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Abstract

Introduction and Objectives: Pain is recognized as the fifth vital sign. Although guidelines on pain have increased greatly, 
two thirds of hospitalized children report experiencing uncontrolled pain. Our goal was to evaluate the knowledge of a pedia-
tric healthcare team on pain assessment/management in all pediatric sectors. Methods: Cross-sectional study among doctors 
and nurses of all pediatric departments in a secondary hospital, July 2022. Statistical significance was analyzed concerning 
“career type” and “years of experience”. Statistically significant p values were < 0.05. Results: A total of 81 out of 122 (66%) 
professionals answered (42% doctors; 58% nurses). Of these, 48% worked in the emergency department and 24% in intensive 
care. The median score was 12 out of 14 (86%) questions on a survey. Questions with lower scores concerned opioids. A total 
of 77% reported using pain assessment scales “often/always”: 75% named the appropriate scale for children aged four to six/
over six, but only 44% could identify that for children under four years of age. Nurses use scales more frequently (p < 0.05). 
One third of those surveyed believed pain was only “sometimes” well treated. Three quarters used non-pharmacological inter-
ventions regularly, especially nurses (p = 0.01). Participants were highly confident using morphine (78%), fentanyl (69%), and 
ketamine (63%). Experienced doctors were more confident (p = 0.001). The most commonly chosen for mild, moderate, and 
severe pain were paracetamol/ibuprofen, ketorolac/tramadol, and fentanyl/ketamine, respectively, in accordance with current 
guidelines. Discussion: Theoretical knowledge was satisfactory; however, opioid training must be prioritized. There is a lack 
of experience with the application of scales for evaluating pain in children under four years of age. High levels of experience 
were noted in sedoanalgesia. Constant training is needed to guarantee professionals are highly experienced and to ensure 
the best treatment and care.

Keywords: Pediatric pain. Sedoanalgesia. Pain assessment. Pain awareness. Professionals’ perspective. Hospital survey.

Estudo transversal: perspectiva dos profissionais de saúde sobre a avaliação e  
o manejo da dor pediátrica

Resumo

Introdução e Objetivos: A dor é o quinto sinal vital. Embora a evidência em abordagem da dor tenha aumentado, 2/3 das 
crianças hospitalizadas refere dor não controlada. Pretendemos avaliar o conhecimento e experiência dos profissionais na 
abordagem/tratamento da dor pediátrica nos vários departamentos. Métodos: Estudo transversal, incluindo médicos e 

*Correspondence: 
Bárbara Martins Saraiva 

E-mail: barbara.saraiva@chlc.min-saude.pt

Available online: 26-02-2025 

Port J Pediatr. 2026;57(1):3-12 

DOI: 10.24875/PJP.24000026

2184-3333 / © 2024 Portuguese Society of Pediatrics. Published by Permanyer. This is an open access article under the CC BY-NC-ND license 
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Received: 19-02-2024

Accepted: 20-12-2024

https://pjp.spp.pt

https://orcid.org/0000-0003-2771-9464
https://orcid.org/0009-0000-5518-7165
https://orcid.org/0000-0002-2329-1459
https://orcid.org/0000-0002-0868-7527
https://orcid.org/0009-0001-7826-0035
https://orcid.org/0009-0003-1795-7781
https://orcid.org/0000-0001-6384-9608
http://crossmark.crossref.org/dialog/?doi=10.24875/PJP.24000026&domain=pdf
http://dx.doi.org/10.24875/PJP.M24000026
https://pjp.spp.pt


4

Port J Pediatr. 2026;57(1)

