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Updated European Society for Emergency Medicine
Guidelines for acute pain management in emergency
departments and prehospital care

Said Hachimi-ldrissiab, Viliam Dobiase, Wolf E. Hautzd, Robert Leache,
Carlos Lojo Rial\, Thomas C. Sauterd, Idanna Sforzi¢ and Frank Coffey"

Acute pain management in European emergency settings
faces persistent challenges, including inadequate clinical
knowledge, training deficits, heightened emphasis

on opioid stewardship, and concerns regarding drug-
seeking behaviors. Despite previous guidelines,
oligoanalgesia remains prevalent, with many patients
experiencing suboptimal pain control. The evolving clinical
landscape necessitated updating the 2020 European
Society for Emergency Medicine (EUSEM) guidelines,
considering emergent technological advances, the
ongoing opioid crisis, aging populations, and continued
pressure on emergency services. EUSEM launched

the European Pain Initiative (EPI) to provide evidence-
based recommendations for acute pain management

in emergency settings and published guidelines in

2020. EPI convened a new project to review and update
the previous guideline, rooted in the changing clinical
landscape and experience. A systematic literature review
was conducted following Preferred Reporting Items

for Systematic Reviews and Meta-Analyses guidelines,
searching MEDLINE, Cochrane database, Google Scholar,
and EMBASE from January 2020 to May 2025. Publications
were evaluated against predetermined inclusion and
exclusion criteria, with evidence levels assigned to

assist in developing management recommendations.

The literature findings were integrated with the clinical
experience of the EPI panel to reach a consensus

on flexible, adaptable guidelines suitable for diverse

Introduction

Pain is the most common reason for patients requesting
ambulance attendance and presentation to the emer-
gency department (ED) [1,2]. In emergency settings,
pain management should be straightforward to adminis-
ter and be patient- and condition-specific. In all cases, it
should be preceded by pain assessment and recording of
pain scores.

In 2020, the European Society for Emergency Medicine
(EUSEM) launched and published guidance for acute
pain management in emergency settings through
the multidisciplinary initiative — the European Pain
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European settings. These updated guidelines provide
evidence-based recommendations for adult (=16 years)
and pediatric (>1-<15 years) patients in emergency and
prehospital settings, promoting a multimodal approach to
acute pain management. The recommendations integrate
the Channels-Enzymes-Receptors Targeted Analgesia
framework with WHO analgesic ladder principles and
emphasize systematic pain assessment, flexible routes
of administration, and patient-specific decision-making.
Nonopioid and multimodal strategies are prioritized, with
opioids reserved for appropriate indications. European
Journal of Emergency Medicine 33: 152-161 Copyright ©
2026 Wolters Kluwer Health, Inc. All rights reserved.
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Initiative (EPI) [3,4]. The 2020 guideline relied upon the
two central pillars of effective and repeated pain assess-
ment and timely, flexible treatment using both nonphar-
macological and pharmacological options. Opioids have
traditionally been the mainstay of treatment [5], but
with the advent of the opioid crisis, it is essential that
effective alternatives to opioids for the treatment of pain
are explored [6]. The changing landscape over the last 5
years, including the opioid crisis, technological advances
because of the coronavirus disease 2019 pandemic, an
aging population, and the continued pressure on emer-
gency services, necessitates an update of approaches to
acute pain management in the emergency setting [5,6].
This updated guideline provides recommendations
that are flexible across all healthcare settings, regard-
less of medication access, and enable ED personnel to
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implement pain management strategies that will remain
relevant for the long-term.

Details of pain assessment, which remains largely
unchanged in this update, and nonpharmacological
management can be found in previous publications

[3,4].

This guidance addresses the Population, Intervention,
Comparison, Outcome question of the effectiveness
of multimodal pain management strategics for patients
entering an emergency setting with a pain score of
Numerical Rating Scale (NRS) greater than or equal to
4 or Visual Analogue Scale (VAS) greater than or equal to

Fig. 1

4 (on a 0-10) or greater than or equal to 40 (on a 0-100
scale).

