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¢Qué es la Paralisis cerebral infantil (PCI)?
Clasificacion y escalas

Caso clinico

Reconocimiento de sintomas mas frecuentes en
ninos con PCI
Infecciones
Sintomas neurologicos
Dolor en paciente con PCI
Causas més frecuentes

Diagnostico: Anamnesis, Escalas, EF
Tratamiento: 1° estrategia analgésica de la OMS y 2° Farmacos

y posologia
X @
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“Grupo de trastornos del desarrollo de movimiento
y la postura que limitan la movilidad y que son

atribuibles a lesiones no progresivas que

ocurrieron en el SNC fetal o infantil en desarrollo”.

*Diagnostico a partir de los 2 anos; definitivo a los 4 afos
Pruebas de imagen

(1) Hurtado IL. La paralisis cerebral. Actualizacion del concepto, diagnostico y tratamiento. Pediatria integral 2017; 11

o )
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No es una enfermedad homogénea
Clasificacion SCPE:

trastorno de movimiento + topografia lesion= pronoéstico
evolutivo

Clasificaciones funcionales: Grado de dependencia
GMEFCS “ Gross Motor Function Classificaction System”
MACS “Manual Ability Classification System”

CFCS “Communication Function Classification System”

o )
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Clasificacion PCI

Aumento de o
tono persistente Variabilidad
sin variabilidad del toy
. No
Hipotonia
con ataxia

* Si - Mo
Afectacidn Actividad . Subtipo no
marcada de y tono . R clasificable
MMSS o . Actividad
Actividad reducida & aumentada y
Si & No y tono aumentado . tono disminuido
Tetraparesia Diplejia it PCI
espéastica espastica FCI distonica coreo-atetésica

Surveillance of Cerebral Palsy in Europe. Surveillance of cerebral palsy in Europe: a collaboration of cerebral %
surveys and registers. Surveillance of Cerebral Palsy in Europe (SCPE). Dev Med Child Neurol 2000;42:816-24 X e Servicio de
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GMFCS Level |

Youth walk at home, school, outdoors and in the
community. Youth are able to climb curbs and stairs
without physical assistance or a railing. They perform
gross motor skills such as running and jumping but
speed, balance and coordination are limited.

nual Ability Classification S

GMFCS Level Il

Youth walk in most settings but environmental

factors and personal choice influence mobility choices.
At school or work they may require a hand held mobility
device for safety and climb stairs holding onto a
railing. Outdoors and in the community youth may

use wheeled mobility when traveling long distances.

Level 1 Handles objects easily and successfully.

Level 2 Handles objects, but with somewhat reduced quality and/or speed of achievement.
Level 3 Handles objects with difficulty; needs help to prepare and/or modify activities.

Level 4 Handles a limited selection of easily managed objects in adapted situations.

Level 5 Does not handle objects and has severely limited ability to perform even simple actions.

GMFCS Level llI

Youth are capable of walking using a hand-held mobility
device. Youth may climb stairs holding onto a railing
with supervision or assistance. At school they may self-
propel a manual wheelchair or use powered mobility.
Outdoors and in the community youth are transported
in a wheelchair or use powered mobility.

GMFCS Level IV

Youth use wheeled mobility in most settings. Physical
assistance of 1-2 people is required for transfers.
Indoors, youth may walk short distances with physical
assistance, use wheeled mobility or a body support
walker when positioned. They may operate a powered
chair, otherwise are transported in a manual
wheelchair.

GMFCS Level V

Youth are transported in a manual wheelchair in all
settings. Youth are limited in their ability to maintain
antigravity head and trunk postures and control leg and
arm movements. Self-mobility is severely limited, even
with the use of assistive technology.

GMFCS descriptors: Palisano et al. (1997) Dev Med Child Neurol 39:214-23
CanChild: www.canchild.ca

llustrations copyright © Kerr Graham, Bill Reid and Adrienne Harvey,
The Royal Children’s Hospital, Melbourne

CFCS Levels

Effective Sender and Receiver with unfamiliar
and familiar partners.

Effective but slower paced Sender and/ ol

Receiver with unfamilias r familiar

!V:(!. i
partners

Effective Sender and Receiver with familiar
partners.

Inconsistent Sender and/or Receiver with
familiar partners.

Seldom Effective Sender and Receiver even with
familiar partners.

