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Total score (range: 0-25)

Clinical Practice Guidelines for the Management - - - -
of Pain, Agitation, and Delirium in Adult Patients ii. The Behavioral Pain Scale (BPS) and the Critical-Care

b. Pain assessment
i. We recommend that pain be routinely monitored in
all adult ICU patients (+1B).

Pain Observation Tool (CPOT) are the most valid and
reliable behavioral pain scales for monitoring pain in
medical, postoperative, or trauma (except for brain injury)
adult ICU patients who are unable to self-report and in
whom motor function is intact and behaviors are observ-
able. Using these scales in other ICU patient populations
and translating them into foreign languages other than
French or English require further validation testing (B).

i. We do not suggest that vital signs (or observational
pain scales that include vital signs) be used alone for
pain assessment in adult ICU patients (-2C).

iv. We suggest that vital signs may be used as a cue to
begin further assessment of pain in these patients,

Weighted score® (range: 0-20)

Quality of psychometric evi-
dence (based on weighted
score)

L however (+2C).
14.70
M Barr et al. Crit Care Med. 2013 Jan;41(1):263-306.




Tabella 10: Critical Pain Observation: Da Stefani et al. modificata? Tool

[ ]
Indicatore Punteggio (0 a 8) Descrizione e e
Distesa, neutrale |:| Nessuna contrazione muscolare osservabile sul volto V rS I O n
Fronte aggrottata L] -
Sopracciglia abbassate
Tesa Lievi pieghe nasolabiali
| ESPRESSIONE Occhi serrati o qualungue  aftro cambiamento dell'espressione BExpetadn Tk
FACCIALE facciale (es.: apre improvvisamente gli occhi, presenta lacrime e N :
durante la mobilizzazione) ) ¢ B\
Fronte aggrottata, sopracciglia abbassate, pieghe nasolabiali F— —£ 3 g s 2o
5 fi Occhi chiusi e serrati
mortie La bocca pud essere aperta < T" ,\ B 7 /
Il paziente pud merdere il tubo endotracheale o ).\';f ) .‘(/‘ "'\3\_; ? ::J~:3:\ ¢ J
A q Immabile, non si muove (non significa necessariamente assenza di 4 ; S -
ssenza di movimenti dolore) IO, S —— s
o posizione normale |:| Posizione”normale Lmovimenti no; :n;irlir_zatiuerso il dolore @ non 0 i ! 2
eseguiti allo scopo di proteggersi dal delore) zsogia = — . LAl e TSI
g e erative, and trauma ICU patients. A CPOT score of greater
ovimenti lenti, prudenti <
o Tocea o strofina la zona del dolore than 2 had a sensitivity of 86% and a specificity of 78%
Movimenti di Si dirige verso la zona del dolore, verso i tubi < sosg e s _— . -
, | MOVIMENTI protezione Tocea i tubildrenaggi for predicting significant pain in postoperative ICU adults
CORPOREI Attira l'attenzione battendo piedi o mani 2 L . S5 ) S
Decorticazione, Decerebrazione exposed to a nociceptive procedure (111, 112). Investiga-
Tira i tubi/drenaggi - .
A Cerca di sedersi sul letto Barr et al . Crlt Care Med . L
gitazione Si muove continuamente ) .
Non collabora Jan,41 1 .263‘306
Respinge il personale
Cerca di oltrepassare le sbarre del letto O o0 g
= ni item varia da 0 a 2, per
3 ]
L:NJ:?fZIONE ITI:;.:-’II:‘I:E:IU lazione |:| Allarmi non attivi, si lascia ventilare g t . t t I p
un punteggio totaie
VENTILATORE Tossisce ma tollera Taossisce ma si lascia ventilare, gli allarmi possono attivarsi ma p g g
aziente L CESSANO0 spontaneamente
P bate, compreso tra 0 e 8, dove 0
Lotta Asincronia: blocca il suo respire, fa scattare continuamente gli allarmi
OPPURE . -
3 s dolore e 8 il massimo
prime
VOCALIZZAZI normalmente, |:| Si esprime normalmente o rimane in silenzio d O | O re pOSS I bl Ie .
ONE (paziente silenzioso = . Y e
non intubato) Indicatore ] Punteggio (0 a 8) I Descrizione
Geme, sospira Geme, sospira
Disteso [:] Astenza d resistenza al movementi, tono normale
Grida, piange Grida, piange
4 | TONO Teso, rigido 0 Resatenta at mowmenti
MUSCOLARE | contratto S
Cld el adliF~ < R - Molto teso, rigido o DHficolth o incapacith & complere | maviment)
0 0 contratto Seringe | pugnt
Totale / 8




