
Abstract. – OBJECTIVE: Despite established
standards, effective treatments, and evidence-
based guidelines, postoperative pain control in
Italy and other parts of the world remains sub-
optimal. Pain control has been recognized as a
fundamental human right. Effective treatments
exist to control postsurgical pain. Inadequate
postoperative analgesia may prolong the
length of hospital stays and may adversely im-
pact outcomes.

MATERIALS AND METHODS: The same multi-
ple-choice survey administered at the SIAARTI
National Congress in Perugia in 2006 (n=588)
was given at the SIAARTI National Congress in
Naples, Italy in 2012 (n=635). The 2012 survey
was analysed and compared to the 2006 results.

RESULTS: Postoperative pain control in Italy
was less than optimal in 2006 and showed no
substantial improvements in 2012. Geographical
distinctions were evident with certain parts of
Italy offering better postoperative pain control
than other. Fewer than half of hospitals repre-
sented had an active Acute Pain Service (APS)
and only about 10% of postsurgical patients were
managed according to evidence-based guide-
lines. For example, elastomeric pumps for contin-
uous IV infusion are commonly used in Italy, al-
though patient-controlled analgesia systems are
recommended in the guidelines. The biggest ob-
stacles to optimal postoperative pain control re-
ported by respondents could be categorized as
organizational, cultural, and economic. 

CONCLUSIONS: There is considerable room
for improvement in postoperative pain control in
Italy, specifically in the areas of clinical educa-
tion, evidence-based treatments, better equip-
ment, and implementation of active APS depart-
ments in more hospitals. Two surveys taken six
years apart in Italy reveal, with striking similari-
ty, that there are many unmet needs in postoper-
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Introduction

Globally an estimated 234 million surgical
procedures are performed annually1, elevating
surgical safety and postoperative pain control to
a worldwide public health concern. In Italy,
about 4 million surgeries are performed annual-
ly2. Mild to moderate postoperative pain is re-
ported by the majority (> 80%) of Italian surgical
patients3. In the United States, over 51 million
surgeries were performed in 20104 and 39% of
patients described their postsurgical pain as “se-
vere” or “extreme”5. Postoperative pain control
has been studied for specific procedures and in
certain geographical locations, but the latest
comprehensive Italian data come from 2006
(Postoperative Pain Survey in Italy or POPSI)6

and 2012 (ITalian Observational Study of the
Management of Mild-to-Moderate Postoperative
Pain or ITOSPOP)3.

Of the hospitals surveyed in the POPSI 2006
survey, 41.7% had an active Acute Pain Service
(APS) and about 10% of postoperative patients
were treated with evidence-based recommended
analgesic techniques, such as epidural analgesia,
intravenous (IV) patient-controlled analgesia
(PCA), or continuous peripheral nerve blocks
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Figure 1. Geographical regions as defined by the 2006
POPSI and subsequent 2012 POPSI-2 surveys.
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(CPNBs)6. In 2010, the Italian Society of Anaes-
thesia Analgesia and Intensive Care (SIAARTI)
issued updated postoperative pain control guide-
lines7, advocating regular assessment of postsur-
gical pain, multimodal analgesia, and setting up
APS in which the anaesthesiologist plays a pri-
mary role as coordinator for the team responsible
for postoperative pain management. Conducted
in 2012, the ITOSPOP study3 (n=24 hospitals)
reported that postoperative pain control in Italy
still remained suboptimal. 

The introduction of State Law 38/2010 has
substantially reframed the issue of pain control in
Italy. This law maintains that Italian citizens
have the right to access palliative care and pain
therapy and it further addresses how pain should
be monitored, facilitates prescription of anal-
gesics, improves educational efforts, and advo-
cates for the wider development of APS in the
context of regional projects entitled “Pain-Free
Hospital and Territory”8.

In light of these recent developments, the au-
thors repeated the 2006 POPSI survey in order to
determine what improvements or changes have
occurred in the intervening years.

Materials and Methods

In October 2006, a 16-item multiple-choice
questionnaire on the practice and organization of
postoperative pain management was given to
anaesthesiologists in attendance at the 60th

SIAARTI National Congress in Perugia, Italy6.
The survey requested information about hospital
patient demographics, whether the hospital had
an APS, current practice in postoperative analge-
sia, level of continuing medical education, limi-
tations to better postoperative pain control, and
possible solutions in the field of postoperative
pain management. In 2012, the same survey was
administered to anaesthesiologists attending the
66th SIAARTI National Congress in Naples,
Italy. Both surveys were anonymous. The fact
that the surveys were identical makes it possible
to compare them.