enfermeiros de todos os departamentos de pediatria, num hospital secundário (julho de 2022). Análise estatística com foco 
na “profissão” ou “anos de experiência”. P value estatisticamente significativo < 0,05. Resultados: 81/122 (66%) profissionais 
participaram (42% médicos; 58% enfermeiros). 48% trabalham em urgência e 24% em cuidados intensivos. Num questionário 
teórico, a mediana de resultados foi 12 em 14 (86%) questões. Questões sobre opióides obtiveram resultados inferiores. 77% 
referiram usar escalas de dor “frequentemente/sempre”: 75% assinalou a correta para crianças com idades de “4-6”/ ”> 6” 
e 44% para “< 4” anos. Enfermeiros usam escalas mais frequentemente (p < 0,05). Um terço dos inquiridos considerou que 
a dor era “às vezes” tratada. 3/4 utiliza medidas não farmacológicas, maioritariamente enfermeiros (p = 0,01). Os participan-
tes mostraram-se confiantes na utilização de morfina (78%), fentanil (69%) e cetamina (63%). Médicos seniores referiram 
maior confiança (p = 0,001). Os fármacos escolhidos para tratamento da dor ligeira, moderada e grave foram, respetivamente: 
paracetamol/ibuprofeno; cetorolac/tramadol; fentanil/cetamina – de acordo com a literatura recente. Discussão: O conheci-
mento teórico revelou-se satisfatório, sendo necessário desmistificar o receio dos opióides. Observou-se menos conhecimento 
na utilização de escalas para avaliação da dor em idades < 4 anos. Observou-se elevada confiança em sedoanalgesia. O 
treino constante dos profissionais é essencial para garantir melhor reconhecimento e tratamento da dor. 

Palavras-chave: Dor pediátrica. Sedoanalgesia. Reconhecimento da dor. Alerta/sensibilização para a dor pediátrica. Perspe-
tiva dos profissionais. Questionário hospitalar.

Background

Pain is defined as an unpleasant sensory and emo-
tional experience associated with potential tissue dam-
age1. It is one of the most common complaints reported 
by hospitalized patients and one of the main reasons 
for seeking medical help2. It has been recognized as 
the fifth vital sign for almost 30 years3, and an increas-
ing volume of scientific research on its routine assess-
ment has been published1. 

Pain is a subjective symptom and must be identified, 
localized, quantified, and reassessed4-6. Children’s 
pain is often not recognized6,7, although it is known to 
have harmful physiological effects, including in new-
borns’ brain development8,9. The inability to communi-
cate verbally may exclude children from appropriate 
pain-relieving treatment, especially infants, neonates, 
and children with cognitive impairment4,6,9,10. Although 
there is no universal tool, there are several pain assess-
ment scales which consider children’s particularities 
and must be used accordingly6,11,12. Therefore, children 
often depend on well-trained care-providing teams to 

Keypoints
What is known
–	 Very few surveys have analyzed professionals’ perspectives 

and current practices in pediatric pain management, often 
excluding doctors.

–	 Despite training in objective pain assessment, it is unclear 
if methods chosen by professionals are age-appropriate in 
practice.

–	 Pediatric pain evidence is advancing rapidly, yet it remains 
uncertain whether current practices and knowledge ade-
quately reflect this progress.

What is added
–	 Building on nurses’ practices, doctors should enhance care 

by integrating non-pharmacological interventions and con-
sistently applying pain assessment scales.

–	 Professionals demonstrate high confidence in sedoanalge-
sia management, likely reflecting the team’s commitment to 
regular training and staying current.

–	 Analgesia choices for each pain level align with literature; 
prioritizing training in pain assessment and safe opioid man-
agement remains essential.

make an accurate pain evaluation and to decide on the 
appropriate interventions12-15.

Pain can be a symptom but also a consequence of 
medical procedures. Preventing and monitoring pain is 
crucial, mainly in emergency departments and inten-
sive care units13,16,17. Several protocols and guidelines 
have been published nationally and internationally5,16-23. 
It is known that an integrated approach using both 
pharmacological and non-pharmacological interven-
tions increases the effectiveness of pain relief. This is 
displayed in current protocols of sedoanalgesia, includ-
ing those for urgent procedures5,13,16,17,22,23.

Assessment of health professionals’ awareness of 
patients’ pain has exposed serious discrepancies in 
practitioners’ training and clinical practices9,15,24. 
Moreover, two thirds of hospitalized children still report 
uncontrolled pain at some point in their admission25-27. 
Although only a few enquiries have been carried out to 
analyze professionals’ perspectives and current prac-
tices, they have shown that there are gaps in clinical 
knowledge and that protocols are not always followed. 
Since, after educational interventions, changes were 
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observed in both doctors’ and nurses’ practices, more 
research and investment into formal training shall be 
provided1,9,24.