Una prima considerazione: quanto CPOT
correla con | 0i ntens

During the CPT, a significant moderate positive corre-
lation was obtained between the CPOT scores and the

O L CSEARCH PORLRNE The Joumned of Pain, Vo 11, No 10 (October), 2090 pp 983367 . . . o
lf::!"' B e self-reports of pain intensity (r = .52, P =. 028). Sensibil-
S:)'c'i'ew mearwent " g b ity (Se) and specificity (Sp) were calculated using
- S ADVOCACY ELSEVIER . . .. .
Receiver-Operating Characteristic (ROC) curve analysis.
Assessing Pain Behaviors in Healthy Subjects Using the Critical-Care To allow determination of sensitivity and specificity of

Pain Observation Tool (CPOT): A Pilot Study

the CPOT, the subject’s self-report of pain intensity
::grgily.(:».rln:lf]r'.'am-l:.’Ia“‘:me_' Patricia Bourgault,' Céline Gélinas,’ was used as the gold-standard criterion. Since pain in-
Tp——— tensity was a continuous variable (0-100), they were
dichotomized as above or below 60/100 which refers

Tousignant _Laflamme et al.J Pain 2010 ES moderate pain, and also above or below 40/100 for

Oct;11(10):983 -7 mild pain.

Table 3. Se and Sp for Overall CPOT Scores: Pain Table 2. Se and Sp for Overall CPOT Scores: Pain
Cut-Off = 40/100 ~ ¥ Cut-Off = 60/100

CRITERION SENSTIVITY 95% CI SPECIFICITY 95% CI - o CRITERION SENSITIVITY 95% Ci SPECIFICITY 95% Cl

=0 100,00 79,2-100,0 0,00 0,0-80,7 =0 100,00 71,3-100,0 0,00 0,0-411
893,75 69,7 -99,0 50,00 82-91,8 >0 90,91 58,7 - 98,5 14,29 2,4-578
87,50 61,6-98,1 50,00 82-91,8 =0,5 90,91 58,7 - 98,5 28,57 4,5-70,7
62,50 355-847 100,00 19,3-100,0 o> 81,82 482 -97,2 85,71 42,2 -97,6
56,25 29,9-80,2 100,00 19,3-100,0 2 >1,5 72,73 39,1-93,7 85,71 42,2 -97,6
50,00 24,7-75,3 100,00 19,3-100,0 : >2,5 63,64 30,9-88,8 85,71 42,2 -97,6
43,75 19,8 - 70,1 100,00 19,3-100,0 (* ) >3 54,55 23,5-83,1 85,71 42,2 -97,6
37,50 15,3 - 64,5 100,00 19,3-100,0 =4 45,45 16,9 - 76,5 85,71 42,2 -97,6

>5,5 6,25 1,0-30,3 100,00 19,3-100,0 =55 9,09 1,5-41,3 100,00 58,9 -100,0

~7 0,00 0,0-20,8 100,00 19,3-100,0 =7 0,00 0,0-28,7 100,00 58,9 - 100,0

Abbreviations: Se, sensitivity; Sp, specificity. Abbreviations: Se, sensitivity; Sp, specificity; Cl, confidence intervals.



life 1s pain

Una prima considerazione: quanto
CPOT correla con |
dolore?

erative, and trauma ICU patients. A CPOT score of greater
than 2 had a sensitivity of 86% and a specificity of 78%
Lavaliduzione defla:scuta £-POT: for predicting significant pain in postoperative ICU adults
uno strumento di rilevazione del dolore =

nei pazienti in terapia intensiva exposed to a nociceptive procedure (111, 112). Investiga-

Barr et al. Crit Care Med. 2013 Jan;41(1):263-306.

Figura . Punteggi medi totali C-POT attivita in relarione al tipo di procedure assistenziali

Therefore, a behavioral pain score should not be con-
5 1 sidered to be equivalent to a self-report of pain inten-

. i Pl = | sity (e.g., a behavioral pain score of 4/10 does not
b i | 32 cqual a self-report of pain intensity of 4/10).
§ i ———  p<001  —— ¢ Moreover, pain behaviors are not specific reflec-
5 l tions of pain intensity, and in some cases indicate an-
éz ~ ® other source of distress, such as physiologic or
11 y o 5 S - i
;g 1 R 7 crmotlonal distress (Pasero & McCaffery, 2005). It is dif-
¢ Herr etfal. Pain Manag Nurs . 2011 Dec;12(4):230-50
0 T ]

Riposo Procedure non dolorose Procedure dolorose




CPQOT: punti deboli?

