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ABSTRACT 
Introduction: Pain is an important public health problem worldwide and has a great clinical, social and economic impact, for these reasons its 
identification and treatment must have high priority from healthcare professionals. Critical care patients feel pain not only for their diseases but 
also for the long immobility and various invasive procedures they may undergo. The negative physiological and phycological consequences due 
to the ineffectual pain management can be important and remain for long. 
Objective: To provide some recommendations on professional good practices in the assessment of pain in patients hospitalized in intensive care 
unit (ICU).
Material and Methods: After a carefully literature review, using an evidence based method, the best practice document was carried out by 
the Aniarti Scientific Committee and revised by some experts. Ten recommendations were created whose evidence level was evaluated by an 
instrument adapted from the one of American Association of Critical Care Nurses. 
Results: (1) Critical care nurses acknowledge that attention to pain is one of the priorities the patient should be guaranteed. (2) Each intensive 
care patient must be ensured routine pain monitoring, with the most suitable instruments. (3) Pain should be monitored and recorded at least 
every four hours. (4) When it is possible, the nurse should do his or her best to help the patient communicate the presence and intensity of pain, 
using verbal or visual numerical scales (0-10), through alphanumerical charts or compensative or alternative communication tools. (5) In patients 
who are unable to independently report their pain, the nurse should use validated scales such as: the Italian version of the Critical Care Pain 
Observation Tool (CPOT), or the Behavioral Pain Scale (BPS), also in the version for non-intubated patients (BPS-NI). (6) The pain detection scales 
in people who are unable to communicate verbally should be used by suitably trained health care workers. (7) Where feasible, in people who 
are unable to independently report their pain, the nurse should avail of people who are close to the patient to assess the presence of pain 
indicators. (8) The vital signs alone are not enough to detect pain. (9) Generally, pain during diagnostic, therapeutic and care procedures on 
critical care patients who are unable to speak should always be suspected and prevented. This is worth especially for the patients treated with 
muscle relaxants, high sedation levels, or in clinical conditions characterized by such neuromuscular deficits, as to make even the CPOT and BPS 
or BPS-NI scales useless. (10) After the preventive or treatment analgesic therapy, the intensive care nurse reassesses the patient to evaluate the 
effectiveness of the treatment through the more suitable pain scales for the clinical conditions. 
Conclusions: The document, approved by Aniarti Executive Committee, despite the evidence low level of recommendations should be known 
and applied by all the healthcare professionals who take care of intensive care patients.  
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OBJECTIVE OF THE DOCUMENT
The aim of this document is to provide 

some recommendations on professional good 
practices in the assessment of pain in patients 
hospitalized in intensive care unit (ICU).

APPLICATION FIELDS
These recommendations can be useful 

for all nurses and healthcare professionals 
trained in the pain assessment in critical care 
departments.

DEFINITION AND IMPORTANCE OF THE 
PROBLEM 

Pain “is an unpleasant, sensitive and 
emotional experience, associated with an 
effective or potential tissue damage or de-
scribed as such”[1]. This definition recognizes 
the multidimensional nature (both physical 
and emotive) of the experience of pain. The 
International Association for the Study of Pain 
specifies that “the inability to communicate 
verbally does not exclude the possibility that 
an individual is experiencing pain and does 
not need suitable treatment to relieve the 
symptom”[2].

Being an important public health prob-
lem worldwide, pain has a clinical, social and 
economic impact and should be given top 
priority in the assessment of healthcare work-
ers[3].

In their documents and position state-
ments, many international government and 
professional health organizations acknowl-
edge the possibility to prevent pain whenever 
predictable and the uselessness of reaching 
a diagnosis, and thus recommend its preven-
tion, identification and treatment[4-6]. 

Intensive care patients feel pain caused 
not only by the pathologies and complica-
tions they undergo, but also by the prolonged 
immobility and numerous invasive procedures 
they are subjected to[7]. International guide-
lines[8] recommend the early treatment of all 
invasive procedures that may provoke pain in 
intensive care, and prevention of the onset of 
pain especially during “light sedation” when 
removing the chest and surgical drainage 
tubes and inserting arterial catheters[9]. Nurs-
ing procedures such as endotracheal aspira-
tion[10] or mobilization and postural changes 
may be important sources of pain[11].

The inability of intensive care patients to 
report the pain they feel due to mechanical 
ventilation, the simultaneous use of sedation 
dosages and muscle relaxants or loss of con-
sciousness, should not preclude pain assess-
ment and treatment. Acute pain is the main 

source of stress for intensive care patients and 
almost 50% of this population showed a mod-
erate to severe symptom intensity[12].