X @
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Eduardo es un nifio de 5 anos
diagnosticado de PCI tipo tetraparesia
espastica secundaria a un evento
hipoxico-isquémico en el periodo
neonatal.

Tiene crisis epilépticas desde el ano y
medio de vida, bien controladas con
Levetiracetam y precisa baclofeno
para controlar la espasticidad.

Ha tenido algunas infecciones
respiratorias leves pero por lo demas
es un nino sano y feliz.

Los padres consultan porque hace 6 dias
lo encuentran agitado e irritable.
No ha tenido fiebre ni otra
sintomatologia pero, estan seguros de
que algo le ocurre a su hijo.

e

¢Qué sintomas reconoces y qué
patologia debemos descartar?

¢ Como valorarias a este paciente?

¢Podriamos dar solucion a estos
problemas en Urgencias/ Atencion

primaria? X o

+
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Reconocimiento sintomas

e Trastornos del
sueno

o Irritabilidad
e Discomfort
 Dolor

Anamnesis detallada

______

« Crisis
epilépticas

 Disnea

» Fracturas

« Ortopédicos

* /

Exploracion

 Intoxicaciones
por farmacos

« Infeccion

« Estrenimiento

« Reflujo
gastroesofagico

‘P
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Infeccion respiratoria (neumonia aspirativa/no
aspirativa) como 12 causa de morbimortalidad

Problemas
motores

v
¥

Aspiracion

v
A

Neumonia
recurrente

A

Inmunodeficiencia
por desnutricién

Tos ineficiente y
reflejo tusigeno
abolido

Reflujo
gastroesofagico

Y
Abundantes
—- secreciones
(respiracion
ruidosa)

N
 j

Hiperreactividad
bronquial

\J

Bronquiectasias

Hipomotilidad

1/

1Y
- r

Atelectasias

Escoliosis

\{

Enfermedad
pulmaonar
restrictiva

PEDIATRICS

OFFICIAL JOURNAL OF THE AMERICAN ACADEMY OF PEDIATRICS

Aspiration and Non-Aspiration Pneumonia in Hospitalized Children With

Neurologic Impairment

Joanna Thomson, Matt Hall, Lilliam Ambroggio, Bryan Stone, Rajendu Srivastava,

Samir 8. Shah and Jay G. Berry

Pediatrics 2016;137.1; originally publléhed online January 19, 2016;

DOI: 10.1542/peds.2015-1612
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Profilaxis respiratoria en PCI

O

» Pacientes con GMFCS> III

o Vacuna antineumocoécica+ antigripal anual
o Azitromicina profilactica

o Fisioterapia respiratoria

Cefotaxima+clindamicina

Antibioterapia basada en Amoxicilina/clavualanico
cultivos i i ici

Broncodilatadores Beta 2 + anticolinérgico
Corticoides Fisioterapia respiratoria
Soporte tecnificado CPAP/BiPAP

—

e
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Reconocimiento problemas
Infecciones

» Exploracion general minuciosa
o Examinar sistemas por separado y con breves descansos

» Minimizar pruebas clinicas invasivas
o Pulsioximetria
o Trabajo respiratorio
o Recogida de orina por colector

Respiratorio Urologico Piel y mucosas
« Mal manejo secreciones « ITU « Inmovilidad
« Disfagia/aspiracion « Incontinencia « Ortesis
« Sondaje « Vigilar cavidad oral y

ulceraciones corneales
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Crisis epilépticas (12-90%)
Refractariedad ===»combinacion antiepilépticos
Buen control (70%; monoterapia 35%)
Epilepsia de sobresalto, Sindrome de West

Trastornos del comportamiento
Autismo
TDAH
Psicosis
Patron de sueno alterado

X0
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Reconocimiento de problemas
Neurologico

» ¢Qué farmacos toma?
» ¢Interacciones medicamentosas?
» Niveles de farmacos monitorizables

————— Acido Valproico

« Carbapenémicos
» Saliciatos

————— Carbamazepina

« Metadona
e Macroélidos

----- Fenitoina

» Antivirales
 Sulfamidas
« Omeprazol

« Antihistaminicos (efecto sedante)
« Metadona

X [ ]
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Reconocimiento de problemas
Dolor

o Estudio SPARCLE: 74% de los pacientes con PCI
presentaban dolor al menos una vez a la semana

