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S I A A R T I G U I D E L I N E S

A B S T R A C T
The aim of these recommendations is the revision of data published in 2002 in the “SIAARTI Recommendations for
acute postoperative pain treatment”. In this version, the SIAARTI Study Group for acute and chronic pain decided to
grade evidence based on the “modified Delphi” method with 5 levels of recommendation strength.
Analgesia is a fundamental right of the patient. The appropriate management of postoperative pain (POP) is known
to significantly reduce perioperative morbidity, including the incidence of postoperative complications, hospital stay
and costs, especially in high-risk patients (ASA III-V), those undergoing major surgery and those hospitalized in a
critical unit (Level A).
Therefore, the treatment of POP represents a high-priority institutional objective, as well as an integral part of the treat-
ment plan for «perioperative disease», which includes analgesia, early mobilization, early enteral nutrition and active
physiokinesitherapy (Level A).
In order to improve an ACUTE PAIN SERVICE organization, we recommend:
— a plan for pain management that includes adequate preoperative evaluation, pain measurement, organization of exist-
ing resources, identification and training of involved personnel in order to assure multimodal analgesia, early mobi-
lization, early enteral nutrition and active physiokinesitherapy (Level A);
— the implementation of an Acute Pain Service, a multidisciplinary structure which includes an anesthetist (team
coordinator), surgeons, nurses, physiotherapists and eventually other specialists; 
— referring to high-quality indicators in establishing an APS and considering the following key points in its organi-
zation (Level C):
• service adoption; 
• identifying a referring anesthetist who is on call 24 hours a day;
• patient care during the night and weekend;
• sharing, drafting and updating written therapeutic protocols; 
• continuous medical education;
• systematic pain assessment;
• data collection regarding the efficacy and safety of the implemented protocols;
• at least one audit per year.
— a preoperative evaluation, including all the necessary information for the management of postoperative analgesia
(Level C);
— to adequately inform the patient about the risks and benefits of drugs and procedures used to obtain the maxi-
mum efficacy from the administered treatments (Level D). We describe pharmacological and loco-regional techniques
with special attention to day surgery and difficult populations. Risk management pathways must be the reference for
early identification and treatment of adverse events and chr onic pain development. 
(Minerva Anestesiol 2010;76:657-67)
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These recommendations are intended to be use-
ful for physicians during the decision-mak-

ing process. We offer fundamental advice, sup-
ported by analysis of the currently available liter-
ature, by expert opinion, and by clinical practice.
Therefore, any recommendation should be period-
ically revised with the evolution of knowledge,
technologies, and clinical practice. These recom-
mendations are the revision of data published in
2002 in the “SIAARTI Recommendations for
Acute Postoperative Pain Treatment”.1

Methodology

These recommendations include statements,
together with the appropriate references, scored
according to the quality of achieved clinical per-
formance. In this way, the evidence-based data
published in the literature (review, meta-analysis,
guidelines) were reviewed using the Appraisal of
Guidelines for Research and Evaluation (AGREE)
instrument.2 For the first time, in this version, the
SIAARTI Study Group graded evidence using the
“modified Delphi” method. 

Levels of evidence:
I – Large randomized trials with clear results,

low risk of false positive (alpha) or false negative
(beta) errors

II – Small randomized trials with uncertain
results, moderate-high risk of false positive (alpha)
and/or false negative (beta) errors

III – Non randomized, prospective controlled
trials 

IV - Non randomized, retrospective controlled
trials or expert opinion

V – Case-control studies, non-controlled trials
or expert opinion

Classification of strength of each
recommendation:

— Level A recommendations: supported by at
least two level I studies

— Level B recommendations: supported by one
level I study

— Level C recommendations: supported by
level II studies only 

— Level D recommendations: supported by at
least one level III study

— Level E recommendations: supported by lev-
el IV or V studies

We followed “Delphy Methodology, A Consen-
sus Strategy (>75% of Study Group Adherents),”
during a special session of the annual SIAARTI
and Pain SIAARTI Cultural Area Congress 2006-
2007-2008, with the aim of recognizing KEY-
STONE STATEMENTS such as:3-11