The negative physiological and psycho-
logical effects determined by the lack of pain 
treatment may be important and long-term[13]. 
The stress responses caused by pain is associ-
ated to arteriolar vasoconstriction, altered tis-
sue perfusion, reduced partial pressure of tis-
sue oxygen, catabolism and increased insulin 
resistance, increased risk of wound infection, 
immunity alterations and development of 
chronic and neuropathic pain[13].

Besides the self-assessment of the patient 
which remains as the referral standard for the 
measurement and intensity of the symptom 
also in the intensive care, the pain behav-
ioral scales are a valid alternative when pa-
tients are unable to independently report the 
pain[8].

In this type of patients, the use of the val-
idated behavioral scale can be associated 
with better pain management and improved 
clinical outcomes[13].

Training is needed to be able to correctly 
use the pain assessment tools, particularly the 
behavioral scales, since behaviors are com-
plex and difficult to decode[14].

Pain assessment by healthcare profes-
sionals is not only an ethical duty but also a 
legal one. In fact, the current law refers to 
the policy of ethical and also legal duty to 
guarantee a “Painless Hospital”[15], in the clin-
ical records of medical and nursing sections, 
where pain assessment, its treatment and ef-
fects have to be reported[15].

RECOMMENDATIONS

Legend of the evidence levels 
Level A* - Metanalysis of quantitative or 
metasynthesis of qualitative studies with results 
that consistently support a specific action, in-
tervention or treatment (including systematic 
revisions of experimental randomized clinical 
studies).
Level B* - Well-designed, controlled clinical 
studies with results that consistently support a 
specific action, intervention or treatment.
Level C* - Qualitative, descriptive studies of 
correlation, integrative reviews, systematic 
reviews or randomized, experimental clinical 
studies with inconsistent results.
Level D* - Professional and organizational 
standards based on peer reviews with recom-
mendations supported by clinical studies.
Level E* - Multiple case reports, evidences 
based on theories of experts’ opinions, or pro-

fessional and organizational standards based 
on peer reviews with clinical studies to support 
the recommendations.
Level M* - Only recommendations from the 
manufacturing companies.
Deontological standard /normative≠ – Not 
classifiable recommendations based on lev-
els of scientific evidence but also ethically 
advised. 

*	 Levels of evidences adopted by American 
Association of Critical Care Nurses

≠	 Modified evidence level compared to that 
used by the American Association of Criti-
cal Care Nurses

1.	 Critical care nurses acknowledge that 
attention to pain is one of the priorities 
the patient should be guaranteed [De-
ontological standard/normative]

Rationale
Pain assessment and management in pa-

tients should be a priority for every member of 
the health staff regardless of the department 
or ward[14,15,16]. Intensive care patients are a 
particular population since, besides the pres-
ence of the symptom they are burdened by 
the stress of facing the risk of non-survival[16].

Regardless of the progress made in the 
knowledge of pain assessment and manage-
ment in the intensive care unit, nurses have 
found it difficult to give the problem top priori-
ty despite the fact that pain has been defined 
as the fifth vital sign[17].

A Canadian survey highlighted that 94% 
of nurses attribute the same importance in 
the assessment and documentation of pain in 
patients who are able to report their pain lev-
els and to those who are unable to do so[18]. 
While data from Italy highlight the low apti-
tudes and knowledge levels of pain manage-
ment in the nurses working in ordinary hospital 
wards and sub intensive and intensive care 
wards[19].

2.	 Each intensive care patient must be en-
sured routine pain monitoring, with the 
most suitable instruments. [Deontologi-
cal standard/normative]

Rationale
The Montreal Declaration written during 

the International Pain Summit (IPS) of the In-
ternational Association for the Study of Pain 
(IASP)[6], states that access to Pain Manage-
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ment is a Fundamental Human Right and in 
particular Article 3 textually establishes: “the 
right of all people with pain to have proper 
assessment and treatment of the pain by ad-
equately trained health care professionals”[6]. 
Specifically in the Italian professional scenar-
io, the current Deontological Code, precisely 
article 18, textually says “the nurse prevents, 
measures and records the patient’s pain 
during the treatment plan. He or she works us-
ing the good practices for the management 
of pain and the related symptoms, in respect 
of the patient’s rights”[20].

Policy-regulatory support is found in art. 
7 (obligation to report the pain observations 
in the clinical records) of Law no. 38/2010 
and particularly in paragraphs 1 and 2 that 
state: “1. The characteristics of the identified 
pain and its development during hospitaliza-
tion, together with the antalgic technique 
and drugs used, the related dosages and 
the achieved antalgic outcomes must be re-
ported in the medical and nursing sections of 
clinical records”; “2. In compliance with the 
guidelines of the «Painless Hospital» project, 
provided by the agreement between the 
Ministry of Health and the regions and auton-
omous provinces of Trento and Bolzano, on 24 
May 2001, the Gazzetta Ufficiale n. 149 dat-
ed 29 June 2001, published that “health care 
facilities have the faculty to choose the most 
suitable instrument, among the validated 
once, for the assessment and measurement 
of pain to be reported in the clinical records in 
accordance with paragraph 1”[21].