Fifteen years ago, a small survey was conducted in 
our department to promote awareness of pain and its 
management in pediatrics and the need for training 
(data not published). The main goal of the present study 
is to evaluate the current theoretical knowledge and 
practical experience in pain assessment and treatment 
of doctors and nurses working in a pediatric department 
of a level II hospital. It is our aim to assess the profes-
sionals’ level of expertise in non-pharmacological and 
pharmacological interventions in sedoanalgesia, as well 
as their perspectives on the current pain management 
approach in their departments. 

Material and methods 

Study population

Cross-sectional study among doctors and nurses 
working in the pediatric department of a secondary 
hospital, in July 2022, including the inpatient ward (IW), 
emergency department (ED), outpatient clinic (OC), and 
neonatal and pediatric intensive care unit (NPICU).

Data collection

A survey was developed and divided into the follow-
ing fields: “demographic and professional data”; “theo-
retical knowledge evaluation: myths on pain 
management in children”; “pain assessment and eval-
uation”; “non-pharmacological interventions”; and 
“pharmacological interventions and sedoanalgesia”. 
The survey included 14 closed questions (one true or 
false, seven multiple-choice, and six ranking ques-
tions), and three open-ended questions. It was filled in 
voluntarily and anonymously by all participants.

Statistical analysis

Descriptive analysis was carried out. Data from the 
six ranking questions was presented using five-point 
Likert scale charts (Figs. 1 and 3). A chi-square test, 
Fisher’s exact probability test, and T-test were used to 
study relationships between independent variables 
while Mann-Whitney and Kruskal-Wallis tests analyzed 
dependent variables. If samples had a dimension 
higher than 30, a normal distribution was accepted 
according to the central limit theorem. Homogeneity of 
variances was analyzed with Levene’s test. 

The statistical significance was analyzed concerning 
the type of career (doctors versus nurses) and several 
variables: scores achieved in the theoretical knowledge 
evaluation; number of non-pharmacological interven-
tions mentioned (student’s t-distribution); perspective 
on pain recognition and treatment in their department; 
levels of confidence using sedoanalgesia drugs (Mann-
Whitney U test); choice of method to evaluate pain; and 
practices concerning a eutectic mixture of local anes-
thetics - lidocaine/prilocaine (EMLA®) (chi-square test, 
Fisher’s exact probability test). The same variables 
were also studied regarding the years of experience of 
both doctors and nurses, separately: scores achieved 
in the theoretical knowledge evaluation; perspective on 
pain recognition and treatment in the department; num-
ber of non-pharmacological interventions mentioned; 
levels of confidence managing sedoanalgesia drugs 
(Kruskal Wallis tests and Mann-Whitney U test); choice 
of method to evaluate pain; and EMLA® practices (chi-
square test, Fisher’s test). P values of < 0.05 were 
considered statistically significant. 

All the analysis was done using the Statistical 
Package for the Social Sciences (SPSS) 28®.

Study definitions

Pain assessment scales: valid tools recognized to be 
effective in assessing acute pain. All share a common 
numeric scale relying on the clinical observation of a 
child (physiological and behavior scales) or on chil-
dren’s self-report, according to age and cognitive 
development11. 

Non-pharmacological interventions: actions used as 
a complement to analgesic drugs to reduce pain per-
ception and anxiety associated with painful 
procedures17-19.

Pharmacological interventions: analgesics that can 
be administered in mild, moderate, or severe pain. 

Sedoanalgesia: integration of both analgesics and 
sedatives to achieve a reduction in severe pain 
and a decrease in the level of consciousness and per-
ception, maintaining stable vital signs and a patent 
airway17-19.

Results 

Demographic data and professional experience

Eighty-one (81/122; 66%) answers were obtained 
anonymously from doctors and nurses of a pediatric 
department in a secondary hospital. Among them, 42% 
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were doctors and 58% were nurses, with a female:male 
ratio of 7:1. They were distributed across several depart-
ments and most of them worked in more than one 
department: 48% in the ED (either as a permanent team 
or working ED shifts); 40% in the IW; 30% in the OC; 
and 24% in the NPICU. Regarding their professional 
experience, 44% had more than 20 years of service and 
a quarter had started their professional activity in the 
last five years. Specifically, 62% of the nurses had more 
than 20 years of professional experience, but 41% of 
the doctors were junior doctors (< 5 years) (Table 1).