ALT. CONTROL ESFINTER URINARIO (0
T. DEL SUENO 0

ALT. COMPORTAMIENTO
LUXACION DE CADERA (0 o .
EPILEPSIA @ Pain in young pgople aged_1 3 to 17 years with cerebral
DOLOR I palsy: cross-sectional, multicentre European study
— OPEN ACCESS
AFECTACION GRAVE DE MMII Kathryn M Parkinson," Heather O Dickinson,’ Catherine Amaud,® Alan Lyons,*

AFECTACION VISUAL GRAVE 0 Allan Calver,’ on behalf of the SPARCLE group

SORDERA GRAVE [0
RETRASO INTELECTUAL

20 30 0 5 80 70 80 %0

g\

Novak I et al. Clinical prognostic messages from a systematic
review on Cerebral Palsy. Pediatrics 2012 (130)

* 90% de los pacientes presentaron dolor durante 1 ano sin recibir tratamiento
Parental perception of cold extremities and other accompanying symptoms in children with cerebral palsy. Eur J Paediatr Neurol.
2008;12(2):89—96

Sintomas

Alteracion Problemas reconocidos
del sueno alimentacion por el

*
: oy
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Dolor en PCI

O

» Origen multifactorial

» Dolor nociceptivo/neuropatico

» Dolor agudo/dolor créonico/dolor recurrente

TABLE 1 Deanitions

Pain Dehaviors

Mogcaptve pain

Meuropathic pain

Dysesthesa
Hyperaigesia
Asodynia
Agsation

Irritabedity

Meuroirritability

Defined by the IASP7 35 “an unpleasant sensory and emotional experience associated with actual or potential tissue damage. or described
in terms of such damage. The inability to commeunicate verbally coes not negate the possibility that an individusl is experiencing pain
and is in need of appropriate pan-relieving trestmant™

Ditservable festures mepressed by an indwidual in pain, with features specific to children with SKI indicated in Table 3

Diefined by the IASPT 3 “pain that arises from actual or threstened damage to nonneural tissus and i due to the activation of

nocicapbors™

Ingicates tissue injury or inflammation

Defined kyy the 43P a5 “pain that arises from an aiteration or diszase in the somatosensory neryous system™

Attrimftable to atterations in the peripheral nervous system or CNS, resulting in abnormal exciabiliy

Defined by the ISP? 85 “an unplezsant sensation, whather spomiansous or evoked™ with cases including hyperalpesia and allodynia

Defined by the IASP? 85 <increased pain fram 2 stimulua that normally provokes pain™

Defined by the IASP? s “pain due to 8 stimulus that does not normally prvose pain™

Unplezsant state of arousal mandesting as irritabdity, restiesaness, and increasad mofor activisy?

Fealures inCiude koud SpReCch, CTYing. increassd mvement, iRCreassd Sutonomac arousal, SUCh as sweating and tachycarda, inability to
relax, and disturded sleap-rest patiern

& disoroer characterized by an abnormal responaiveness bo stimuli or physiologic arousak may be in response bo pain, fright. a drus, an
emotional sitestion, or a medical condition®

Might Dest be used o indicate children with 381 wiho have persistent or recurrent episodes with pain behaviors after assessment and
management of potential nociceptive sources, supgesting the CNS a3 a source of persistent pain fzatures

W3EF intamational Assaciabon for the Budy ol Fan.

IASP. International Association for the Study of Pain

X e
P
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*Uso de escalas adaptadas
*Valorar junto al cuidador principal y con respecto al estado basal
*Uso obligado en:
1. Visitas rutinarias en cuidados paliativos
2. Cambios en el tono o postura

3. Aparicion reciente de sintomas gastrointestinales

De 1 mes-3 anos y en pacientes no colaboradores

Cara

Piernas

Actividad

Llanto
Capacidad
de

consuelo

O: no dolor; 1-2: Dolor leve ; 3-5: dolor moderado ;

FLACC

Calificacion del dolor de 0O al 10. (El O equivale a no dolor y el
10 al maximo dolor imaginable)

o

Cara relajada
Expresion neutra

Relajadas

Acostado y
quieto

No llora

Satisfecho

Arruga la nariz

Inquietas

Se dobla sobre el
abdomen
encogiendo las
piernas

Se queja, gime

Puede distraerse

9-10 : maximo dolor imaginable

2

Mandibula tensa
Golpea con los
pies

Rigido

Llanto fuerte

Dificultad para
consolarlo

6-8: dolor intenso;

M ost troublesome pain (Pain A)

1 For gachitom plaasa cindo e number thiat best describes yosr chilt’s batiasiour wian thay hawe this pain.

2 Entoritha numbor you Bzwe ciciad in bo tha “scom” column.

3 Aok up the Memizars in tha “so0e™ column i EWE tha bokal scom.

4 Rerni o s0on on S0 Summary Gaph

Pain Profile

'Winan my child s Sis in, haorsha...

