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A cute pain is a common presenting symptom in the pedi-
atric emergency department (ED). This adverse stimulus 

occurs as a result of injury and illness. If a child’s pain is not 
treated quickly and effectively, it can have long-term physical 
and psychological sequelae [1–3]. These long-term conse-
quences may include anticipatory anxiety during future pro-
cedures, a lowering of the pain threshold and sensitization to 
future pain, reduced effectiveness of analgesics, and increased 
analgesic requirements [1–3]. 

Pain assessment 

Pain assessment is an important part of pain management, and 
ongoing assessment of the child’s pain in the ED is essential. 
Because pain is a subjective experience, individual self-report-
ing is the preferred method for assessing pain. However, in 
non-verbal children, observational and behavioral assessment 
tools are acceptable alternatives when a valid self-report is not 
available [3]. Five instruments are commonly used to assess 
pain in the 0–18 year old age group: 
•	 The Alder Hey Triage Pain scale (AHTPS) [Table 1] and 

the Face, Legs, Activity, Cry, Consolability scale (FLACC) 
[Table 2] are observational scoring tools designed for use in 
children aged 0–2 years

•	 The Faces Pain Rating scale (FPR) [Figure 1] and the Visual 
Analog Scale (VAS) [Figure 2] are self-report scoring scales 
designed for use in children aged 3–7 years and 8–15 years, 
respectively. 

•	 Similar to adults, the self-report verbal numeric rating scale 
is used in children aged 16–18 years [3,4]. 

Despite the frequency of pain in the ED, children’s pain 
assessment and documentation is often scarce, with poor corre-
lation between pain perceived by children, parents and medical 
practitioners. The treatment of pain in infants and children has 
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table 1. The Alder Hay Triage Pain Scale (AHTPS)

 score 2score 1score 0Category

Inconsolable
Complaining of pain

ConsolableNo complaints
No cry
Normal conversation

Cry or voice

Long grimace
(> 50% of the time)

Short grimace
(< 50% of the time)

NormalFacial expression

Defensive/TenseTouching/Rubbing/SparingNormalPosture

Immobile or thrashingReduced or restlessNormalMovement 

Very palePaleNormalColor

table 2. The Face, Legs, Activity, Cry, Consolability (FLACC) Scale 

score 3score 2score 1Category

Frequent to constant 
quivering chin, clenched 
jaw

Occasional grimace or frown, 
withdrawn, disinterested

No particular 
expression or smile

Face

Kicking, or legs drawn upUneasy, restless, tenseNormal position or 
relaxed

Legs

Arched, rigid or jerkingSquirming, shifting back and 
forth, tense

Lying quietly, normal 
position, moves easily

Activity 

Crying steadily, screams or 
sobs, frequent complaints

Moans or whimpers, 
occasional complaint

No cry (awake or 
asleep)

Cry 

Difficulty to console or 
comfort

Reassured by occasional 
touching, hugging or being 
talked to, distractable

Content, relaxedConsolability

Figure 1. The Faces Pain Rating Scale (in Hebrew, Russian and Arabic)

Figure 2. The Visual Analog Scale (in Hebrew, Russian and Arabic)
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often been insufficient and lags behind analgesia provided for 
adults in similar situations [5–7].

PAIN TREATMENT

It is imperative for pediatricians and physicians who treat pedi-
atric pain to be familiar with all pain medications available and 
with their use in children [8,9]. Table 1 presents a list of medica-
tions that can be used in Israel. Despite abundant evidence that 
children are undertreated for pain in the ED, there seems to be 
a trend of improvement over the last few years [1,2]. Among the 
reasons for this improvement are: increased parental and physi-
cian awareness and education, application of quality improve-
ment initiatives and accreditation regulations, pain management 
protocols including nurse-driven protocols [10–13].

ACuTE ABDOMINAl PAIN IN ThE ED

Abdominal pain is among the most frequent reasons for 
admission to the pediatric ED. Around 15% of school-aged 
children are brought to their physician with abdominal pain 
as a chief complaint [16]. Numerous studies have shown that 

children with acute abdominal pain are undertreated for pain 
in the ED [17–19]. There may be several reasons for the low 
rate of ED analgesia administration in children with abdomi-
nal pain, including inadequate pain assessment, belief that 
opioids can obscure a surgical condition, and fear of adverse 
events [17–20]. A delay in provision of analgesia may occur if 
analgesia is not being delivered until the surgeon has evaluated 
the patient [18]. Consequently, the 2012 report on pain by the 
American Academy of Pediatrics emphasized the importance 
of not withholding analgesia in children with abdominal pain 
in the ED [2].