Methodology

Literature review

These guidelines update those published in 2020, when
a full literature search spanning more than 20 years was
performed. The literature search for this update includes
only those publications appearing since the beginning of
2020 and builds on previously identified literature. The
systematic literature review was conducted in accord-
ance with the Preferred Reporting [tems for Systematic
Reviews and Meta-Analyses guidelines (Fig. 1) [7].

Records identified, N=1,089
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Records screened title/abstract
N=1,089

Exclude, n=804
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Citations assessed for eligibility
N=285

Eligibility

} Mixed population:5
Intervention out of scope: 98
Qutcomes out of scope: 12
Study design out of scope: 2
Not in English: 1
Publication out of scope: 493

Exclude, n=185
Acute pain not in emergency setting: 9
Population not acute pain: 47

Included studies/guidelines
N=100

’ Mixed population: 3
Intervention out of scope: 37
Outcomes out of scope: 10
Study design out of scope: 37
Publication out of scope: 42

PRISMA: overview of literature used to construct EUSEM recommendations. EUSEM, European Society for Emergency Medicine; PRISMA,

Preferred Reporting ltems for Systematic Reviews and Meta-Analyses.
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Search terms were used to follow a strategic methodol-
ogy [8,9] and relevant publications from January 2020
to May 2025 were identified via a literature search per-
formed using MEDLINE, Cochrane database, Google
Scholar, and EMBASE online databases on 30 May
2025. The complete search strategy, determined by all
authors, included both free-text words and medical sub-
ject headings, is available in online Supplementary Table
S1, Supplemental digital content 1, 7#ps://links.low.
com/EJEM[A537 as are the agreed inclusion and exclu-
sion criteria for all publications (Supplementary Table
S2, Supplemental digital content 1, zztps://links.lww.com/
EJEMA537).

First-pass evaluation was undertaken by Said Hachimi-
Idrissi and Susan Allen, who reviewed titles and abstracts.
Second-pass evaluation of published full texts by all
authors determined those meeting eligibility criteria for
subsequent review and discussion. Any disagreements
were resolved through author discussion. A working set
of publications was generated (Fig. 1), with additional
publications included from outside the strict definitions
applied in the search strategy as required. To develop
recommendations, the returned literature was integrated
with the authors’ clinical experience. All literature used,
including that used to compile the original guidelines in
2020, was evaluated and graded and is presented in the
Supplementary Tables S3 and S4, Supplemental digital
content 1, Attps://links.lww.com/EJEM[A537.

European Society for Emergency Medicine
recommendations

Management of acute pain in the prehospital and
hospital settings

To provide the flexibility required in busy, diverse emer-
gency settings, EUSEM recommendations have been
based on an agreed set of guiding principles, including
training, protocol development, and documentation.
EUSEM also recommends pain management within a
multimodal, multidisciplinary framework that embraces
opioid stewardship and integrates pharmacological and
nonpharmacological approaches. Nonopioid and multi-
modal analgesia should be prioritized, reserving opioids
for cases where benefits clearly outweigh risks [10-17].
The pharmacological approach to acute pain management
in emergency settings has also evolved, and EUSEM has
integrated the Channels-Enzymes-Receptors Targeted
Analgesia approach and pyramid into updated recom-
mendations aligned with an adapted pain ladder from the
WHO (Supplementary Figure S1, Supplemental digital
content 1, 4ztps://links.low.com/EJEM[A537) [18,19].

The pathway for patients in pain in emergency settings
emphasizes the need for assessment, management, and
reassessment to optimize patientoutcomes and is outlined
in Supplementary Figure S2, Supplemental digital con-
tent 1, Aups://links.fkow.com/EJEM[A537 [20,21]. Prompt

and effective assessment of the patient’s pain is essen-
tial, and multidimensional pain assessment tools should
be considered if possible [22]. All patients should receive
a baseline assessment of pain on arrival to emergency
services within at least 15 min [4]. All patients should
receive appropriate nonpharmacological approaches [3]
to alleviate pain, and for those who require it, pharma-
cological analgesia should be provided. An overview of
key considerations for pharmacological prescribing is pro-
vided in online Supplementary Materials, Supplemental
digital content 1, szzps://links.lww.com/EJEM[A537.