Mot 3kal

Qunain | Agetosl | Som

s choarisl

Is sociable or sesporsive

T Or daprsad

Criés fmoansy gmans | scRans cowhimpars

s Bard by consal o comfort

Sall-harms 4.5 biEng saf or Banging haad

s miuctant 10 aat § cilficutt in foed

Has disturboc siaon

GrimaEDs | scrows up Fce § St UD yes

Frowns | Bas fsrmwed brow | Inoles worried

Looks Eightsnad fwith syeswida opan)

Gringks beth or makes mouthing mavements

s mstiess | agitated or distressed

Tenses | sliffans o spams

Fiigs imwards of draws legs =p Sowards chost

Tands b fouch or reb panticular aras

Resist= haing moved

Pl awiay or finckas when Soecbod

Tw itz and fums | osses head | wiithes o R hes back

Has impotentany or sterotypacal movamnLs |
s jumpy | stariias or has simres

TORL

Pz ok the bem st o the werd that bast describes the sevesy of this m@in

Mane miid Modarata

Swvare

Wary s

©2003. UCL{ICHand RCHL. This papa is part of the Fasdistric Fxin Frofie. & may ba

children witi: sevara physical and laaming disa bities.

X @
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Non-communicating Children’s Pain Checldist - Revised (NCCPC-R)

NAME: UNITFILE & DATE: (ddimmyy)

e e m 3-18 anos

How offten has this child shown these behaviours in the last 2 bowrs? Please circle 3 mumber for each item. If an item does
not apply tnﬁnsdn'ld.l[iwmph this child does not eat solid foed or cannot reach with his'her hands), then indicate "not

e Pacientes no verbales

3 = VERY OFTEN A = NOT AFFLICABELE

ERE: Evaluar periodos >2 horas
48 Excluir comidas/sueno
Puntaje>7 PRESENCIA DOLOR

SCORE SUMMARY:

Version 012004 © 2004 Lynn Brean, Patrick McGrath, Allen Finley, Carol Camfield ** .
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Reconocimiento de sintomas:DOLOR
Diagn(’)sti@etiolégico

» Dolor asociado a la alimentacion
o ¢Qué come? ¢Quién le da de comer?

o éCuando y como come?
o Dificultad alimentacion
o Déficit sensoriales

DISFAGIA /RGE

ipotonia Hipoto.n?a
Disautonomia Espasticidad
Hiperalgesia Incoordinacion

visceral deglutoria




Dolor asociado a la alimentacion
¢Qué come? ¢Quién le da de comer?
¢Cuando y como come?

Dificultad alimentacion
Déficit sensoriales

Laxantes:
Movicol/Duphalac
Senodsidos

Emuliquen

20 morficos: Naloxegol

Espesantes
Baclofeno
Ranitidina
Alimentacion
enteral tecnifica

1

X @

5
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Dolor asociado a complicaciones motoras

Espasticidad ( 86% de los pacientes con aumento de tono
IIlllSClllElI‘ como SiIltOma de dOlOI‘ Case series and reports of children with SIN and persisten pain

behavior episodes)
Diazepam
Tizanidina
Baclofeno (bomba intratecal 100 veces mas efectiva)

Y

Ortesis m=%) estado de la piel

Luxaciones (subluxacion de cadera)

Fracturas patologicas (osteopenia y osteoporosis)
Escoliosis

X @
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Reconocimiento sintomas:DOLOR
Diagnostico etiologico

» Dolor y ambito psicologico
o Ansiedad
o Depresion
o Poco acceso a analgesia

Estimulos Transmision Percepcion . o
NoCvos fisiologica del sensorial del :Idlllel:enm
olorosa
dalor dalor
Dimensiones del dolor

Cognitiva Afectiva Conductual

Creencias,

actitudes,

actitudes
espirituales y

culturales

Cambios de

Emociones .
comportamiento

X [ ]
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Anamnesis y reconocimiento del dolor en
paciente con PCI