3.	 Pain should be monitored and record-
ed at least every four hours. [Level E]

Level of supporting evidence– rationale
The more recent guidelines on pain man-

agement in intensive care refer to the need 
to perform routine measurements of pain, but 
without specifying the intervals (minimal) at 
which measurements should be made[12,13]. 
Also documents on pain management for 
patients who are unable to verbally commu-
nicate their feelings, underline the need for 
each operating unit to equip itself with the 
suitable pain measurement and response 
to treatment procedures and to perform re-
valuations “after the regular interventions on 
the pain,” but are vague with regard to the 
precise schedules or time frames[22]. A rather 
old document written by the National Phar-
maceutical Council provided some indica-
tions regarding the revaluation of pain, with 
respect to acute pain in clinical acute pain 
contexts (e.g. after 1 hour from the oral ad-
ministration of drugs and after 30 minutes from 
the parenteral administration of analgesics). 
The article pointed out the usefulness of mea-
suring the pain simultaneously with the other 

vital signs (since pain is the fifth vital sign) in 
some clinical contexts, but it also specified the 
variability of the measurement with respect to 
the more or less frequent measurement inter-
vals of the other vital signs[23]. A recent article 
about the improvement quality process indi-
cated the minimum interval of 4 hours for the 
administration of the Critical Care Pain Obser-
vation Tool (CPOT) in ICUs[24]. 

4.	 When it is possible, the nurse should do 
his or her best to help the patient com-
municate the presence and intensity of 
pain, using verbal or visual numerical 
scales (0-10), through alphanumerical 
charts or compensative or alternative 
communication tools [Level C]

Level of supporting evidence – rationale
The American Society for Pain Manage-

ment Nursing’s Position Statement on pain 
assessment in the people who are unable 
to communicate the symptom verbally, rec-
ommends the use of the pain measurement 
hierarchy also for this type of population: 1 
– try to obtain the patient’s self-evaluation 
and report the reason why it cannot be used; 
2 – seek the potential cause of pain identify-
ing the sources (pathological process, pro-
cedures, immobility, previous surgery …); 3 
– observe the behavior of the patient, listing 
down those that may indicate the presence 
of pain; a behavioral pain scale should be 
used; 4 – use the assessments of the proxy (rel-
atives, caregivers, health workers), identifying 
the behavior which may be a sign of pain in 
their opinion (even though there are still no 
studies that have demonstrated their impor-
tance with effective proof[13]); 5 – if appropri-
ate, perform an assessment on the efficacy of 
an analgesic[22]. 

The gold standard is the patient’s self-as-
sessment also through a simple YES/NO or 
other words, or movement, like pressing one’s 
hand or winking[22], in situations of limited ver-
bal and cognitive capacities. In particular, 
regarding patients in critical condition, the 
obstacles to self-reports may be caused by 
sedatives, muscle relaxants, tracheal tubes 
and delirium. Delirium is also characterized 
by fluctuations; it would therefore be neces-
sary to turn to repeated attempts to stimulate 
self-reporting of these patients[22].

The self-reporting of patients who are able 
to reliably communicate would be the ideal 
standard for pain measurement; also for criti-
cal patients the use of a visual (or verbal) nu-
merical scale from 0-10 is the best tool[13,22,25]. If 
the patient is unable to use a numerical scale 
a verbal pain descriptor could also be used 
(e.g. no pain, slight pain, moderate, strong or 
unbearable pain)[13].

Under critical conditions and clinical in-

stability, the patient may have difficulty in 
focusing on the intensity of the symptom and 
may easily indicate only the presence or ab-
sence of pain[26].

5.	 In patients who are unable to inde-
pendently report their pain, the nurse 
should use validated scales such as: 
the Italian version of the Critical Care 
Pain Observation Tool (CPOT), or the 
Behavioral Pain Scale (BPS), also in the 
version for non-intubated patients (BPS-
NI) [Level C]

Level of supporting evidence– rationale
The current PADIS guidelines (Clinical 

Practice Guidelines for the Prevention and 
Management of Pain, Agitation/Sedation, 
Delirium, Immobility, and Sleep Disruption in 
Adult Patients in the ICU)[8], in line with the pre-
vious PAD guidelines (Clinical practice guide-
lines for the management of Pain, Agitation, 
and Delirium in adult patients in the ICU.), rec-
ommend for critical patients that are not able 
to self-assess their pain, to use the two behav-
ioral assessment scales: Critical-Care Pain Ob-
servation Tool (CPOT) (scoring range of 0-8), 
and the Behavioral Pain Scale in intubated 
(BPS) and non-intubated (BPS-NI) patients 
(scoring range 3-12)[12,13]. The psychometric 
assessment of this scale is satisfactory[27]: CPOT 
16.7; BPS 15.1; BPS-NI 14.8[13].