• Abrogation of postoperative pain therapy grad-
uation in three levels, as used in previous guidelines;

• Adoption of the statement that the organizing
model of postoperative management should be
adapted to the local working environment;

• Adoption of multimodal contest-sensible anal-
gesia, with personalized therapeutic plans and lim-
its to standard drug prescription and to continu-
ous infusion by elastomeric pumps;

• Multimodal analgesia must be administered to
in- and outpatients who have undergone fast-track
surgeries; 

• A control plan that utilizes in-hospital routes
and outlines the adverse events related to pain
therapy should be put in place for risk-manage-
ment; 

• Special attention must be devoted to the pre-
vention of chronic pain.

Postoperative pain

Analgesia is a fundamental right of the patient.
The appropriate management of postoperative
pain (POP) is known to significantly reduce peri-
operative morbidity, including the incidence of
postoperative complications, hospital stay and
costs, especially in high risk patients (ASA III-V),
those undergoing major surgery and those hospi-
talized in a critical unit (Level A).12

Therefore, the treatment of POP must be one
of the priority institutional objectives as well as
an integral part of the treatment plan for «periop-
erative disease», which includes analgesia, early
mobilization, early enteral nutrition and active
physiokinesitherapy (Level A).3

Anesthetists do not always consider the post-
operative period as pertinent to their own duties
and responsibilities: the actual organization of
their job is the main limiting factor with regard
to a professional approach to postoperative pain.

Acute pain service

In several countries, the implementation of an
Acute Pain Service (APS) at the major clinical cen-
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ters was recommended in order to reduce postop-
erative pain among patients (Level A).13 The Acute
Pain Service is a multidisciplinary structure involv-
ing anesthetists, surgeons, nurses, physiotherapists
and, eventually, other specialists.

In this organizational context, the anesthetist
should play a primary role as the coordinator of the
Team responsible for the treatment of acute pain,
due to his specific knowledge of physiopathology
and acute pain management (Level D).3-5 The
implementation of an APS can improve pain con-
trol in surgical departments and seems to be able
to reduce the frequency of adverse events such as
postoperative nausea and vomiting (Level C).13

An optimal organizing model is not available
for APS, but this must be adapted to local needs
and opportunities. As far as cost-benefit analysis is
concerned, there are some positive data for APS
when used in combination with fast-track proto-
cols. APS integration strategies and rehabilitation
multimodal techniques in specific programs (fast-
track surgery, clinical pathways) must be investi-
gated further on a larger scale.

We recommend: 
— a plan for pain management that involves

adequate preoperative evaluation, pain measure-
ment, organization of existing resources, and the
identification and training of involved personnel
to ensure multimodal analgesia, early mobiliza-
tion, early enteral nutrition and active physiokine-
sitherapy (Level A);3

— the implementation of an Acute Pain Service,
a multidisciplinary structure that should comprise
an anesthetist (team coordinator), surgeons, nurs-
es, physiotherapists and, eventually, other specialists;5

— referring to high quality indicators in estab-
lishing an APS and considering the following key
points in its organization (Level C):13

— service institutionalization;
— identifying a referring anesthetist who is on

call 24 hours a day;
— patient care during the night and weekend;
— sharing, drafting and updating written ther-

apeutic protocols; 
— continuous medical education;
— systematic pain assessment;
— data collection regarding the efficacy and

safety of the implemented protocols;
— at least one audit per year;

— a preoperative evaluation, including all the
necessary information for the management of post-
operative analgesia (Level C);14

— to adequately inform the patient about the
risks and benefits of drugs and procedures used
to obtain the maximum efficacy from the admin-
istered treatments (Level D). This information
should be collected during the preoperative anes-
thesiologic assessment and reported in writing in
the informed consent to anesthesia to adequately
advise the patient regarding available procedures.
It has been demonstrated that both oral and writ-
ten information are able to reduce postoperative
anxiety and pain. Notably, this information must
be articulated in a simple way and understandable
for the patient.15

Assessment and measurement of pain

We recommend: 
— A periodic assessment and transcription of

pain score in the case history, both at rest and dur-
ing activity (Level A).16 We recommend using:
NRS (Numeric Rating Scale), VAS (Visual
Analogical Scale) and VRS (Verbal Rating Scale).