CLINICAL REPORT  Guidance for the Clinician in Rendering Pediatric Care

(¥biain history and physical exam American Academy

Inifise i : " of Pediatrics
* mmwh b DEDICATED TO THE HEALTH OF ALL CHILI
treatment fior otilis media,

Hi andlior exam (Tabde & t atiolo Yy — severe dermatitis, ar GERD, ar
oy @ ) et ctelogy = perfonm confimsiony shedies

No - Continned symptons

Pain Assessment and Treatment in
Children With Significant Impairment

Acute/new symptoms  OR  Chronic/recurrent symptoms of the Central Nervous System
Julie Hauer, MD, FAAP=b Amy J. Houtraw, MD, PhD, MPH, FAAPE SECTION ON HOSPICE
1' ‘r 'AND PALLIATIVE MEDICINE, COUNCIL ON CHILDREN WITH DISABILITIES
Suggested stedies: blood tests (BMP, CBC, ALT, Consider empirical drug trial
t bili, alk phos, amylase, lipasel; VA T Noray along with relevant avadics
of bone scan if Fackars suspected ar o ssess under “Acuteinew symploms”
hips; dental exam if no exam i 6 to 12 months if ned previously abtamed e THE OFFICIAL NEWSMAGAZINE OF THE AMERICAN ACADEMY OF PEDIATRICS
: _ v ¥ N
ITPTUVEMERT 1 53 meﬂl \:
following treatment f—— Yes | Abrormal Study? No he e S
Yes Neo HEATEW 0% ALL CORDREN U .v
¢ ¥ Hospice/Palliative Medicine, Neurologic Disorders, Neurology, News Articles, AAP Clinical
+ Acile symploms with ne kistory of ircitability: consices Farther Report
testing {eg, Abd U/S, endoacapy, pl probe) Identifying, treating pain in children with neurological impairment

= Recurvent irvitability with pain behaviers: imitiote empirical
medication tral, slaring with gabapentin (Tables 7 and 4, Figure 2).
while considering farther stadies

= Utilize nonpharmacelogic interventions

= Manage triggers (eg, conslipation, exeesgive fube feeds)

= Utilize as needed medications for breskizrough symploms + assess for nociceptive sources using history, physical examination and initial diagnostic studies;

+ consider alterations in the CNS that can result in recurrent pain episodes;

by Julie Hauer M.D., FAAP

» recognize behaviors that indicate pain in children with CNS impairment;

« utilize an empirical medication trial when pain behaviors persist, following the initial evaluation for a

Improvement nociceptive pain source;
Yes Nar e wm relurn + manage triggers that can worsen symptoms, including gastrointestinal tract distention;

« use nonpharmacologic strategies;
+ develop home care plans that manage breakthrough symptoms; and

= Consider adding another drag (Figare 2 « utilize experts when symptoms persist after these initial steps.

= Corsider 2 new nociceptive pain source *

when breakthrough symploms pesist ** .
= Consult specialists os needed

Servicio de
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Primera fase: dolor leve
Paracetamol, ibuprofeno o metamizol
Segunda fase: dolor moderado-grave
Morfina
Fentanilo
Metadona
Estrategia bifasica: dosis bajas de opioides potentes

Evitar tramadol y codeina (Recomendacion FDA 2017) ‘e
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Farmacos adyuvantes en PCI

Antidepresivos

Gabapentina

| %)’ugltf::r: Benzodiacepinas

ea vsen

Pediatric Palliative Care. Jeffrey C. Klick, MD, Julie Hauer, MD. Pediatric and Adolescent Health Care.

¢{Anticonvulsionantes?
Volume 40, Issue 6, Pages 120—151

e

¥
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Tratamiento del dolor recurrente
neuropatico/mixto

Primera linea

TABLE 8 Analgesic Dosing Guidalines and Suggasted Titration Schedules

o . o~ . . Gabapentin
Iniciar en nifios con dolor reccurente >3 episodios semanales o Do L2 (0 i eyt iy
Gabapentina semanalmente durante 1-2 meses P iy -4 e = g pr o '
1. Effective analgesia reached (may be noted at 3045 m/kg per day}
Considerar afiadir analgesia secuencialmente si control inadecuado 2 50e et axpeiencd(nyatagus seceto, remu: s, awling