CPOT and BPS seem to be completely 
suitable for use in patients with concussions 
since the basic pathology may limit the be-
havioral manifestations of pain, like the ab-
sence of muscle stiffness and grimaces. For 
the same reasons, also the use of these two 
instruments in patients with serious burns may 
probably be limited given the influence on 
the facial expressions and movements of 
wounded limbs[14].

CPOT and BPS-NI seem to be valid also 
in patients with delirium, but further studies 
would be needed to confirm these results. 
Moreover, there is a lack of studies on the 
validation of behavioral scales of people with 
cognitive disorders[14].

The cut-off that identifies the presence 
of pain in the CPOT was set at a score of > 2 
and in the BPS > 5 that stand for over 2 points 
with respect to the minimum points[14]. The 
scores for self-reporting of pain and behavior-
al scales go in the same direction but, while 
the former generally enables to discern the 
intensity of the pain, the latter only identifies 
the absence or presence of pain, not distin-
guishing whether they are slight, moderate or 
severe[14].

In 2012, an observational monocentric 
prospective study in an Italian ICU, highlight-
ed a strong correlation between the CPOT 
and BPS scores in 1,083 measurements on 36 
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hospitalized patients (ρ=0.784; p<0.001)[28].
In 2016, the BPS and the CPOT were com-

pared in 2 ICUs of an Italian university hospi-
tal[29], to assess their congruity: 528 measure-
ments were taken on 33 patients. Both scales 
were able to discern the painful procedures 
(mobilization on the right and left side and 
endotracheal aspiration) from the painless 
procedures (hygiene without mobilization, 
changing of medications of the central vein 
catheter and/or arterial catheter) (p<0.001). 
The correlation between the two scales were 
optimal and important (with rs greater than 
0.9 and p=<0.001)[29].

Severgnini et al. tested the validity of the 
Italian version of the CPOT and the BPS in an 
Italian ICU on 101 patients hospitalized (60 
unconscious 41 conscious). The validity of the 
BPS and CPOT criteria showed a moderate 
correlation with the VAS (Visual Analogue 
Scale), including all the measurements (BPS rs 
= 0.56; p < 0.0001 CPOT rs = 0.48; p < 0.0001)[28]. 
During nursing procedures BPS sensitivity was 
low (sensitivity 62.8 % and specificity 91.7 %, 
accuracy 72.04 %), and CPOT specificity was 
also low (sensitivity 76.5 % and specificity 70.8 
%, accuracy 74.68 %)[30].

At international level, a new behavioral 
pain assessment scale called Behavior Pain 
Assessment Tool (BPAT)[28] was validated. Six 
Italian ICUs took part in this validation study. 
The weighted psychometric score obtained 
by the scale was 10.6[30] and therefore the 
PADIS still continues to recommend the use of 
the CPOT and BPS at first hand[13].

A Canadian survey showed that nurses 
are more attentive to detect pain in con-
scious patients rather than in sedated ones 
(respectively 89% against 33%), and this in-
dicates the need for a further awareness in 
healthcare staff[18].

6.	 The pain detection scales in peo-
ple who are unable to communicate 
verbally should be used by suitably 
trained health care workers  [Level C]

Level of supporting evidence – rationale
The patient’s self-assessment of pain de-

pends on elevated mental processes, while 
behaviors depend on automatisms and are 
subject to minor voluntary control. Behaviors 
which indicate pain are more complex to be 
decode by external observers, which explains 
the importance of adequate training in the 
use of the scales for patients who are unable 
to verbalize independently[14]. Standardized 
training experiences in the use of the CPOT 
and BPS scales have shown to be prevalent-
ly used and complied with in the assessment 
of operators[31-36]. The same CPOT validation 
survey in Italian ICUs showed moderate levels 
of congruity associated to the perception of 

scarce clarity of the instructions for the use of 
the scale, scarce comprehension simplicity 
and not having much user-friendliness in the 
compilation of more than half of the inter-
viewees[37].