The sample was grouped geographically into
three main districts: north, central, and southern
(including islands). Hospitals were ranked by
size based on the number of surgical wards:
small (1-5), medium (6-9), and large (≥ 10). Re-
spondents were categorized by their role as de-
fined by the Italian healthcare system, namely:

resident, first-level assistant, Simple Operating
Unit manager (UOS, that is, typically an anaes-
thesiologist responsible for one operating unit or
section), Complex Operating Unit manager (an
anaesthesiologist overseeing one or more UOS
managers).

Statistical Analysis
Data were analysed using descriptive statistics.

Values were represented as means, calculated on
the basis of total answers. Results were then
analysed and compared by dividing the sample in-
to different subcategories (such as geographical
area, physician’s role, hospital size, and so on).
For every subanalysis, results were compared with
the mean data of the whole sample, using the chi-
squared test. The p-value was calculated versus
the national average and differences were consid-
ered significant at p ≤ 0.05. Note that some ques-
tions permitted respondents to answer yes to more
than one choice and thus the sum of percentages
in some cases can be > 100.

Results

In 2006, 650 questionnaires were distributed
of which 588 were returned (90.4% response
rate); in 2012, 800 questionnaires were distrib-
uted and 635 were returned (79.4% response
rate). In the 2012 survey, 50 questionnaires were
incomplete and could not be analysed, so the fi-
nal analysis of the POPSI-2 survey was based on
585 questionnaires.

The regional distribution of respondents corre-
sponded to the geographical categories: 19.2%
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Figure 2. Respondent demographics from 2006 versus
20012 show a similar distribution.

Have you attended any educational program on POP in the last 2 years?

Yes No
2006 2012 2006 2012

Residents 67.2% 41.3% 32.8% 58.7%
First level assistants 70.9% 48.2% 29.1% 51.8%
UOS managers 74.0% 66,0% 26.0% 34,0%
UOC managers 92.5% 71.4% 7.5% 28.6%

Total 85.3% 48.7% 14.7% 51.3%

Table I. Continuous Medical Education of respondents on POP according to their roles.
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that they had not participated in any continuing
medical education activities related to postopera-
tive pain management in the previous two years,
but by 2012, this number had increased signifi-
cantly to 51% (p < 0.05) (Table I).

The number of respondents who requested fur-
ther training in postoperative pain management
was similar in both surveys (92.5% vs. 91.5% for
2006 and 2012 surveys, respectively). The most
frequently suggested topics for continuing educa-
tion were the same in both surveys: invasive
techniques (36.8% both years) and operative pro-
tocols (27.7% both years).

Significantly more respondents reported that
their hospital had organized educational activi-
ties related to postoperative pain control in the
past year in 2006 than in 2012 (70% vs. 54.5%, p
< 0.05). Hospital-organized postoperative pain
training was reported significantly more fre-
quently in the north and central regions of Italy
than in the south and islands (p < 0.05).

came from the north (n=112), 34.7% from the
central region (n=203), and 46.1% from the
south and islands (n=270) (Figure 1).

In 2012, data were obtained from 289 hospi-
tals in total, representing 43.3% of the Italian
public hospitals (compared to 24.4% in the 2006
survey). Hospital distribution by region showed
26.3% in the north (n=76), 35.3% central
(n=102), and 38.4% in the south and islands
(n=111). Most hospitals described in the survey
were of medium size (55.4%, n=160), with
30.8% small (n=89) and 13.8% large (n=40). The
range of surgical wards per hospital ranged from
1 to 30 per hospital with a mean value of 8 wards
per hospital.

Respondent Demographics
In the 2012 reprise of the survey, 585 respon-

dents could be categorized as residents (44.3%,
n=259), first-level assistants (38.3%, n=224),
UOS managers (9%, n=53), or UOC managers
(8.4%, n=49). This distribution did not differ
from the 2006 survey (see Figure 1). The most
frequently represented specialties were abdomi-
nal (42.4%), orthopaedic (17.4%), and urologi-
cal-gynaecological (15.2%), similar to the 2006
survey (Figure 2).

Continuing Medical Education
A change was noted with respect to continuing

medical education. In 2006, 57% of respondents
had attended at least one educational activity on
postoperative pain management that year and
14% participated in such an activity the prior
year. In 2012, only 37% had attended a continu-
ing medical education activity that year and 12%
had attended the year before. In both 2006 and
2012 surveys, UOC managers were most in-
volved in continuing educational activities
(92.5% and 71.4% for 2006 and 2012, respec-
tively). In 2006, 14.7% of respondents reported
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Acute Pain Service (APS)
The number of respondents who worked in a

hospital with an active APS increased from 46%
in 2006 to 58.5% in 2012. It should be noted that
in 2012, 12.3% of respondents said that their
hospital had an APS that was not active. In 2006,
37% of respondents worked in a hospital without
any APS; this number decreased to 29.2% in
2012.