Theory knowledge evaluation 

The survey contained one true or false question, with 
14 statements, to evaluate basic theoretical knowledge 
in pediatric pain management. The median of correct 
answers was 12 out of 14 (86%) with a minimum score 
of 8/14 (57%) and a maximum of 14/14 (100%). The 
percentages of respondents who classified each state-
ment correctly can be seen in table 2. All participants 
correctly classified phrase number six as false (“Infants 
feel less pain compared to adolescents’’). The sen-
tences with the least correct answers were numbers 
eight, 10 and 11, all concerning the features of opioid 

drugs. Among these, the statement with the lowest per-
centage of correct answers (54%) was number eight. 
(“Fentanyl is 100 times more potent than morphine”). 
Concerning the final scores, no statistical differences 
were found either between doctors and nurses, or 
across the years of professional experience (p > 0.05). 

Pain recognition, assessment, and evaluation  
in children

Healthcare workers were first questioned about their 
perspective on the current pathway in pediatric pain 
management followed in their department. As seen in 
figure 1, 76% believed that pain was “often” or “always” 
well recognized and 69% believed it was “often” or 
“always” well treated, in their workplace. Almost one 
third of the surveyed professionals considered pain to 
be “sometimes” well treated. Tendentially, pain was 
therefore considered to be better recognized than 
treated. On statistical analysis, this tendency was pre-
dominantly observed amongst doctors, when com-
pared to nurses, although with no statistical significance 
(p > 0.05). Among doctors, it was statistically significant 
that doctors with more than five years of experience 
considered pain to be well recognized more often than 

Figure 1. Healthcare workers’ perspective on pediatric pain recognition, assessment, and management in day-to-day 
routines. Five-point Likert scale (1: Hardly ever; 2: Rarely; 3: Sometimes; 4: Often; 5: Very frequently/Always) chart 
showing the opinion of healthcare workers on the effectiveness of pain recognition and treatment in their workplace, 
as well as how frequently pain assessment scales are used to quantify pain, non-pharmacological interventions, and 
EMLA® cream in day-to-day work routines.
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junior doctors (p = 0.015). No statistical differences 
were found among nurses (p > 0.05).

Regarding pain assessment, 77% reported using 
pain assessment scales “often” or “always” in their day-
to-day clinical evaluation (Fig. 1). 

Focusing on different patient ages and the presence 
of cognitive impairment, doctors and nurses were ques-
tioned about which method they usually used to quan-
tify pain for each category (Fig. 2). 

“Clinical observation/examination” was the most 
commonly chosen method (74%) to evaluate pain in 
newborns. In the other groups, pain assessment scales 
were considered the preferred approach, ranging from 
73% for children with cognitive impairment to 91% for 
children aged over six. Doctors and nurses very com-
monly chose more than one method, and “asking par-
ents” was an option chosen by 46 to 59% of the 
respondents across all categories.

Table 1. Demographic data and professional experience

Variables Doctors
n (%)

Nurses
n (%)

Total
n (%)

34 (42%) 47 (58%) 81 (100%)

Gender 
Female
Male 

28 (82%)
6 (18%)

43 (91%)
4 (9%)

71 (88%)
10 (12%)

Professional experience (years)
< 5
5-10 
10-20 
> 20 

14 (41%)
8 (23%)
5 (15%)
7 (21%)

5 (11%)
3 (6%)

10 (21%)
29 (62%)

19 (23%)
11 (13%)
15 (19%)
36 (44%)

Pediatric department division*
ED
NPICU
OC
IW

23 (68%)
8 (24%

20 (59%)
27 (50%)

16 (34%)
23 (68%)
7 (15%)

15 (32%)

39 (48%)
19 (24%)
27 (33%)
32 (40%)

*The total value is more than 81 (100%) as several worked in more than one department section. 
ED: emergency department; IW: inpatient ward; NPICU: neonatal and pediatric intensive care unit; OC: outpatient clinic.