7.	 Where feasible, in people who are un-
able to independently report their pain, 
the nurse should avail of people who 
are close to the patient to assess the 
presence of pain indicators [Level C]

Level of supporting evidence – rationale
There are a few studies that have exam-

ined the accuracy of the detection of pain 
and its intensity by proxy or representatives 
like relatives; the degree of closeness with 
the patients seemed to be modest[13]. Further 
studies are therefore needed to evaluate the 
real usefulness of the use of proxies for pa-
tients who are unable to express themselves 
autonomously.  Some qualitative studies seem 
to point out the interesting potentials of the 
contribution of relatives in identifying indica-
tive behavior of their relative in pain, thanks 
to their level of familiarity with the patient[38,39]. 
The relatives themselves recognize the same 
behavior examined by the pain detection 
scale, such as facial expressions, bodily move-
ments and muscle rigidity[13].

Also the most recent pain management 
guidelines for intensive care patients and 
the clinical recommendations suggest the 
involvement of relatives in the assessment 
of pain whenever possible and appropriate. 
However, the assessment of relatives do not 
replace the one of the health care work-
ers[13,22,26]. Some authors in fact point out the 
risk of over treatment potentially generated 
by the tendency to overestimate the evalua-
tion of relatives[22,40].  

8.	 The vital signs alone are not enough to 
detect pain [Level C]

Level of supporting evidence – rationale
The physiological parameters (respiratory 

frequency, heart rate and arterial pressure) 
are commonly monitored and recorded but 
cannot be interpreted as simple indicators of 
discomfort and/or pain of the patient when 
the patient is unable to relay his feelings[41]. A 
Canadian 2012 survey evidenced that 92% 
of the nurses interviewed considered the vital 
signs as moderately to extremely important 
in pain assessment in the ICU[18]. A recent lit-
erature review confirmed the results of many 
surveys regarding the scarce capacity to dis-
cern the alterations of respiratory rate, cardi-
ac frequencies, arterial pressure, oxygen pe-
ripherical saturation and end-expiratory CO2 

concentrations, in representing the exclusive 

presence of pain compared to other clinical 
conditions or induced by the administration of 
drugs [14] and, in particular, the absence of 
changes in the vital signs does not mean the 
“absence of pain”[22].

The current PADIS guidelines recommend 
the use of the alterations in vital signs exclu-
sively as a first clue on the possible presence 
of pain but to associate to validated meth-
ods, such as the self-reporting of the patient 
(where possible) or, in its absence, to the be-
havioral scales[10]. The guidelines themselves 
point out the need for deeper studies on the 
heart rate variations (Analgesia Nociception 
Index) and the simultaneous integration of 
several physiological parameters (Nocicep-
tion Level Index) to detect the presence of 
pain in critical patients[13].

9.	 Generally, pain during diagnostic, ther-
apeutic and care procedures on criti-
cal care patients who are unable to 
speak should always be suspected and 
prevented. This is worth especially for 
the patients treated with muscle relax-
ants, high sedation levels, or in clinical 
conditions characterized by such neu-
romuscular deficits, as to make even 
the CPOT and BPS or BPS-NI scales use-
less [Level E].

Level of supporting evidence– rationale
The recent PADIS guidelines reconfirm the 

limits of the pain detection behavioral scales 
that are not useful in determining categories 
of people (e.g., the unresponsive ones, with 
a Richmond Agitation-Sedation Scale score 
that is ≤ −4)[13]. These scales in fact cannot 
be used in patients with myoresolution and 
sedation levels[14]. Furthermore, the same 
guidelines encourage further studies in order 
to overcome these limits[13]. Some promising 
results were seen in the use of the bispectral 
index (BIS), pupillometry and skin conduction 
to measure pain in intensive care patients, but 
they would need further confirmations[41].

Therefore, the only instrument usable in 
the ICUs is the analgesic efficacy test every 
time one suspects that the patient may be in 
pain. The choice of the type of analgesics to 
use and their titration should be done on the 
basis of the presumed intensity of the pain[22].

10.	 After the preventive or treatment anal-
gesic therapy, the intensive care nurse 
reassesses the patient to evaluate the 
effectiveness of the treatment through 
the more suitable pain scales for the 
clinical conditions. [Level E]

Level of supporting evidence – rationale
In a document dedicated to the im-
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provement of the quality of acute and on-
cological pain management, the American 
Pain Society recommends “frequent” pain re-
assessments[42]. It recommends the production 
of protocols and pain management proce-
dures at local level (hospital, wards) that also 
provide for revaluations “after interventions 
on pain, and in a regular manner”[22]. Already 
in 2001 the National Pharmaceutical Council 
indicated the need to reevaluate acute pain 
1 hour after the oral administration and after 
30 minutes after analgesics are parenterally 
administered[23]. In every case pain should be 
revaluated to control the efficacy of the ther-
apy according to the pharmacokinetic char-
acteristics of the analgesics administered. 