Based on the 2012 surveys, 147/289 hospitals
(50.9%) had an active APS in place. Hospitals in
the central region of Italy were significantly more
likely to have an active APS (61.7%) versus hos-
pitals in the northern region (52.6%) or the south-
ern region and islands (39.6%), p < 0.05. The na-
tional average of Italian hospitals with an active
APS was 50.9%. This contrasts with results from
2006, in which the national average was 41.7%
and hospitals in the north (60%) were most likely
to have an active APS in place (Figure 3).

Operative Protocols
Operative protocols provide guidance as to the

administration of postoperative pain manage-
ment. In 2006 and 2012, 87.6% and 86.7% of re-
spondents, respectively, stated that they used op-
erative protocols. The most frequently used pro-
tocols in both surveys were hospital protocols,
derived from medical literature and adapted to
local needs (53.1% and 54.5% for 2006 and
2012, respectively). A minority said they did not
use any protocols (12.4% and 13.3% for 2006
and 2012, respectively) (Figure 4).

In 2012, among those respondents who said
they used operative protocols for postoperative

pain, a quarter (25%) said they shared these pro-
tocols liberally with their colleagues, 68.5% said
they shared protocols only with selected col-
leagues, and 6.5% did not share protocols at all.
This distribution is similar to what was found in
2006, where 23.2% shared operative protocols
freely and 70% limited sharing of protocols to
certain specific colleagues. 

In 2012, respondents in the north region were
significantly more likely to use protocols ap-
proved by all staff (38.4%) compared to the na-
tional average (25%), p < 0.05. The same pattern
occurred in 2006, with 35.5% in the northern re-
gion using protocols approved by all staff versus
the national average (23.2%), p < 0.05. The ma-
jority of respondents (60% in 2006 and 68% in
2012) used protocols of some sort for postopera-
tive pain assessment and this use was significant-
ly more likely to occur in the north of Italy
(84.8% in 2012, p < 0.05).

Protocols to recognize and manage analgesic-
related adverse events (AEs) were used by 37%
in 2006 and 43% in 2012.

Limits to Optimal Postoperative 
Pain Management

In 2006, respondents reported that the major
obstacles to optimal postoperative pain manage-
ment were: inadequate training of caregivers
(44.3%), lack of time (29.9%), and lack of equip-
ment (21.5%). Little had changed in 2012 when
the corresponding percentages were: inadequate
training of caregivers (34.9%), lack of time and
organization (26.7%), and lack of equipment
(16.7%). These answers were similar for all geo-
graphical regions and no statistically significant
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Figure 3. The presence of active Acute Pain Services
(APS) at hospitals in Italy by geography as reflected in 2006
and 2012 POPSI surveys.

Figure 4. The use of protocols in the POPSI surveys from
2006 to 2012.



differences were observed from 2006 to 2012 for
the different respondent groups, their roles, and
their regional distribution.

The most frequently advocated solution to im-
prove postoperative pain management was as-
signing a dedicated anaesthesiologist on a daily
rotating basis to oversee postoperative pain con-
trol (suggested by 51.2% in 2006 and 48.2% in
2012). Other solutions offered in the survey were
to dedicate part of the workload of each anaes-
thesiologist to postoperative pain management
(33.5%), increase the use of protocols (37.6%),
and improve the training and preparation of the
nursing staff (29.2%). 

Titration and Rescue Dosing
Most respondents said they used early titration

of IV opioid analgesics in the recovery room to
achieve adequate pain control before discharging
patients to the surgical wards (77.6% in 2006 vs.

80.2% in 2012). In 2012, respondents from the
central region were more likely to use titration of
IV opioids than the national average (85.2% vs.

80.2%) and compared to the other geographical
regions (78.6% in the north and 77% in the south
and islands). 

Most respondents said that they prescribed a
rescue analgesic dose for inadequate pain control
(84.2% in 2006 and 84.4% in 2012), but only
62.1% in 2006 and 68.5% in 2012 documented
the dosing and timing on the patient’s chart. A
minority of respondents did not prescribe any
rescue dose (15.8% in 2006 and 15.6% in 2012).