OPIOIDS IN ACuTE ABDOMINAl PAIN IN ChIlDREN

Four parallel-group randomized controlled studies have demon-
strated the safety of opioids in acute abdominal pain in children 
[21–24]. A recent systematic review screened 1497 papers that 
investigated opioid management of acute abdominal pain in 
children. The findings of this comprehensive analysis suggest 
that, compared to placebo, opioid administration is associated 
with no difference in manageable side effects and it has no seri-
ous adverse events [20]. 

APPENDICITIS-RElATED PAIN IN ThE ED

Recent reports from the United States and Canada demonstrate 
that in acute appendicitis the rate of any type of analgesia and the 
rate of opioids analgesia is low, especially when compared to adult 
patients [25-27]. One study reported that in the USA, general 
emergency physicians were more likely to provide analgesia to 
children diagnosed with appendicitis than were pediatric emer-
gency physicians [28]. A large cross-sectional multicenter study of 
0.94 million ED admissions in the USA demonstrated that the ED 
analgesia rate for children with appendicitis was approximately 
60%, with an opioid analgesia rate of only 40% [25]. 

Despite its frequency, the diagnosis of acute appendicitis 
may be challenging and may take several hours during which 
the patients may suffer from pain if not treated. The American 
Academy of Pediatrics recommends the use of early analge-
sics in these patients to make the physical examination and 
diagnostic testing (such as sonography) more comfortable [2]. 
The findings of a recent systematic review concluded that with 
regard to acute appendicitis, opioids are not associated with an 
increased risk for perforation or abscess and can be provided 
safely [20]. 

CuRRENT STATuS IN PEDIATRIC EDS ISRAEl

Acute pain is now recognized as the fifth vital sign, along 
with blood pressure, pulse, respiratory rate and temperature. 
In 2010, a report published by the Israel Medical Association 
emphasized the importance of using proper ED analgesia to 
treat children with acute abdominal pain [3]. To date, no Israeli 
study has investigated the rate of ED analgesia in these children. 
Research on a national level is needed to clarify the current 

Table 3. List of analgesic medications available in Israel

Trade nameMedicationPain level

Abrolet syrup
Abrolet forte syrup/suppository
Acamol syrup
Acamoli syrup/ suppository
Apotel IV ampules
Dexamol syrup
Dexamol kid syrup
Novimol drops
Paracet elixir
Perfalgan IV ampules
Tiptipot Aldolor drops
Tiptipot Novimol drops

Paracetamol
(Oral)

Mild

Nurofen syrup
Nurofen  suppository
(60  mg, 125  mg)
Tiptipot Ibuta syrup

Ibuprofen
(oral)

Mild / moderate

Optalgin drops
V-Dalgin drops

Dipyrone
 (oral)

Mild / moderate

Tramadex drops
Tramadex flashtab 
(50 mg)

Tramadol 
(oral)

Moderate / Severe

Zaldiar tablets 
(325 mg/37.5 mg)

Tramadol/
Paracetamol
(oral)

Moderate / Severe

Tramal IV ampules / TramaTramadol 
(intravenous)

Moderate / Severe

Oxycod syrup (2 mg/ml)Oxycodone
(oral)

Moderate / Severe

Morphine IV ampulesMorphine
(intravenous)

Severe 

Oramorph oral drops (20 mg/ml)Morphine 
(oral)

Severe 

Beatryl IV ampulesFentanyl
(intravenous, 
intranasal)

Severe
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status of ED pain management of acute abdominal pain and 
acute appendicitis in Israeli children. 
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Antibiotic resistance is a major global fear, but how fearful 
should we be? Multidrug resistance (MDR) is high among 
developing economies that are vulnerable to purveyors of 
substandard drugs and where over-the-counter sales are not 
controlled. Lim et al. collected mortality data on bacteremia 
from 10 public hospitals in northeast Thailand between 2004 
and 2010. During this period, the incidence of bacteremia 
increased, and high case fatality rates were observed for 

MDR strains, especially hospital-acquired Acinetobacter spp. 
Extrapolating to the whole of Thailand for 2010 indicates 
that among patients with hospital-acquired MDR bacterial 
infection, 43% of deaths represented excess mortality 
caused by MDR – which is high compared with similar 
estimates for the United States or Europe. 
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“It’s no use going back to yesterday, because I was a different person then”
Lewis Carroll (1832-1898), English writer, mathematician, logician, Anglican deacon, and photographer. His most famous writings are 
Alice’s Adventures in Wonderland and its sequel Through the Looking-Glass. He is noted for his facility at word play, logic and fantasy