3 Maximum fotal dose of 50-77 Mgt per day reachad (24003500 miday)
4. ¥ourgier children (<5 years) may require @ 30% higher mgfkg per day oosing. such 2 a total
oma of 4550 Mk per cay s s
5. Half of the total daily dose may be given & the evening dos: if sympioms occur mastly in the
eVEning and overnignt
& Titrate more rapidly for s2vere pain or as tolerated, térate more gradusily if sedation noted
Preganalin
Dye 13 1 g (50 mg macimum). anterally. avery night
Days 46 | Mg enterally, twice daily
InGreass every 2-4 days up t0 3 mg/kg per dos=. enterally. gven 2 or 3 times daily (maximum & mg/
g par doac)
Amitriptyline or nortriptyline
Days |4 0.2 mg'kg {10 mg maximum), enteraily, every night=

Segunda linea e .

1. EMective analgesia, side effects (constipation, dry mouth, urinary retention, sedation, or dosing
reaches | mikg per day (50 mgiday maximum}

2 Comzider ECE before further dose escalation up to 1.5-2 mg/kg per day {100 mgfday maximum};
higner raie of side efects with higher doses including anticholinergic

BenZOdiacepinaS d d 1 i m: ﬂm:ﬁﬂﬁﬂﬂ%ﬂ"ﬁﬁmﬁmﬂ the evening
q q o4 TE Continuar siempre con medicacion de primera linea y conane .
Days 13 0.002 mg/kg (0.1 mg maximurm), enterally, gt
Antidepresivos triciclicos potenciar su efecto D -2 0002 7 (1.1 mg e, ey vy
o o . Days 7-% 0.002 mgkg, enteraily, 3 timea daily
Opioides de vida corta Iorsane every 2.4 caya by 1002 mgfhgundl e Tolowing:

1. Effzctivenass noted or side effects devzlan
2 Titrate more rapidly if folerated
3 Awerage dose in | study (for spasticiy): 0.02 mng per cay'™
4 (u002-0.004 mg/kg every 4 howrs 23 nesded for breakthrough epizodes that suggest autonomic
storm events (suggested by facial flushing, muscle stiffening and tremors. hyperthermia)
Dok from refs L5£50-35 NG 104 108 EC, elecimcardingrom.

v

Tercera linea

Consultar con equipo UHD

Metadona/Cannabioides

Beneficio para dolor neuropatico

Xxe
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¢Qué sintomas reconoces y qué
patologia debemos descartar?

¢ Como valorarias a este paciente?

¢Podriamos dar solucion a estos
problemas en Urgencias/AP?

Obtain histary and physical exam

!

Hissory andior exam (Table §) sggest etiology | Yes —

No N Continued sympioms

Acute/mew symptoms  OR  Chronic/recurrent symptoms
|

4C88. oms™
nths nos ed
o 1 i « . )
ollen nt Yes | Abnormal Swdy? | Ne
Yes No l
furthor

lmprovement | Noy or gpmptoms refirn

Historia clinica y anamnesis:

Irritable, tendencia al sueno diurno, no
empeoramiento de las crisis y problemas de
alimentacién

Sensacion de que “algo le duele” desde hace tiempo
de manera intermitente

Exploracion fisica
Sin hallazgos significativos
Postura distonica y tendencia a apoyarse en el lado
derecho

Pruebas complementarias

No invasivas
Rx de columna y caderas sin hallazgos

Tratamiento
Solicitamos pruebas complementarias
Iniciamos gabapentina
Medidas no farmacetticas

Resultado: Mejoria sintomatica

Aumento de espasticidad secundaria a dolor
neuropatico, en probable relacién con
crecimiento

X0
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La paralisis cerebral infantil en una enfermedad heterogenea

que requiere la anamnesis detallada del paciente y la

éo%aboracmn de los cuidadores para conocer el estado basal
el nino

Los pac1entes con PCI presentan complicaciones infecciosas y
neurologicas, pero en ocasiones infraestimamos el dolor y los
sintomas psmologlcos

Todo ninio merece un correcto reconocimiento y manejo del
dolor

Disponemos de escalas y protocolos de manejo del dolor que
nos ayudaran a aliviar sintomas hasta la valoracion del equipo
de UHD/Paliativos

No debemos considerar el dolor como un sintoma menor y
demorar el inicio de un tratamiento adecuado en Urgencias
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