Tiered system for pain management - the traffic light
approach

With the objective of simplifying pain management
across a range of emergency settings, for this update
EUSEM have adopted a three-tiered system — the ‘traf-
fic light’ approach (Fig. 2). This tiered system structures
acute pain management into mild (green), moderate
(orange), and severe (red) categories using validated pain
scales such as NRS or VAS to guide analgesic choice. At
first assessment, clinicians assign a pain category and
initiate the corresponding step of multimodal analgesia,
incorporating nonpharmacological and pharmacological
options individualized to the patient and clinical context
[3,4,11-14,17,21,23-34].

Mild pain is typically managed with oral monotherapy
[35-37], with inhaled therapy considered until oral agents
take effect [38—40], while moderate pain requires adding
further agents with different mechanisms or routes (e.g.
inhaled, intranasal, intramuscular, or intravenous formu-
lations) [41-57]. Severe pain prompts rapid escalation,
combining the moderate-step regimen with additional
interventions such as ketamine, intranasal/nebulized/
sublingual opioids, or nerve blocks, with close monitoring
for effect [45,46,51,52,58-70]. Pain scores are re-evaluated
at defined intervals (e.g. 30 min for mild-moderate pain
and 15 min for severe pain), and patients move up or
down the tiered levels (or through the colors of the traffic
light) as analgesia is escalated when pain worsens or does
not diminish and de-escalated as pain improves.

Practical management of pain in emergency settings

Based on the literature, expertise, and consensus view of
the EPI members, the recommendations for managing
pain in emergency settings are outlined in Fig. 3a for
adults aged greater than or equal to 16 years and in
Fig. 3b for children aged more than 1 to less than or equal
to 15 years. The treatment algorithm gives an overview
of all potential analgesic medications that may be used to
manage pain by severity. The choice of pain management
should be determined by the patient’s baseline pain, so
that every patient enters the tiered system appropri-
ately — at green, orange, or red [11,12,14,15,71]. Once a
patient is allocated to a tier, pain management strategics
can be implemented and, as pain persists or analgesia
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Fig. 2

Emergency setting specific recommendations

« Develop analgesic protocols that embrace a
multimodal, multidisciplinary approach so that
effective analgesia (non-pharmacological and
pharmacological) is provided as soon as possible in
the patient's journey through emergency care

* When additional analgesia is needed, consider a
drug with another mechanism of action, do not rely
on dose escalation alone

Patient-specific recommendations

« Evaluate baseline pain (NRS/VAS/FACE/CRIES etc)
considering the capabilities of the patient”

* Use multimodal pain assessments where available
for implementation

* Treat the underlying cause of pain

« Consider non-pharmacological pain relief

* If non-pharmacological methods alone are
insufficient or pain is severe, escalate to
pharmacological analgesia

» Manage patients’ expectations where improvement
rather than elimination of pain is a more realistic goal

¢ Re-evaluate mild or moderate pain at 30 minutes
post-implementation of analgesia (unless patient
visibly in increasing pain)**

* Re-evaluate severe pain at 15 minutes
post-implementation of analgesia**

« Escalate analgesia based on regular pain
assessments and pain scores, individualised to the
patient; NOTE: whilst oral, intranasal, inhaled or IV
routes of administration are preferred, depending on
patient circumstances; when opioids are required IM,
10 or SC routes of administration may need to be
considered but should be considered as last resort
when other routes are not available

SEVERE PAIN
(NRS 7-10/VAS 7-10 or 70-100)

Implement analgesic options for moderate pain
PLUS additional analgesia as required e.g. ketamine
and/or IN/nebulised/SL opioids and/or nerve block

MODERATE PAIN
(NRS 4-6/VAS 4-6 or 40-60)

Implement inhaled therapy and analgesics recommended

for mild pain
PLUS additional analgesics of a different
mechanism or route of administration e.g. IM/IV

If therapy is insufficient or pain is severe escalate
analgesia to next step

MILD PAIN
(NRS <4/VAS <4 or <40)