Table 2. True or false questions on theoretical knowledge and respective scores per statement

Questions Scores (%)

1. Pain is felt with less intensity by premature infants due to their immature pain processing pathways. (F) 99

2. Pain assessment scales are useful even in emergency situations. (T) 95

3. Repeated exposure to painful procedures promotes tolerability. (F) 98

4. Drugs should be administered via the least invasive route. (T) 85

5. If analgesic medication is used, non-pharmacological interventions are not needed. (F) 98

6. Infants feel less pain compared to adolescents. (F) 100

7. Midazolam is an analgesic drug. (F) 98

8. Fentanyl is 100 times more potent than morphine.  (T) 54

9. Opioids should be avoided due to the risk of drug dependence.  (F) 84

10. Respiratory depression associated with morphine is a rare side effect. (T) 67

11. Neuropathic pain has a good response to opioids. (F) 58

12. EMONO is recommended for use in mild to moderate painful short procedures.  (T) 91

13. Analgesics should not be taken regularly and in fixed intervals. (F) 94

14. Psychosocial and cultural factors affect the efficacy of non-pharmacological interventions.  (T) 91

EMONO: 50%-50% equimolar mixture of oxygen and nitrous oxide; F: false; T: true. 
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Finally, we analyzed who selected the most suitable 
pain assessment scale for each group, among those 
who stated that they used specific scales for each cat-
egory. For the “children aged four to six years old” and 
“over six years old” sets, a correct answer for the 
proper scale was obtained in 75%. On the other hand, 
smaller percentages of correct answers were observed 
concerning the appropriate pain scale for “newborns” 
(67%) and “children aged under four years old” (44%) 
(Fig. 2). 

 Across all five categories of patients, it was statisti-
cally significant that nurses used pain assessment 
scales more often, while doctors relied more on clinical 
examination and parents’ opinions (p < 0.05). No dif-
ferences were found between professionals with differ-
ing years of experience (p > 0.05).

Non-pharmacological interventions in pediatric 
pain management 

Three quarters of the participants answered that they 
“often” or “always” used non-pharmacological interven-
tions in their approach to pain (Fig. 2). In an open-
ended question, overall, 24 different interventions were 
described by doctors and nurses and 83% wrote at 

least three. The most commonly mentioned interven-
tions were “non-nutritive and nutritive suction” (56%), 
“positioning and handling” (49%), “distraction” (46%), 
“music therapy” (40%), and “glucose 30%” (36%). It was 
statistically significant (p = 0.01) that nurses cited a 
higher number of interventions compared to doctors. 
No differences were found between years of experi-
ence (p > 0.05). 

Pharmacological interventions and 
sedoanalgesia procedures

Firstly, the participants were questioned about the 
usefulness of EMLA® topical cream. In two closed ques-
tions (Yes/No), 96% considered EMLA® cream to be an 
important approach in acute medical procedures in the 
emergency department and 91% were of the opinion 
that it must be included in protocols for painful invasive 
procedures. No differences were found between types 
of career and years of experience regarding these two 
questions (p > 0.05). The frequency of use of EMLA® 
cream was also analyzed (Fig. 1). 

Regarding routes for drug administration, an open-
ended question was used to enquire about which drugs 
could be used intranasally for sedoanalgesia procedures 

Figure 2. Methods for evaluating or quantifying pain in daily clinical practice. Healthcare workers were questioned 
about the method they used most in their daily routine to assess pain in children, according to their age and 
neurocognitive development. Below the graph, among those who chose to use pain assessment scales for each 
category, we analyzed how many chose the correct scale. FACES: facial clinimetric evaluation scale; FLACC: face, 
legs, activity, cry and consolability scale; FLACC-R: revised face, legs, activity, cry and consolability scale; NIPS: 
neonatal infant pain scale; NRS/VAS: numerical rating scale/visual analogic scale. 
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(analgesic and sedatives). Most participants answered 
midazolam (93%) and/or fentanyl (72%); another drug 
cited was ketamine (15%). 

Confidence levels and the professionals’ experience 
in sedoanalgesia were evaluated. Overall, high levels 
of confidence were observed (Fig. 3). More specifically, 
paracetamol, ibuprofen, and ketorolac were drugs that 
90% of participants felt “quite” or “very” confident in 
using. Other drugs, including midazolam (79%), mor-
phine (78%), and a 50%-50% equimolar mixture of 
oxygen and nitrous oxide (EMONO) (72%) were also 
observed to be associated with high levels of confi-
dence (“quite”/“very”), followed by fentanyl (69%) and 

ketamine (63%). Propofol was the drug with the lowest 
rates of confidence, with 62% answering as being “not 
confident” or “somewhat confident”. 