REFERENCES
1.	 International Association for the Study of Pain 

(IASP). IASP Curriculum Outline on Pain for 
Nursing. 2018. https://www.iasp-pain.org/
Education/CurriculumDetail.aspx?Item-
Number=2052   Accesso eseguito il 20-02-
2019

2.	 International Association for the Study of Pain 
(IASP). IASP Terminology. https://www.
iasp-pain.org/Education/Content.aspx?I-
temNumber=1698  Accesso eseguito il 20-
02-2019

3.	 Imani F, Safari S. “Pain Relief is an Essen-
tial Human Right”, We Should be Con-
cerned about It. Anesth Pain Med. 2011 
Fall;1(2):55-7. 

4.	 Brennan F, Carr D, Cousins M. Access to 
Pain Management – Still Very Much a 
Human Right. Pain Medicine. 2016 Oct; 
17(10):1785–1789. 

5.	 Lohman, D, Schleifer R., Amon, J. J. (2010). 
Access to pain treatment as a human ri-
ght. BMC medicine. 2010 Jan; 8(1):1-8. 

6.	 Cousins MJ, Lynch ME. The Declaration 
Montreal: access to pain management 
is a fundamental human right. Pain. 2011 
Dec;152(12):2673-4. 

7.	 Puntillo KA, White C, Morris AB, et al. Patien-
ts’ perceptions and responses to proce-
dural pain: Results from Thunder Project II. 
Am J Crit Care 2001; 10:238–251.

8.	 Devlin JW, Skrobik Y, Gélinas C, Needham DM, 
Slooter AJC, Pandharipande PP, Watson PL, 
Weinhouse GL, Nunnally ME, Rochwerg B, 
Balas MC, van den Boogaard M, Bosma KJ, 
Brummel NE, Chanques G, Denehy L, Drouot X, 
Fraser GL, Harris JE, Joffe AM, Kho ME, Kress 
JP, Lanphere JA, McKinley S, Neufeld KJ, Pisani 
MA, Payen JF, Pun BT, Puntillo KA, Riker RR, 
Robinson BRH, Shehabi Y, Szumita PM, Winkel-
man C, Centofanti JE, Price C, Nikayin S, Misak 
CJ, Flood PD, Kiedrowski K, Alhazzani W. Cli-
nical Practice Guidelines for the Preven-
tion and Management of Pain, Agitation/
Sedation, Delirium, Immobility, and Sleep 
Disruption in Adult Patients in the ICU. Crit 

Care Med. 2018 Sep;46(9):e825-e873.
9.	 Puntillo KA, Max A, Timsit JF, Vignoud L, Chan-

ques G, Robleda G, Roche-Campo F, Mancebo 
J, Divatia JV, Soares M, Ionescu DC, Grinte-
scu IM, Vasiliu IL, Maggiore SM, Rusinova K, 
Owczuk R, Egerod I, Papathanassoglou ED, 
Kyranou M, Joynt GM, Burghi G, Freebairn RC, 
Ho KM, Kaarlola A, Gerritsen RT, Kesecioglu J, 
Sulaj MM, Norrenberg M, Benoit DD, Seha MS, 
Hennein A, Periera FJ, Benbenishty JS, Abroug F, 
Aquilina A, Monte JR, An Y, Azoulay E. De-
terminants of procedural pain intensity in 
the intensive care unit. The Europain® stu-
dy. Am J Respir Crit Care Med. 2014 Jan 
1;189(1):39-47.

10.	 Arroyo-Novoa CM, Figueroa-Ramos MI, 
Puntillo KA, et al. Pain related to tracheal 
suctioning in awake acutely and critically 
ill adults: A descriptive study. Intensive Crit 
Care Nurs 2008; 24:20–27

11.	 Puntillo KA, Morris AB, Thompson CL, et al. 
Pain behaviors observed during six com-
mon procedures: Results from Thunder 
Project II. Crit Care Med 2004; 32:421–427.

12.	 Chanques G, Sebbane M, Barbotte E, Viel E, 
Eledjam JJ, Jaber S. A prospective study of 
pain at rest: incidence and characteristi-
cs of an unrecognized symptom in surgi-
cal and trauma versus medical intensive 
care unit patients. Anesthesiology. 2007 
Nov;107(5):858-60.

13.	 Barr J, Fraser GL, Puntillo K, Ely EW, Gélin-
as C, Dasta JF, Davidson JE, Devlin JW, Kress 
JP, Joffe AM, Coursin DB, Herr DL, Tung A, 
Robinson BR, Fontaine DK, Ramsay MA, Riker 
RR, Sessler CN, Pun B, Skrobik Y, Jaeschke R; 
American College of Critical Care Medicine. 
Clinical practice guidelines for the mana-
gement of pain, agitation, and delirium in 
adult patients in the intensive care unit. 
Crit Care Med. 2013 Jan;41(1):263-306. 