1st line — monotherapy e.g. oral

Consider inhaled therapy until analgesia is established

If therapy is insufficient or pain is severe escalate
analgesia to next step

Management strategy for acute pain in emergency settings. *Pain assessment: where possible, use patient self-report. Consider the pain scoring
tool used to ensure it meets the needs of the patient, particularly those who are unable to self-report effectively, such as children and those with
cognitive impairment. Where possible, use tools that are multidimensional but easy to implement in a busy emergency environment. **Pain reassess-
ment: consider first assessment of pain as follows: severe baseline pain reassess at 15 min, moderate baseline pain 15-30 min; mild pain more than
30-60 min. On reassessment, if pain reduction is not evident, then escalate analgesia and reassess, considering other medicines rather than relying
on dose escalation alone. The route of analgesia should also be considered. For intravenous, intranasal, inhaled, and sublingual administration, reas-
sess the pain score at 15 min. For intramuscular and per os administration, reassess pain at 30 min. CRIES, crying, requires oxygen, increased vital
signs, expression, sleeplessness; IM, intramuscular; IN, intranasal; 10, intraosseous; IV, intravenous; NRS, numerical rating scale; SL, sublingual;

VAS, visual analogue scale.

takes effect, can be escalated or de-escalated as appropri-
ate. Practitioners should choose medication within their
appropriate prescribing rights and within their scope of
professional practice. Practitioners should also consider
the choice of route of analgesic administration based on
pain severity, patient characteristics, staff training levels,
and clinical urgency rather than defaulting to traditional
intravenous opioid approaches. Choice should meet the
needs of the individual patient and the required speed
of onset for analgesia. EUSEM recognizes that patient
characteristics unrelated to their pain state, including age,
gender, population minoritization or disadvantage, and
comorbidities, impact pain and its management and need
additional consideration. Detailed information regarding
protocol development, multimodal management, pain

assessment, analgesics, routes of administration, and the
impact of patient characteristics on pain management
can be found in Supplementary Materials, Supplemental
digital content 1, Attps://links.lww.com/EJEM[A537, and
the full guideline booklet available at https://cusem.org/
images/251210_EUSEM_European_Pain_Initiative_
Guidelines_Updated_Oct_2025.pdf.

Pharmacological treatment recommendations for
acute pain

Bridging analgesia for all patients

In all patients, inhaled analgesia may be considered as
interim pain control while definitive analgesia is being
established, including nitrous oxide in adults and children
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Fig. 3

(@)

SEVERE PAIN
(NRS 7-10/VAS 7-10 or 70-100)

MODERATE PAIN
(NRS 4-6/VAS 4-6 or 40-60)

MILD PAIN
(NRS <4/VAS <4 or <40)

(b)

SEVERE PAIN
(NRS 7-10/VAS 7-10 or 70-100)

MODERATE PAIN
(NRS 4-6/VAS 4-6 or 40-60)

MILD PAIN
(NRS <4/VAS <4 or <40)

Analgesic options in ADDITION to those for moderate pain if needed
(ensure new drug is of a different class):

IN/SL/buccal/nebulised opioids (fentanyl, sufentanil)
IV opioids (morphine, fentanyl, sufentanil)
IN/nebulised/IV ketamine (potential for combination with antipsychotics e.g. haloperidol,
diazepam or midazolam)
Nerve block (bupivacaine/ropivacaine)

Analgesic options in ADDITION to those for mild pain if needed
(ensure new drug is of a different class):

Topical lidocaine
INH nitrous oxide
Oral opioids
INH methoxyflurane
IV paracetamol
IV NSAIDs (ketorolac)
IN/nebulised/IV ketamine (potential for combination with antipsychotics e.g. haloperidol,

diazepam or midazolam)
IV/IM metamizole
Nerve block where appropriate

Analgesic options:*

Topical or oral NSAIDs (e.g. ibuprofen, diclofenac)
Oral paracetamol

Analgesic options in ADDITION to those for moderate pain if needed
(ensure new drug is of a different class):

IN/SL/IV opioids (fentanyl)

IN/nebulised/IV ketamine

IV/oral opioids (morphine)
Nerve block (bupivacaine/ropivacaine)

Analgesic options in ADDITION to those for mild pain if needed
(ensure new drugq is of a different class):