— In pediatric age or non-collaborative patients,
the facial scale and neuro-behavioral scale are pre-
ferred (Level B). 

SYSTEMIC ANALGESIA

The drugs used most frequently for the treat-
ment of postoperative pain are acetaminophen,
NSAIDs, weak and strong opiates and local anes-
thetics, alone or in combination with adjuvants.
These drugs can be used as monotherapy or in
combination, in order to take advantage of the
different mechanisms and sites of action that char-
acterize each drug. 

Administration of these drugs should adhere to
the principles of pharmacokinetics, pharmacody-
namics and pharmacogenetics (Level A).17

Continuous infusion techniques without flow con-
trol meters must be avoided. A registration sys-
tem should be implemented to record pain, anal-
gesia efficacy, and adverse events. Such a registra-
tion system would involve data gathered from case
histories, either paper or computerized. 

We found that: 
— Acetaminophen exhibits efficacy as an anal-
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gesic (NNT 3.5-3.8 per 500-1000 mg), without
significant adverse events (Level A); acetamino-
phen can be used in a patient with hepatic failure,
in whom liver function is being monitored; in the
case of renal impairment, the drug’s pharmaco-
logic profile is not affected (Level B). The combi-
nation of acetaminophen plus morphine is able
to reduce the daily dose of opiate required by 20-
33% (Level A); the combination of acetamino-
phen and tramadol demonstrated greater efficacy
than acetaminophen-codeine (Level B).18-20

— NSAIDs are indicated for the treatment of
moderate pain; they are able to reduce the dosage
of opiates when used in combination and to con-
trol moderate to severe pain (Level A);21

— COXIBs are contraindicated for patients
with ischemic heart disease and/or evident cere-
brovascular disease, congestive heart failure and
patients who have recently undergone aortocoro-
nary bypass (Level B);22, 23

— Opiates are drugs of choice for the treatment
of moderate-severe POP (Level A);24

— The use of opiates can cause adverse effects
in a dose-dependent manner; vomiting can be
reduced with the administration of droperidol,
dexamethasone, ondansetron, or propofol and
with the avoidance of protoxide (Level C).25

— Because tramadol induces worse respiratory
depression than morphine (Level B), its combina-
tion with morphine is not recommended due to an
intra-additive effect (Level C); tramadol is effective
when combined with NSAIDs (Level D).26

— Morphine is the gold standard among anal-
gesics, due to the fact that it is a pure agonist of opi-
ate receptors, morphine does not have a ceiling
effect in terms of analgesic efficacy, but its use is
limited by the typical adverse events induced by
opiates. The initial dose should take the patient’s
age into consideration, while the subsequent dos-
es should be designed to maximize efficacy. During
the postoperative period, in the case of initial ther-
apy by intravenous route, it is recommended to
switch to PCA without basal infusion, which will
ensure substantial efficacy, patient satisfaction, a
low degree of sedation and a low incidence of com-
plications in selected patients. Intravenous con-
tinuous infusion should be administered to hospi-
talized patients only, with appropriate monitor-
ing (Level A).27, 28

— Multimodal analgesia involves the use of dif-
ferent classes of analgesics (NSAIDs, COX2
inhibitors or acetaminophen in combination with
morphine IV PCA) and induces an “opioid spar-
ing effect”, with a 40% reduction in the amount
of morphine required if combined with NSAIDs
and a <20% reduction if combined with acetamin-
ophen during the first 24 hours postoperatively. 