It was statistically significant that higher levels of con-
fidence were found in nurses compared to doctors, while 
managing propofol (p = 0.002), tramadol (p = 0.024), 
morphine (p = 0.003), and midazolam (p = 0.048). 
Furthermore, it was statistically significant that doctors 
with more than five years of professional experience 
were more confident compared to junior doctors in 
regard to using most drugs, namely: tramadol, morphine, 
midazolam (p = 0.001); fentanyl, propofol (p = 0.002); 
and ketamine (p = 0.011). No statistical differences, 

Figure 3. Healthcare workers’ levels of confidence using drugs in sedo analgesia procedures. Levels of confidence in 
managing several medications used in sedoanalgesia were rated by doctors and nurses. Data was displayed as a 
five-point Likert scale chart (Levels of confidence: 1 = Not confident; 2 = Somewhat confident; 3 = Moderately 
confident; 4 = Quite confident; 5 = Very confident). EMONO: 50%-50% equimolar mixture of oxygen and nitrous oxide.
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regarding professional experience and confidence lev-
els, were found among nurses (p > 0.05). 

Finally, the last open-ended question, exclusively 
directed at the medical team, asked which were the 
most appropriate analgesics to control mild, moderate, 
and severe pain. Doctors (n = 34) chose paracetamol 
(n = 33; 97%), ibuprofen (n = 32; 94%), and ketorolac 
(n = 1; 3%) to manage mild pain; ketorolac (n = 34; 
100%), tramadol (n = 20; 59%), and opioids (n = 3; 9%) 
to handle moderate pain; and morphine (n = 32; 94%), 
fentanyl (n = 27; 79%), ketamine (n = 16; 47%), ketoro-
lac (n = 8; 24%), and tramadol (n = 7; 21%) to treat 
severe pain. 

Discussion

A significant percentage of professionals answered 
the survey. Also, a considerable fraction of these takes 
care of patients in acute and urgent conditions, in ED 
or NPICU, managing acute pain every day (Table 1). 
This is a substantial representation of the state of the 
art of pain assessment and management in this pedi-
atric department. 

On theoretical evaluation (Table 2), the questions 
were more difficult compared to the survey conducted 
15 years ago in the same department (data not shown), 
and higher scores were obtained in the present survey. 
Furthermore, in the present survey, almost no one 
agreed with the following statements: “infants feel less 
pain than adolescents”, “analgesics should not be 
taken regularly”, and “midazolam is an analgesic 
drug”. These statements are major myths regarding 
pediatric pain, and we can affirm that they are no longer 
current beliefs, compared to other series28-32.

Overall, the median of corrected answers (86%) was 
satisfactory and higher than previous surveys in litera-
ture31-36, although it is difficult to compare due to the 
heterogeneity of the surveys. As seen in various 
series15,31-33,35, opioid-related questions had a lower 
percentage of correct answers. Training in opioid man-
agement must be a priority, in relation to drug charac-
teristics, adverse effects, and equivalence dosing 
across different types31,35. 

Regarding the professionals’ perspective on pain 
management in their departments (Fig. 1), they were 
more likely to consider pain to be well recognized than 
well treated. This perspective was more prevalent 
among nurses and junior doctors, in contrast with 
senior doctors. This might be explained by the fact that 
the former are more closely involved in daily, direct, 
patient care, highlighting the need for more consistent/
frequent follow-up on the effectiveness of pain relief 

prescriptions for any given patient, thus guaranteeing 
the pairing of recognition to treatment22,23. 

On assessment (Fig. 2), the use of scales was very 
frequent (77%) and higher than in other cohorts37. 
However, when asked to choose the appropriate scale 
for each category, the lowest rates of correct answers 
were seen for children under four years old, including 
neonates, as stated by Moutte, et al.37. Most children 
going to the ED are in this age group38. As they are in 
the preverbal stage of development or still have diffi-
culty voicing their feelings, they completely rely on the 
caregiving team and their parents for the interpretation 
of their discomfort. Therefore, this subjective informa-
tion (also highly used by our professionals, as seen in 
the analysis) is crucial, but it must be structured and 
converted into an objective assessment using accu-
rately validated item-based scales of pain assessment, 
such as NIPS or FLACC10,11. 