Topical local anaesthetic gel (lidocaine, prilocaine gel)
INH nitrous oxide
Oral opioids (morphine)
IV paracetamol
IV NSAIDs
IN/nebulised/IV ketamine
Nerve block where appropriate

Analgesic options:*

Oral ibuprofen

Oral paracetamol
Topical local anaesthetic gel (lidocaine, prilocaine gel)**

(a) Treatment options within the management strategy for acute pain in adults (=16 years) in emergency settings. (b) Treatment options within
the management strategy for acute pain in children (>1 to <15 years) in emergency settings. *Consider the use of inhaled therapy, that is, nitrous
oxide, while other methods of analgesia are being established. **When planning analgesia for pediatric patients, consider local anesthetic cream/
gel (lidocaine or lidocaine/prilocaine or tetracaine) to facilitate future IV administration. Note: onset of effect of anesthetic cream/gel requires from
30min up to 60 min lead time. IM, intramuscular; IN, intranasal; INH, inhaled; IV, intravenous; NRS, numerical rating scale; NSAID, nonsteroidal anti-
inflammatory drugs; SL, sublingual; VAS, visual analogue scale.
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Fig. 3 (Continued)

Specific considerations for the management of pain in adults Fig. 3a:

1. Codeine and tramadol are not recommended because of their significant pharmacological limitations, safety concerns, and the availability of superior
alternative medications.

2. The use of the opioid oxycodone is discouraged and not recommended, given its association with higher rates of euphoria than other opioids.

3. Metamizole is associated with life-threatening agranulocytosis and should be used with caution.

4. Ensure availability of naloxone if opioids are used.

5. For patients who receive NSAIDs, administration of a second different NSAID is contraindicated e.g. if a patient receives ibuprofen, then other NSAIDs
like diclofenac or ketorolac should not be used.

6. If analgesia is not sufficient, escalate therapy using drugs from another class and/or dose escalation — drugs from the same class should not be used in
combination.

7. Patients should be discharged from the emergency setting with minimal opioids, no more than 2-3 days of dosing to minimize the risk of addiction.

8. Escalate analgesia based on regular pain assessments and pain scores, individualized to the patient. Note: while oral, intranasal, inhaled, or intravenous
routes of administration are preferred, depending on patient circumstances, when opioids are required intramuscular or subcutaneous routes of adminis-
tration may need to be considered when other routes are not available or not feasible.

9. IM administration should be individualized to the patient and used when oral, intranasal, inhaled, and IV access is not available or difficult. The use of
intramuscular delivery is strongly discouraged due to painful administration, unpredictable absorption, slow onset to effect, risk of local complications, and
superior alternatives, and should be reserved only for exceptional circumstances when other routes are impossible.

Specific considerations for the management of pain in children and adolescents Fig. 3b:

1. Ensure availability of naloxone if opioids are used.

2. Consider antiemetics as adjunct to opioids: ondansetron to overcome nausea and reduce vomiting.

3. For patients who receive NSAIDs, administration of a second different NSAID is contraindicated, for example, if a patient receives ibuprofen, then other
NSAIDs should not be used.

4. If analgesia is not sufficient, escalate therapy using drugs from another class and/or dose escalation — drugs from the same class should not be used in
combination.

5. Codeine is contraindicated in children and is not recommended.

6. Methoxyflurane has demonstrated efficacy and safety in pediatric population, particularly for the management of acute traumatic pain in prehospital and
emergency settings. Despite this robust evidence base, the lack of formal regulatory approval for pediatric use of methoxyflurane in wider Europe remains
a significant barrier, limiting its broader implementation across European emergency departments and prehospital systems. As such, use of methoxyflurane
in children and adolescents is off-label. Methoxyflurane has very recently been approved for use in children in Ireland, and while it remains off-label in

wider Europe, its use in children aged 6 and over who can cope with instruction should be considered.

and inhaled methoxyflurane in adults [38,39,54,72-74]. A
recent prehospital study by Simensen ez @/. [39] demon-
strated noninferiority of inhaled methoxyflurane com-
pared with intranasal fentanyl, with clinically relevant
reductions in pain scores at 10 min. This suggests that
intranasal opioids may also be effective as bridging anal-
gesia. Other studies have similarly reported noninferiority
of intranasal sufentanil compared with intravenous opi-
oids in patients with severe pain [59,75]. Taken together,
these findings support consideration of intranasal opioids,
such as fentanyl, as bridging analgesia alongside inhaled
options, within the clinician’s scope of practice and pre-
scribing authority.