— Continuous infusion of Remifentanil, at low
doses (<0,1 mcg/kg/min), is a valid analgesic option
for postoperative pain management in the ICU
setting, in the first 24-48 hours, especially in
patients with liver and renal disease (Level B).29-31

— Oxycodone is used in POP as step-down
analgesia following PCA (Level D) or in pre-anes-
thesia when short half-life opiates are used for
minor surgery.32

— Perioperative ketamine can reduce postop-
erative pain intensity (Level A), the incidence of
PONV (Level B) and the dose of morphine
required (by 30-50%) (Level A).33

— Perioperative use of gabapentin/pregabalin
is effective in preventing persistent postsurgical
pain. These drugs reduce perioperative noxious
afferent input associated with surgery and reduce
spinal cord neuroplasticity associated with central
sensitization (Level C).34

— Systemic analgesia should be included in
hospital protocols for multimodal contest-sensitive
analgesia.

PATIENT-CONTROLLED ANALGESIA

The intravenous patient-controlled analgesia
(PCA) with opiates assures better analgesia (mean
5 mm on a VAS pain scale of 0-100 mm) and
greater patient satisfaction compared with con-
ventional treatments with parenteral opiates (Level
A).35

Nevertheless, intravenous PCA with opiates
does not allow a reduction in opiate use or result
in lower incidence of opiate-related adverse events
compared with conventional treatments with par-
enteral opiates (Level A) (Table I).36

EPIDURAL ANALGESIA

In case of postoperative pain, epidural analge-
sia exhibited significantly better efficacy than sys-
temic analgesia with opiates (Level A).37
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Epidural analgesia with local anesthetics, alone
or in combination with opiates, is able to reduce
some respiratory complications such as atelecta-
sis, to improve respiratory exchanges and to reduce
pulmonary infections and paralytic ileus (Level
A);38 the combination of thoracic peridural anal-
gesia plus early enteral nutrition is able to reduce
postoperative protein catabolism and the inci-
dence of peripheral bypass thrombosis (Level C).39

The combination of low doses of local anes-
thetic and lipophilic opiates is the best therapeu-
tic option in terms of postoperative pain control.
This approach reduces the incidence of adverse
events as compared to treatment with a local anes-
thetic, alone or in combination with morphine
(Level A).6

Management of patients undergoing anticoag-
ulant and/or antiplatelet therapy with epidural
analgesia requires specific precautions, which are
widely discussed in the SIAARTI Guidelines for
Safety in Locoregional Anesthesia.40

Epidural catheters should be managed in wards
that have an established organization and opera-
tive protocols. Nurses should be required to have
undergone previous training; regular daily visits
should be planned, and a medical staff should be
available for emergencies.

The SIAARTI study group for acute and chron-
ic pain recommends epidural thoracic technique
(for 48-72 hours) for thoracic and upper abdom-
inal surgery, in the absence of formal contra-indi-
cations to catheter insertion (Table II).

ALR Techniques

Continuous peripheral nerve block 

Continuous peripheral nerve block reduces the
likelihood of adverse events in comparison to cen-
tral nerve block, which can lead to severe compli-
cations such as hematoma or epidural abscess.41

Several randomized trials demonstrated the effi-
cacy of this procedure, which offers clear benefits
for the patient and minimizes adverse events.42

Clinical trials showed that after major ortho-
pedic surgery on the upper and lower limbs, con-
tinuous peripheral nerve blocks have the same effi-
cacy as continuous epidural block; both approach-
es are significantly more effective than intravenous
opiates (Level A).42, 43 Regional analgesia should

also be used in critical patients in order to reduce
the use of sedative and opiate drugs (Level C).44

Patient-controlled regional anesthesia 

Patient-controlled regional anesthesia (PCRA)
exhibited greater efficacy than basal infusion in
postoperative pain control and assures better mobi-
lization of the patient (Level C) (Table III).45-52

