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Best Practice Guidance – Pain Management 

These recommendations are bound by the current evidence and best practice at the time of writing and so will be subject to change 
as further developments are made in this field. 

Aim 

All patients will receive adequate and appropriate assessment and treatment of their pain, according to their 
individual needs, optimising comfort and minimising adverse effects. 

 

Introduction  

 

The International Association for the Study of Pain defines pain as “unpleasant sensory and emotional experience 
associated with actual or potential tissue damage, or described in terms of such damage”.1 Most critically ill patients will 
likely experience pain during their Critical Care stay 2 and identify it as a great source of stress.3

 However, many critically 
ill patients may be unable to self-report their pain (either verbally or with other signs) because of an altered level of 
consciousness, the use of mechanical ventilation, or high doses of sedative agents or neuromuscular blocking agents.4  
Yet, the ability to reliably assess patient’s pain is the foundation for effective pain treatment. As the International 
Association for the Study of Pain also states, “the inability to communicate verbally does not negate the possibility that 
an individual is experiencing pain and is in need of appropriate pain-relieving treatment”.1 

The negative physiologic and psychological consequences of unrelieved pain in ICU patients are significant and long-
lasting. For many years, ICU patients have identified pain as their greatest concern and a leading cause of insufficient 
sleep.5 

The stress response evoked by pain can have deleterious consequences for ICU patients. Increased circulating 
catecholamines can cause arteriolar vasoconstriction, impair tissue perfusion, and reduce tissue-oxygen partial 
pressure.6  Other responses triggered by pain include catabolic hypermetabolism resulting in hyperglycemia, lipolysis, 
and breakdown of muscle to provide protein substrate.7 Catabolic stimulation and hypoxemia also impair wound healing 
and increase the risk of wound infection. 
Unrelieved acute pain in adult ICU patients is ubiquitous and far from benign, with both short- and long term 
consequences. Adequately identifying and treating pain in these patients require focused attention. 
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Assessment 

It is essential that pain in Critical Care patients be assessed routinely and repetitively in a manner that is efficient and 
reproducible. No objective pain monitor exists, but valid and reliable bedside pain assessment tools that concentrate 
primarily on patients’ behaviours as indicators of pain do exist. Recent studies have demonstrated that implementing 
behavioural pain scales improves both ICU pain management and clinical outcomes, including better use of analgesic 
and sedative agents and shorter durations of mechanical ventilation and Critical Care stay.8 

A patient self-report of pain is considered the “gold standard,” and clinicians should always attempt to have a patient 
rate his or her own pain first. Appendix 1 is an example of a horizontal numeric rating scale 0–10 visually and is the most 
valid tool to use for patients to self-assess their pain. The Critical-Care Pain Observation Tool (CPOT) (Appendix 2) is the 
most valid and reliable tool to assess pain scales in critically ill ventilated patients. Pain should be assessed a minimum of 
4hourly but more frequently if required. Appendix 3 is an example of a pain scale that can be used with dementia 
patients and patients that can’t communicate. 
 

ACTION: Pain should be assessed a minimum of 4hrly  

 
 

3: Treatment  

 

The choice of analgesia and the dosage depends on many factors and needs to be individual to the patient. The choice of 
analgesia can include opioids, NSAIDS, Paracetamol and regional anaesthetics.  Enterally administered gabapentin or 
pregablin should be considered for treatment of neuropathic pain. The pain team should be consulted where available in 
complex cases.  

The administration of pre-emptive analgesia and/or non-pharmacologic interventions (e.g. relaxation) to alleviate pain in 
prior to invasive and potentially painful procedures in adult Critical Care patients is recommended.  

ACTION: Analgesia should be prescribed and given as indicated by pain score. 

 

*** Guidelines adapted from Clinical Practice Guidelines for the Management of Pain, Agitation, and Delirium in Adult Patients in 

the Intensive Care Unit   www.ccmjournal.org 
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Appendix 1 

 

Numerical Rating Score (NRS) 

 

 

 
 

 

 

o Assess pain a minimum of  4 hourly but more frequently if required 

o Numerical Rating Score (NRS)  score 0 – 10 

o 0 = No pain  1-3 = Mild Pain   4-6 = moderate pain  7-9 = Severe pain   10 = worse pain imaginable 

 

Alternative language 1-10 pain assessment scales are available on the British Pain Society website. 

 

 

 

 

 

 

 

 

 



 
 

CRBG 2017 Page 4 
 

Appendix 2 

 

 

 

o Assess pain a minimum of  4 hourly but more frequently if required 

o CPOT score 0 – 8  

o Patient in significant pain if CPOT ≥ 3 

 

 

 

 

Appendix 3 
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