Physicians are less trained in this structured assess-
ment37, compared to nurses, as observed in our results, 
which is a concern considering therapeutic regimens 
are mainly this group’s responsibility.

Focusing on treatment, non-pharmacological mea-
sures are already highly widespread in the department 
(Fig. 1), differing from other hospitals32. However, they 
must be included in doctors’ daily practices as they are 
in nurses’ routines. Several studies showed the major 
role of these measures on promoting a synergic effect 
with the analgesics and in reducing the levels of anxi-
ety compared to the simple and harsh restraint of a 
child32,39,40.

Topical analgesia was considered by the respon-
dents to be a very important measure to be included 
in protocols of acute procedures in ED, but, overall, the 
frequency of using EMLA® (Fig. 1) was much lower than 
what we expected, and in lower rates compared to what 
is proposed in protocols21,22. This might be explained 
by the fact that, in urgent procedures, it can be difficult 
to guarantee its placement within the time needed to 
ensure effectiveness. However, whenever possible, the 
need for EMLA® should be predicted and anticipated 
in a timely manner. 

The intranasal route was shown to be widely known 
by our respondents, in line with the most recent litera-
ture which states that the most efficient treatment 
should be administered by the least invasive route16,21.

High levels of confidence in managing sedoanalgesia 
drugs were seen across departments (Fig. 3), except 
for propofol, which is understandable as it is more 
commonly used in NPICU procedures. However, we 
cannot disregard that this is subjective data and that 
professionals in several other series stated they feel a 
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lack of experience in managing these drugs32,41. Our 
results also highlighted the relevance of training, as 
junior doctors had lower rates of confidence, which is 
also supported by a few other studies31,34. 

On the other hand, the high levels of confidence, 
even with opioids and ketamine, might positively reflect 
the team’s concern to provide training and to update 
practices according to the most recently established 
protocols. 

Professionals also reported high confidence levels in 
managing EMONO, a commonly used analgesic for 
short-term procedures with minimal adverse effects42. 
This confidence likely reflects the ease of administra-
tion with a non-intravenous route, which is particularly 
appealing for pediatric care42,43. The well-established 
effectiveness and safety profile of EMONO could sup-
port its adoption as a standardized practice in pediatric 
medical institutions43. 

Nurses demonstrated higher confidence levels in 
their responsibilities related to sedoanalgesia com-
pared to doctors. However, a direct comparison may 
be challenging since each professional has different 
responsibilities within the procedure. Nurses primarily 
focus on the technique and the route of administration, 
whereas the medical team is mainly responsible for 
assessing indications, monitoring efficacy, dosing, 
interactions, and adverse effects.

Finally, regarding the last question in the survey, 
addressed specifically to the medical team, the drugs 
chosen for the treatment of mild, moderate, and severe 
pain were in accordance with recent international and 
national guidelines16-23, endorsing updated practices. 

The main limitation of this study is that it is a sin-
gle-center cross-sectional study. Also, as the survey 
was designed specifically for this department, it is dif-
ficult to compare it with other series. Finally, although 
an effort was made to make the survey as simple and 
objective as possible, we are analyzing data that 
depends on the healthcare professionals themselves, 
which may induce bias due to individual perspectives. 

Conclusions

This study represents one of the first surveys regard-
ing pediatric pain management and assessment, 
directed at both nurses and doctors, to have ever been 
conducted in Portugal. Overall, our series showed a 
good level of knowledge and experience in this topic, 
which is a major difference in comparison with several 
other series, as previously discussed. However, we 
concluded that: constant training on opioid manage-
ment and sedoanalgesia is needed to guarantee high 

levels of experience with all drug classes; non-
pharmacological and topical interventions should be 
regularly included in protocols and urgent procedures; 
and more guidance is needed on the use of structured 
pain assessment scales to elicit an objective assess-
ment of pain, especially for younger children, aged 
under four years old. Pain should be managed in mul-
tidisciplinary teams, with doctors and nurses working 
together, to ensure adequate recognition, treatment, 
and reassessment of pain, thus guaranteeing the best 
quality of care for our children.
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