DAY SURGERY

As far as the administration route is concerned,
we recommend (Level D) the following:

— intravenous route: for the first dose of acet-
aminophen/NSAIDs and the possible titration of
morphine only

— oral route: to be used during the preopera-
tive period and as soon as possible after surgery

— intramuscular route: contraindicated.
As regards the expected pain intensity, please

refer to “Pain control in day surgery: SIAARTI
guidelines”:53

— mild pain: local anesthetic infiltration + non-
opiate drugs (acetaminophen, NSAIDs, COX2
inhibitors) (step I); 

— moderate pain: step I + intermittent dose of
opiate (route of administration: see above), possi-
bly slow release (step II);

— moderate to severe pain: step II + local anes-
thetics by perineural route, with or without a con-
tinuous infusion catheter.54

SPECIAL POPULATIONS

Elderly patients (Level C)
In elderly patients (>65 years), we recom-

mend:55, 56

— use of a simple semantic pain scale (absent,
mild, moderate, severe) for pain assessment among
cooperative patients;

TABLE I.—Common IV-PCA regimens for opioid-naive patients.

Opioid Demand Lock-out Continuous
dose (min) basal infusion*

Morphine 1-2 mg 6-10 0-2 mg/h
Fentanyl 20-50 mcg 5-10 0-60 mcg/h
Sufentanil 4-6 mcg 5-10 0-8 mcg/h
Tramadol 10-20 mg 6-10 0-20 mg/h

* Continuous basal infusions are not recommended for the initial set-
ting 
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— use of neurobehavioral measures in non-
cooperative patients;

— analysis of the changes in pharmacokinet-
ics and any physiological compromise of pharma-
codynamics, as well as the risks related to the use
of NSAIDs/COXIBs;

— 1/3 to 2/3 reduction of the minimum effec-
tive dose of opiates; in this context, the PCA is
also safe in older patients without cognitive deficits;

— peridural analgesia necessitates reduced dos-
es of local anesthetics and opiates;

— guarantee of an analgesic plan focused on
early rehabilitation and complete functional recov-
ery.

Pediatric patients

(For advanced information, consult www.
sarnepi.it, the Italian version of UK guidelines for
postoperative pediatric treatment.)57

Pain control can be achieved through the use
of analgesics administered via different routes, in
combination with sedation or general anesthesia,
using non-pharmacologic methods. 

As far as minor procedures are concerned
(venipuncture, stitches, etc.), the administration of

inhaled protoxide (50%) and/or of a topical local
anesthetic can be considered a safe and effective
procedure (Level A). Concerning more severe pro-
cedures (lumbar puncture, bone marrow aspira-
tion), the administration of inhaled protoxide
(50%) and of a topical or local anesthetic infiltra-
tion is effective in most patients (Level A). For
major procedures (fracture reduction), intravenous
regional blocks using a local anesthetic are effec-
tive in most of the pediatric patients. Despite the
potential for complications and the high incidence
of adverse events, general anesthesia may be more
appropriate in select groups of patients.

Acetaminophen and NSAIDs can be used for
the treatment of moderate pain and can reduce
the need for opiates after major surgery (Level A).
Acetylsalicylic acid must be used carefully in febrile
children due to the potential risk of Reye syn-
drome; furthermore, aspirin and NSAIDs can
increase the risk of postoperative bleeding (Level
A); serious adverse events are rare in children aged
>6 months.

The PCA system is very safe and effective and
can be used in cooperative children (usually >5
years of age). In day-surgery procedures, wound

TABLE II.—Epidural analgesia: recommended drugs and doses.