Adults

In adults aged greater than or equal to 16 years, oral
paracetamol or nonsteroidal anti-inflammatory drugs
(NSAIDs) are recommended for mild pain, with the
potential to escalate to intravenous administration in
patients with moderate pain and include options such as
ketamine (intranasal, intravenous, or nebulized routes)
and opioids, with the option to consider nerve block in
appropriate patients. In severe pain, opioids and keta-
mine should be considered via intranasal, sublingual,
buccal, nebulized, and intravenous routes, plus nerve
block.

Children

In children aged more than 1 to less than or equal to 15
years, oral ibuprofen or paracetamol is recommended for
those with mild pain, plus the use of nitrous oxide while
analgesia is being established. In these patients, also con-
sider the use of a topical local anesthetic gel (lidocaine
or lidocaine/prilocaine or tetracaine) to facilitate later
intravenous administration, as the onset to effect is up
to 60 min. For moderate pain, oral opioids and intrave-
nous paracetamol and NSAIDs are recommended with
the option for nerve block as needed. For severe pain,
opioids should be considered administered by oral, intra-
nasal, sublingual, or intravenous routes with the option
to add intranasal, nebulized, or intravenous ketamine or
nerve block as needed.

Discussion

Despite the widespread availability of evidence-based
guidelines and diverse analgesic options, implementa-
tion of optimal pain management in emergency settings
remains challenged by multifaceted barriers. Barriers to
improvement include interconnected domains: human
factors (including provider underestimation of patient
pain, with healthcare professionals underestimating pain
severity in approximately 80% of published studies),
environmental constraints (overcrowding, understaffing,
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and medicolegal concerns about symptom masking), and
procedural barriers (fragmented authorization for non-
physician analgesic administration and incomplete docu-
mentation). These barriers are not merely organizational;
they reflect deeper uncertainties about the risks and
benefits of analgesia in acute care, particularly regarding
opioid stewardship and the fear of inadvertently masking
serious underlying pathology.

The evaluation and management of acute pain is com-
plex and relies on both clinical knowledge and clinical
experience. To provide effective analgesia through non-
pharmacological or pharmacological means, EUSEM
recommends:

1. Evaluation of the patient’s pain, with empathy to
understand how distress is contributing to their pain.

2. Adequate and repetitive assessment of pain by indi-
vidual patient age, cognitive, and linguistic abilities.

3. Treatment of any underlying causes of pain and
implementation of nonpharmacological pain man-
agement strategies. For all patients, this may involve
techniques such as splinting, immobilization, heat/
cold, virtual reality, or mixed reality, and, for children,
additional distraction techniques such as play.

4. Implementation of age-specific pharmacologic pain
management that is specific to patient baseline pain
— ensuring appropriate reassessment according to
baseline pain severity, analgesia provided, and route
of administration. While oral administration is pre-
ferred, the use of inhaled, intranasal, sublingual, and
buccal administration should be considered where
appropriate.

5. For all patients, consider inhaled or intranasal anal-
gesia while other analgesic options are considered
or implemented. Evidence from prehospital studies
indicates that intranasal fentanyl and inhaled meth-
oxyflurane both provide early analgesia that is non-
inferior to intravenous morphine and to each other,
supporting their role as effective nonintravenous
bridging analgesia in the initial management of acute
pain [39]. Nitrous oxide is well-established in emer-
gency settings for fast, pain relief that is practical
to use for all emergency personnel [33,74]. Inhaled
methoxyflurane has established use in adults and has
very recently been approved for use in children aged
greater than or equal to 6 years in Ireland, but is cur-
rently off-label in other countries [76,77].

6. Analgesics should be selected with an understand-
ing of analgesic pathways, considering their benefits
and risks with reference to the individual patient and
risk of side effects. Consider analgesic combinations
rather than a reliance on opioids or dose escalation
alone.