14.	 Gélinas C. Pain assessment in the critically 
ill adult: Recent evidence and new trends. 
Intensive Crit Care Nurs. 2016 Jun;34:1-11. 

15.	 Legge 15 marzo 2010, n. 38 “Disposizioni 
per garantire l’accesso alle cure palliati-
ve e alla terapia del dolore” pubblicata 
nella Gazzetta Ufficiale n. 65 del 19 marzo 
2010

16.	 Hasegawa R. Consideration of pain felt 
by patients in the ICU. J Intensive Care. 
2017;5:73. 

17.	 Shannon K, Bucknall T. Pain assessment in 
critical care: what have we learnt from 
research. Intensive Crit Care Nurs. 2003 
Jun;19(3):154-62.

18.	 Rose L, Smith O, Gélinas C, Haslam L, Dale 
C, Luk E, Burry L, McGillion M, Mehta S, 
Watt-Watson J. Critical care nurses’ pain 
assessment and management practices: 
a survey in Canada. Am J Crit Care. 2012 
Jul;21(4):251-9. 

19.	 Latina R, Mauro L, Mitello L, D’Angelo D, Ca-
puto L, De Marinis MG, Sansoni J, Fabriani L, 

Baglio G. Attitude and Knowledge of Pain 
Management Among Italian Nurses in 
Hospital Settings. Pain Manag Nurs. 2015 
Dec;16(6):959-67. 

20.	 FNOPI (Federazione Nazionale Ordini 
delle Professioni Infermieristiche). Codice 
Deontologico delle Professioni Infermie-
ristiche 2019. http://www.fnopi.it/nor-
me-e-codici/deontologia/il-codice-de-
ontologico.htm Accesso effettuato il 
12/05/2019

21.	 Legge 15 marzo 2010, n. 38. Disposizioni 
per garantire l’accesso alle cure pallia-
tive e alla terapia del dolore. (10G0056) 
(G.U. Serie Generale, n. 65 del 19 marzo 
2010).

22.	 Herr K, Coyne PJ, McCaffery M, Manworren 
R, Merkel S. Pain assessment in the patient 
unable to self-report: position statement 
with clinical practice recommendations. 
Pain Manag Nurs. 2011 Dec;12(4):230-50. 

23.	 National Pharmaceutical Council. Current 
Understanding of Assessment, Manage-
ment, and Treatments. National Phar-
maceutical Council December 2001. 
https://www.npcnow.org/system/files/
research/download/Pain-Current-Un-
derstanding-of-Assessment-Manage-
ment-and-Treatments.pdf   Accesso ef-
fettuato il 14-02-2019.

24.	 Mascarenhas M, Beattie M, Roxburgh M, 
MacKintosh J, Clarke N, Srivastava D. Using 
the Model for Improvement to implement 
the Critical-Care Pain Observation Tool in 
an adult intensive care unit. BMJ Open 
Qual. 2018 Oct 9;7(4):e000304. 

25.	 Chanques G, Viel E, Constantin JM, Jung B, de 
Lattre S, Carr J, Cissé M, Lefrant JY, Jaber S. 
The measurement of pain in intensive care 
unit: comparison of 5 self-report intensity 
scales. Pain. 2010 Dec;151(3):711-21. 

26.	 American Association of Critical Care Nurses. 
AACN Practice Alerts. Assessing Pain in 
Critically Ill Adults. Crit Care Nurse. 2018 
Dec;38(6):e13-e16. 

27.	 Gélinas C, Puntillo KA, Joffe AM, Barr J. 
A validated approach to evaluating 
psychometric properties of pain asses-
sment tools for use in nonverbal critically 
ill adults. Semin Respir Crit Care Med. 2013 
Apr;34(2):153-68. 

28.	 Elli S, Dagostini G, Bambi S, Rezoagli E, Can-
nizzo L, Pasquali S, Colnaghi G, Lucchini A. 
[Utilization of Behavioral Pain Scale and 
Critical Care Pain Observation Tool for 
pain evaluation in Intensive Care Unit]. 
Prof Inferm. 2015 Oct-Dec;68(4):228-35. 