Surgery Site of puncture Starting dose Top Up Analgesia

Lower limbs surgery L2-L3 L3-L4 1-2 ml per metamer Lidocaine 2 % Levobupivacaine 0.125%
90 min or

Lower abdominal surgery The middle point Titration: 5 ml every Ropivacaine 0.2%
of surgical incision 10 minutes Levobupivacaine 

+T11-T10 0.5%

Thoracic and upper The middle point 0.5-1 ml per metamer or Fentanyl 2 mcg/ml
abdominal surgery of surgical incision Ropivacaine 0.75% or

T7-T8 Titration: 5 ml every 120 min Sufentanil 0.5-1 mcg/ml
10 minutes (1/2 starting dose)

Infusion Rate: 4-8 ml/h

TABLE III.—Common infusion modalities for continuous peripheral nerve block analgesia.

Site of catheter’s insertion Common Local Anaesthetics Continuous infusion Bolus doseand concentrations

Interscalene brachial plexus Bupivacaine 0.1% and 0.125% 5-9 ml/h 3-5 ml
Infraclavicular brachial plexus Levobupivacaine 0.1% and 0.2% 5-9 ml/h 3-5 ml
Paravertebral Ropivacaine 0.2% 5-10 ml/h 3-5 ml
Lumbar plexus 8-10 ml/h 5-7 ml
Femoral nerve 7-10 ml/h 5-7 ml
Sciatic nerve 7-10 ml/h 5-7 ml
Popliteal sciatic nerve 5-7 ml/h 3-5 ml
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infiltration with local anesthetic, caudal block or
peripheral nerve block (blocking the dorsal nerve
of the penis for phimosis, blocking the ilioin-
guinal/iliohypogastric nerve for hernia) will ensure
a sufficient degree of analgesia (Level B).58

Obese patients

Obese patients must stay in the PACU for pro-
longed periods in order to ensure that the ongoing
analgesia is safe and effective. Prolonged stay is
required due to the need for strict monitoring of
sedation, respiratory rate, oxygen saturation, cap-
nometry and PONV (Level B).59 The use of PCA
and PCEA is recommended (Level C), even if loco-
regional procedures (PCEA) are more difficult to
implement and have a higher incidence of compli-
cations.60

Patients with obstructive sleep apnea

In OSA patients, we recommend (Level C):61, 62

— preoperative identification of at-risk patients
(COPD, smokers, chronic snoring, obese) and
possible planning of postoperative stay in a protect-
ed area;

— opiate-sparing analgesia techniques;
— monitoring the sedation level, as well as the

respiratory rate;
— administration of supplementary oxygen by

nasal CPAP;
— avoiding any sort of basal infusion of opi-

ates;
— continuous epidural and intravenous PCA at

fixed doses.

Chronic opioid abusers (COA) (Level D)

We recommend:55

— identifying COA patients during the preop-
erative period;

— no reduction in the typical daily dose of opi-
ates;

— “proactive” management of POP that
involves a multimodal approach:

• premedication with opiates, with dose titra-
tion;

• perioperative continuous use, if possible, of
locoregional anesthesia procedures;

• full daily dose of NSAIDs and/or acetamino-
phen;

• full daily dose of opiates (>2-3-times the rou-
tine dosage used in POP), possibly titrated intra-
operatively by target controlled infusion (TCI)
and postoperatively by PCA;

• preventing the patient from missing periods of
analgesia and avoiding oversedation phases, which
both require a switch to the oral route in the fol-
lowing days;

• scheduling perioperative use of adjuvants such
as alpha-2 agonists or low-dose ketamine, as well
as possible opiate cycling (to methadone or
buprenorfine) in the perioperative period.

Errors in the management
of postoperative pain

In preparing these recommendations, particu-
lar attention has been placed on possible errors in
the management of pain and on the factors that can
cause its chronicization. 

The most common errors in the management
of pain can be classified as “evaluation and docu-
mentation errors”, “errors of treatment and con-
trol” or “educational errors” by the patient.63

In each of these categories, errors can be labeled
as: “ability-based”, “rules-based” or “knowledge-
based” errors.64

Ability-based errors, due to:
— poor attention: compliance problems of the

patient, difficult communication with the patient
(for example, due to language problems) or because
the pain level after drug administration is not
reported.

