wounds
recent weight loss
pain during the transition from lying/sitting to a standing position

Factors that require further diagnostic confirmation
altered reflexes
unilateral or bilateral radiculopathy or paresthesia

reported pain is inexplicable
weakness in the lower or upper limbs
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N

RED FLAGS for SUICIDAL ATTEMPT

depression

previous suicide attempts

open declaration of the will to commit suicide

development of a suicide plan

self-harm (cuts, burns, etc...)

risk behaviour (reckless driving, alcohol and drug abuse or unprotected sex)

sudden mood swings for no apparent reason /

-

YELLOW FLAGS for ADDICTION (Psychological Dependency )

aggressive demand for higher doses of medication

accumulation of the medication during periods when the symptoms are reduced

demand for specific medication

acquisition of similar medications from other doctors

dose escalation without a prescription or other behaviour showing poor compliance with the treatment

reference to psychic effects not seen by the doctor

attitude of resistance to changes in therapy associated with tolerable side effects due to anxiety about the return of
severe symptoms

RED FLAGS for ADDICTION (Psychological Dependency )

prescription forgery

stealing medications from others

selling prescription medications

obtaining the prescription for medications from non-medical personnel

injection of oral formulations

concomitant abuse of alcohol or illegal substances

multiple-dose escalation or other attitudes showing poor compliance with therapy

multiple episodes of "loss" of a prescription

repeated request for prescriptions from other doctors without informing the doctor in charge of the treatment
plan

evident deterioration of their capabilities in the workplace, in the family or in society

repeated resistance to changes in therapy despite evidence of physical or psychosocial side effects of the
medication
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APPENDIX 2

Analgesia in the emergency setting

Level of pain

Analgesic treatment

NRS 1-3

Adult patient
Oral/orodispersible paracetamol 1 g (max 3 g per day)

NSAIDs *

Pediatric patient (1-10 yrs)

Paracetamol
- syrup (30 mg per 1 mL) 10-15 mg/kg (repeatable every 6 hours)
- suppositories 10-15 mg/kg (repeatable every 6 hours)

Ibuprofen 4-10 mg/kg (repeatable every 6-8 hours)

NRS 4-6

Adult patient
Paracetamol IV 1 g (max 4 g per day)
Paracetamol in combination with weak opioids orally
- paracetamol/codeine 500/30 mg (repeatable every 6 hours)
- paracetamol/tramadol 325/37.5 mg (repeatable every 6 hours)

NSAIDs *

Pediatric patient (1-10 yrs)

Paracetamol IV 15 mg/kg (repeatable every 6 hours). The maximum daily dose
must not exceed 60 mg/kg (not to exceed 2 g per day).

Paracetamol/codeine:

- syrup (25/1.5 mg per 1 mL) 1 mL per 4 kg of body weight (repeatable every
6 hours)

- suppositories 200/5 mg (repeatable every 8-12 hours)?
Tramadol (choose the lowest effective analgesic dose)
- drops (2.5 mg per drop) 1-2 mg/kg. The maximum daily dose must not
exceed 8 mg/kg (not to exceed 400 mg per day)
- 1-2 mg/kg IV
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Adult patient
Opioids *
- morphine (initial dose 4-6 mg IV) *

- fentanyl (initial dose 50-100 ug 1V)
NRS 7-10

Pediatric patient (1-10 yrs)
Opioids
- morphine IV 0.05-0.1 mg/kg (perform titration to the lowest effective dose)

- fentanyl IV 1-2 ug/kg

1Prior to administration of NSAIDs, a quick anamnesis to exclude any allergies or side effects (gastropathies, coagulopa-
thies, renal failure) is highly recommended. Consider possible cross-sensitivity between NSAIDs and paracetamol.

2In a recent warning (]u%y 29, 2013), AIFA denied the use of codeine in patients under 12 years, for the risk of opioid toxic-
ity. This risk seems to be increased among rapid metabolizers children and in those where codeine is used for postoperative
analgesia after tonsillectomy and adenoidectomy.

3Perform titration until the lowest effective dose is reached (halving the initial NRS).

4Only in stable patients aged <65 yrs. For patients aged >65 years and/or unstable patients, halve the initial dose.

not permitted. It is not permitted to remove, cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Atrticle. It is not permitted to frame or use framing techniques to enclose any trademark, logo,

or other proprietary information of the Publisher.

Vol. 81 - No. 2 MINERVA ANESTESIOLOGICA 223



COPYF!IGHT© 2015 EDIZIONI MINERVA MEDICA

SAVOIA ITALIAN INTERSOCIETY RECOMMENDATIONS ON PAIN MANAGEMENT

APPENDIX 3

Algorithm for diagnosis and treatment of pain in the emergency setting

- N
The patient is in pain or the

pain is easily evoked

v

- N
First critical STEPs:

-Medical history
\-Focused physical examination

v

Pain assessment

v

ernet and/or intranet file sharing systems, electronic mailing or any other

bute the electronic copy of the article through onli

r N S
Does the pain have a L) PRIORITY:
L reversible aetiology? ) Treat the causes of pain identified
NO
YES 1) Refer to the SIAARTI Guidelines on

Has the pain persisted for

chronic pain
more than 6 weeks? P

2) Consult a specialist in pain therapy

NO

/Identify the source of the

i PRIORITY:
fow AU, Identify the RED FLAGS
Headache?
Chest pain?

Osteoarticular pain?

\Dyspepsia?

Determine the pain
mechanisms

SOMATIC pain
(well localised)

VISCERAL pain
(deep, poorly localised)

M T

NEUROPATHIC pain
(allodynia, hyperalgesia)
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Treatment of | Treatment of ‘ Treatment of
Somatic Pain VISCERAL pain ‘ ‘ NEUROPATHIC pain

Paracetamol Paracetamol NSAIDs

NSAIDs NSAIDs Opioids*

Corticosteroids** Corticosteroids** Tricyclic antidepressants

Opioids* Opioids* Antiepileptics

Local anaesthetics (topical or Local anaesthetics by spinal Corticosteroids**

infiltrations) route Nerve blocks

Ice Tactile stimulation

Tactile stimulation

Prevention/intervention

Patient education

Pharmacological therapy

Specialist consultancy (if indicated)
Operation/surgical procedures
Non-pharmacological approach

N

Choose an alternative

treatment
A
NO
N e 3
Guidelines for chronic pain | YES Has the pain persisted for
and/or pain therapist more than 6 weeks? b 4
J AV 4
A
YES
) ( ) Adequate
Determine the pain I NO Still convinced of the pain A NO :in
mechanism mechanism? p_
) L ) relief?
YES
v
YES

Management of side

Intolerable secondary effects?
effects

NO

Follow-up/Reassessment
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