29.	 Vadelka A, Busnelli A, Bonetti L. Confronto tra 
due scale comportamentali per la valu-
tazione del dolore nel paziente critico in 
relazione con lo stato di sedazione: uno 
studio osservazionale trasversale. Scena-
rio. 2017; 34 (2): 4-14

30.	 Severgnini P, Pelosi P, Contino E, Serafinelli E, 



2019; 36 (2): e1-e12
SCENARIO®an arte12

Revised by Prof. Paola Di Giulio.
Associate Professor of Nursing Sciences. Turin University. Public Health and Pediatrics Department. Turin. 

Dr. Giovanni Mistraletti. 
Anesthesiologist-Intensive Care Doctor and Researcher. Milan University. ASST Santi Paolo and Carlo, San Paolo 
Hospital. Milan.

Dr. Maria Benetton. 
MSN. Neuroanesthesia and Intensive Care. Local Health Unit 2 Marca Trevigiana. Treviso.

Approved by Aniarti Executive Committee on 18/05/2019

Novario R, Chiaranda M. Accuracy of Criti-
cal Care Pain Observation Tool and Beha-
vioral Pain Scale to assess pain in critically 
ill conscious and unconscious patients: 
prospective, observational study. J Inten-
sive Care. 2016 Nov 7;4:68. eCollection 
2016.

31.	 Gélinas C, Puntillo KA, Levin P, Azoulay E. The 
Behavior Pain Assessment Tool for critically 
ill adults: a validation study in 28 countries. 
Pain. 2017 May;158(5):811-821. 

32.	 Chanques G, Jaber S, Barbotte E, Violet S, Seb-
bane M, Perrigault PF, Mann C, Lefrant JY, Ele-
djam JJ. Impact of systematic evaluation 
of pain and agitation in an intensive care 
unit. Crit Care Med. 2006 Jun;34(6):1691-9.

33.	 Gélinas C. Nurses’ evaluations of the fea-
sibility and the clinical utility of the Criti-
cal-Care Pain Observation Tool. Pain Ma-
nag Nurs. 2010 Jun;11(2):115-25. 

34.	 Gélinas C, Arbour C, Michaud C, Vaillant F, 
Desjardins S. Implementation of the criti-
cal-care pain observation tool on pain as-
sessment/management nursing practices 
in an intensive care unit with nonverbal 

critically ill adults: a before and after stu-
dy. Int J Nurs Stud. 2011 Dec;48(12):1495-
504. 

35.	 Gélinas C, Tousignant-Laflamme Y, Tanguay A, 
Bourgault P. Exploring the validity of the 
bispectral index, the Critical-Care Pain 
Observation Tool and vital signs for the 
detection of pain in sedated and me-
chanically ventilated critically ill adults: a 
pilot study. Intensive Crit Care Nurs. 2011 
Feb;27(1):46-52. 

36.	 Phillips ML, Kuruvilla V, Bailey M. Implemen-
tation of the Critical Care Pain Observa-
tion Tool increases the frequency of pain 
assessment for noncommunicative ICU 
patients. Aust Crit Care. 2018 Oct 9. pii: 
S1036-7314(17)30507-6. 

37.	 Stefani F, Nardon G, Bonato R, Modenese A, 
Novello C, Ferrari R. [The validation of 
C-POT (Critical-Care Pain Observation 
Tool) scale: a tool for assessing pain in 
intensive care patients]. Assist Inferm Ric. 
2011 Jul-Sep;30(3):135-43. 

38.	 Vanderbyl BL, Gélinas C. Family Perspectives 
of Traumatically Brain-Injured Patient Pain 

Behaviors in the Intensive Care Unit. Pain 
Manag Nurs. 2017 Aug;18(4):202-213. 

39.	 Richard-Lalonde M, Boitor M, Mohand-Saïd, 
Gélinas C. Family members’ perceptions 
of pain behaviors and pain management 
of adult patients unable to self-report in 
the intensive care unit: A qualitative de-
scriptive study.  Canadian Journal of Pain. 
2018;2(1):315-323. 

40.	 Puntillo K, Pasero C, Li D, Mularski RA, Grap 
MJ, Erstad BL, Varkey B, Gilbert HC, Medina J, 
Sessler CN. Evaluation of pain in ICU pa-
tients. Chest. 2009 Apr;135(4):1069-1074. 

41.	 Azevedo-Santos IF, DeSantana JM. Pain me-
asurement techniques: spotlight on me-
chanically ventilated patients. J Pain Res. 
2018 Nov 21;11:2969-2980. 

42.	 Gordon DB, Dahl JL, Miaskowski C, McCar-
berg B, Todd KH, Paice JA, Lipman AG, Bookbin-
der M, Sanders SH, Turk DC, Carr DB. Ameri-
can pain society recommendations for 
improving the quality of acute and can-
cer pain management: American Pain 
Society Quality of Care Task Force. Arch 
Intern Med. 2005 Jul 25;165(14):1574-80.