Rules-based errors:
— application of incorrect rules, for example,

fixed schedule administration of analgesics or treat-
ment of patients with history of drug abuse with
narcotics;

— poor application of good rules, for example,
intramuscular administration chosen over oral
administration.

Knowledge-based errors:
— for inadequate knowledge: pain is to be expect-

ed in older people and its development is normal
after a surgical procedure; patient satisfaction rep-
resents a good tool to evaluate the adequacy of
pain control. 

We must incorporate the philosophy of risk
management into hospital plans designed to pre-
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vent and treat the adverse effects of POP. At min-
imum, we should have hospital protocols for the
prevention and treatment of opioid-mediated res-
piratory depression; for the prevention of techni-
cal mistakes due to PCA; for the prevention, recog-
nition and treatment of epidural hematoma, com-
partment syndromes and subdural migration due
to spinal and peri-nervous techniques; and for the
recognition and treatment of local anesthetic plas-
matic reabsorption (Level C).65, 66

The risk factors for the development of chron-
ic pain after a surgical procedure can be divided
in categories. Here, the blue flags indicate peri-
operative risk factors, the yellow flags indicate psy-
chological and environmental factors and the red
flags indicate postoperative complications that
may require treatment (Level C).67

Blue flags

— Preoperative factors:
— Age, sex, pre-existing chronic pain, site and

extension of the surgical procedure, previous sur-
gical intervention, genetic predisposition.

— Postoperative factors:
Non-controlled pain, severe pain, excessive anal-

gesic intake during the first 7 days.

Yellow flags

— Psychological factors:
Patient attitude, preoperative stress, anticipa-

tion of disease chronicization, benefits linked to the
pain.

— Environmental factors:
Poverty, low educational level.

Red flags

— Postoperative factors:
- infection;
- bleeding;
- compartmental syndrome;
- injury to internal organs.

Conclusions

This publication is the fourth version of rec-
ommendations for postoperative pain treatment
published by the SIAARTI Study Group on Acute
Pain. The number of level A evidence studies, sup-
ported by meta-analyses and randomized con-

trolled trials, is increased in this study as compared
to others. The guidelines are consistent with the
practices of Italian anesthesiologists, in adherence
with international reports calling for the inclusion
of postoperative pain treatment in perioperative
medicine. The next step must include a multidis-
ciplinary panel that includes every type of interest-
ed specialist and patient association, with the aim
of producing multidisciplinary national guide-
lines in adherence with the national “Hospitals
Without Pain” project. 

There are numerous limitations with regard to
the diagnosis and treatment of postoperative
pain:68-72

— there is a demand among the scientific com-
munity to adopt scientific methods to evaluate
the intensity and quality of pain. Such scientific
methods would be more sophisticated than the
VAS and the Simple Semantic Scale (e.g., the new
version (SFQ-2) of the brief version of the
Questionnaire of Melzack), which are presumably
useful for studies on the prevention of chronic sur-
gery-related pain;68

— there is disagreement regarding the superior-
ity of loco-regional techniques in terms of out-
come, postoperative pain quality, duration of stay
and incidence of postoperative respiratory insuf-
ficiency;69

— there is clear evidence for the potential of sim-
ple techniques such as continuous infiltration or a sin-
gle-shot peri-incision with local anesthetic;71

— there is a notable emphasis on safe pathways,
with the aim of reducing the incidence of opioid-
mediated respiratory depression,68 spinal hema-
tomas and / or compartmental syndromes through
the use of loco-regional techniques and antiaggre-
gant/anticoagulant drugs.65, 66

These factors engender speculation regarding
the scientific validity of multimodal techniques,
in consideration of the increased number of
patients that need to be recruited for meaningful
CRTs.72 Finally, these guidelines are in agreement
with the new version of the Australian and New
Zealand guidelines on acute pain.73
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