7. Ensure effective documentation of all pharmacolog-
ical analgesia provided and ensure there are no con-
traindications to use before administration. Use the

lowest dose of medication for the shortest period to
achieve analgesia.

8. EUSEM has opted not to recommend the use of
codeine or tramadol for use in emergency analgesia in
this update due to their limitation and safety concerns.
However, it is noted that codeine remains important
in some countries for use in emergency analgesia, and
in these instances, local and institutional recommen-
dations should be considered.

In summary, despite persistent barriers to optimal pain
management in European emergency settings, the evi-
dence base for effective, evidence-based analgesia has
expanded substantially over the past 5 years.

With the changing analgesic landscape, EUSEM and the
EPI have reviewed and revised guidance to provide flex-
ible recommendations that can be implemented across a
wide range of healthcare settings by a range of healthcare
professionals in emergency settings.

Our recommendations have been developed to pro-
vide a three-tiered stratified system (the traffic light
approach) to emergency pain management, where
patients are triaged by baseline pain severity using
NRS, VAS, or multidimensional tools, with flexi-
ble escalation and de-escalation based on analgesic
response. The framework emphasizes multimodal,
multidisciplinary analgesia with regular reassessment
at baseline and after analgesic implementation; at
30 min for mild-moderate pain and 15 min for severe
pain. A multimodal approach combining pharmacologic
agents targeting distinct pain pathways with nonphar-
macologic interventions has consistently demonstrated
superior efficacy, reduced opioid consumption, and
improved patient outcomes compared with traditional
opioid-centric approaches.

Both adults and children are managed using the stratified
system, but the specific pharmacological options differ
significantly to account for physiological and safety pro-
files in pediatric care.

For adults, the protocol offers a wider range of analgesic
classes and combination therapies.

1. Mild pain: Management focuses on oral paraceta-
mol and NSAIDs, with a specific option for topical
NSAIDs (e.g. diclofenac) alongside oral forms.

2. Moderate pain: Treatment expands to include inhaled
methoxyflurane and nitrous oxide. For moderate pain,
there is the potential escalate analgesia to intrave-
nous options include paracetamol, NSAIDs (ketoro-
lac), and metamizole (intravenous/intramuscular).
Notably, ketamine can be combined with antipsy-
chotics (haloperidol) or benzodiazepines (diazepam,
midazolam) for enhanced effect.

3. Severe pain: Stronger opioids such as sufentanil are
introduced alongside fentanyl and morphine. Routes
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include intranasal, sublingual, buccal, and nebulized
administration to ensure rapid onset.

The pediatric approach prioritizes noninvasive routes
and age-appropriate formulations, with a more restricted
drug list.

1. Mild pain: In addition to oral ibuprofen and paraceta-
mol, topical local anesthetic gels (lidocaine, prilo-
caine) are a first-line option, emphasizing needle-free
pain relief for minor procedures.

2. Moderate pain: Options include inhaled nitrous oxide
and oral morphine. Unlike adults, there is no men-
tion of methoxyflurane or metamizole. Intravenous
options are focused on paracetamol and NSAIDs as
required if oral options are not sufficient or practi-
cal, with ketamine available but without the explicit
antipsychotic combinations used in adults.

3. Severe pain: Pharmacological escalation relies on
fentanyl  (intranasal/sublingual/intravenous) and
morphine (intravenous/oral). Sufentanil is not listed
for children. The protocol emphasizes intranasal and
nebulized delivery systems to minimize distress asso-
ciated with intravenous access.

In all patients, the use of bridging analgesia such as fast-
onsct inhaled analgesia should be considered while other
analgesic options are being implemented or taking effect.

Implementation of these strategiecs requires more
than guideline publication; sustainable improvement
depends on institutional culture change, sustained staff
education integrated into clinical workflows, system-
atic audit and feedback mechanisms, and alignment of
organizational priorities with evidence-based pain man-
agement. EUSEM’s updated guidelines offer flexible,
evidence-based recommendations designed to promote
multimodal analgesia across diverse European healthcare
settings while acknowledging real-world constraints of
time, resources, and provider scope.
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