e e
to leamn " NURSES
ritical-Care Pain Observation Tool (CPOT)
4 Main Categories: Rate Each Category:
Low High
Score Range:
Muscle 0 (little/no pain) to 8 (severe pain)

Tension

Compliance
with
Ventilator

Vocalization

NarSeries Lol




Aniarti amarcord: scenario 2 0 una
scala per per tutte le stagioni

A Pz con trauma cranico in 22iornata, ricoverato
INTI

A PresentaGCS 8 (E2,V1, M5), con
tracheostomia , in respiro spontaneo, tosse

spontaneee O, terapia con tracheomask a
0.4 di FIO, (cuffia tracheo a 30 cmH ,0)

I A Durante aspirazione tracheale si vorrebbe
¢ valutare [a2CPOT, marisulta oggettivamente
non completabile

Perche ? }




- Aniarti amarcord: Scenario2 oll 1°

problema

Although CPOT has been widely validated in several
languages (Gelinas, Fillion, Puntillo, Viens, & Fortier,
20006; Gelinas and Céleste, 2007; Niirnberg Damstrom,
Saboonchi, Sackey, & Bjorling, 2011; Stefani, Nardon,
Bonato, Modenese, Novello, Ferrari, 2011), we are con-
cerned about the assessment of pain in the group of pa-
tients that are unconscious (GCS =8). with
endotracheal or tracheostomy tube, but currently breath-
ing spontancously without a ventilator.

We are referring to a large category of patients in
our critical care units (e.g., persistent or permanent veg-
ctative states) who are breathing with the only adjunct

[etter to the téter

B CPOT: Is There Any Missing Link?

Bambi & Solaro Pain

Mar;13(1):67

INTERAZIONE T?”Em _’a "E:F"am“e ~ of oxygen therapy and cannot emit any sound owing
CONIL o i movimenti ‘ - - - - s - i
VENTILATORE — to an endotracheal device with an inflated cuff.
aziente Tossisce ma tollera Cessano spontaneamente ) I
(P
intubato) Lotta Asincronia: blocca il suo respiro, fa scattare continuamente gli allarmi
OPPURE =
3 . .

Si esprime

normalmente, Si esprime normalments o rimane in silenzio Manaa Nurs . 2012
VOCALIZZAZI g
ONE (paziente silenzioso
non intubato)

Geme, sospira Geme, sospira

Grida, piange Grida, piange




CPQOT : 2° problema

Other important concerns are '

e \ _ Finally, some clinical conditions,
items that evaluate patients’ com- '

not necessarily related to pain, can
determine the activation of ventila-

pliance with ventilators. When

patients cough we expect to hear —
: tor alarms due to patients’ dyssyn-

the sound of ventilator alarms, which , , ,
chronies: hiccup and seizures. These

occurs only if alarms have been ade-

quately set up. Consequently, the

Another element that can make
it difficult to recognize a patient
“fighting with the ventilator” is the
use of ventilation modes based on
active expiration valves (eg, BIPAP,
Drager; DuoPAP, Hamilton: BiVent,
Siemens; Bi-Level, Puritan Bennett-
Covidien). These ventilation modes

Bambi et al. Crit Care Nurse. 2014 Feb;34(1):14 -5.



BIPAP ® BiVent ® DuoPAP ®
Bi-Level®

B A mandatory spontaneous
v BIPAP stroke breathing

G <D

| 2
"

N/

triggér
window | Tinsp spontaneous
breathing time

%

V>

|

f

synchronisesd
BIPAP stroke

/

If you have anxiety, take
deep breaths in sync with
this.




Tra le cause di asincronie pz -

venti | atoree
el A Inappropriate triggering (patient inspires while the

Patient -
Ventiator ventilator cycles to expiration | .
Dyssynchr .
i inspiratory time too short
http ://lifein
- e, I inspiratory flow rate too low
.com/ccc/p I set tidal volume low
|

atient - _
ventilator - coughlng andlccups

ony

dyssynchro

triggering

I hiccups

i coughing

| cardiac oscillations
I shivering
|
|
|

| seizures
 Orain outd (condensattion 1 n
| trigger sensitivity set too low




Asincronie: le sappiamo riconoscere?

Bambi et al. Crit Care Nurse. 2014:34:14-5.

tilator alarms. The identification of

patient-ventilator asynchronies is
- made by the direct observation of

Figura 1 - Frequenza % delle risposte corrette patients and the interpretation of

95%  95% ventilator waveforms.

monitoraggio grafico
(riconoscimento asincronie)

domande
di teoria

10 T1 2 Fusi et al. Scenario 2014 ; 31 (4)126-30