Analgesic Techniques for 
Postoperative Pain

In 2006, the most commonly reported anal-
gesic technique was continuous IV analgesia
with an elastomeric infusion system (44%) fol-
lowed by analgesic administered on an as-needed
basis (22%). Epidural elastomeric infusion sys-
tems were used in 11% of cases and 8% of pa-
tients received continuous IV infusion of an anal-
gesic with no flow-rate-control system. Anal-
gesic techniques described by the guidelines (IV-
PCA, epidural PCA, CPNBs) were only used by
a small minority of respondents (10% in total).
The survey data from 2012 were similar. As
shown in Figure 5, continuous IV analgesia with
an elastomeric infusion system was the most fre-
quently used technique (50%), followed by as-
needed analgesia (19%), and 8% of analgesia re-
lied on IV infusion systems that lacked flow con-
trol. Epidural analgesia was used by 12% of pa-

tients and only 9% had PCA (7% received IV-
PCA and 2% epidural PCA). CPNBs were used
in 2% of cases.

While no regional differences emerged in
2006 in terms of analgesic techniques, the 2012
survey revealed significant differences by geog-
raphy. Elastomeric pumps are more likely to be
used in the southern region and islands than in
the north or central regions (54.6% vs. 46.1% vs.

45.3%, respectively, p < 0.05). Epidural analge-
sia in 2012 was reported to be used more fre-
quently in the north than central or southern re-
gions (20.1% vs. 9.1% vs. 10.5%, respectively).
In 2012, PCA pumps were more likely to be used
in the central region (10.6%) than the north
(9.8%) or south (5.3%). 

In both 2006 and 2012, the main reason for
preference of elastomeric infusion systems over
PCA pumps was their simplicity and ease of use
(50.9% made this statement in 2006 vs. 56.7% in
2012). Other reasons stated included the inade-
quate supply of PCA pumps at their hospital
(23% said supply was lacking in 2006 vs. 17.7%
in 2012) or economic considerations (12.2% in
2006 and 6.8% in 2012 said elastomeric systems
cost less). 

Access to PCA pump equipment and the inad-
equate number of systems available to anaesthe-
sia departments emerged in 2006 and 2012 as
main impediments to their broader use (59.7% in
2006 and 60.6% in 2012). Only 21% of respon-
dents in 2012 vs. 14.3% in 2006 said their hospi-
tal had enough PCA equipment to manage post-
operative pain. About a third of respondents
(35% in 2006 and 29.2% in 2012) worked in a
facility in which no PCA pumps were available.
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Other reasons stated in 2012 that limited the use
of PCA pump equipment for postoperative pain
control were resistance by the staff (13%), lack
of adequate training (8.5%), the amount of time
it took to inform and train patients about the sys-
tem (10.4%), and the belief that similar analgesic
results could be obtained with other techniques
(7.5%).

In 2006, 65% of respondents stated they
would like to see the use of IV-PCA increased
for postoperative pain control; this number in-
creased to 80.2% in 2012. In 2006, 72.4% of re-
spondents said they wanted to improve their
practice by using epidural techniques for postop-
erative pain control and this number likewise in-
creased to 83.1% in 2012.

Discussion

This paper describes a unique exercise in
which the same survey on postoperative pain
control was administered to similar healthcare
professionals six years apart. Both surveys were
predicated on the assumption that obtaining an-
swers directly from anaesthesiologists rather than
the department or institution would provide a
more realistic picture of current analgesic prac-
tices. The main limitations to both surveys were
that they relied on a convenience sample and that
attendance at a specialty society meeting could
not be taken to offer a representative look at the
practices of an entire country.

The original POPSI survey in 2006 included
163 hospitals; this was increased to 289 hospi-
tals in 2012. Response rates to both surveys
were high (90.4% in 2006 and 79.4% in 2012).
As anaesthesiologists on the frontlines of surgi-
cal care, these respondents were able to provide
insight into how postoperative pain is managed
in Italy. 

Of interest in our survey was the fact that there
has been a significant decrease in continuing
medical education on the topic of postoperative
pain control. This is particularly surprising in
view of Law 38/2010 and the growing global ap-
preciation of the importance of pain manage-
ment. The reasons for this lack of continuing
medical education in postoperative pain control
are unclear. Many scientific sessions and contin-
uing medical education activities require finan-
cial support from pharmaceutical and medical
device companies and it is possible that these en-
tities are not as interested in postoperative pain

control as in other topics. The lack of interesting
continuing medical education events in postoper-
ative pain control may have fuelled a vicious cir-
cle in which anaesthesiologists are not as inter-
ested in this topic. Nevertheless, more continuing
medical education activities are needed to ad-
vance postoperative pain control.

The surveys in 2006 and 2012 found much
postoperative pain control practice to be relative-
ly unchanged. In Italy, the number of APSs falls
well below the European average. This is regret-
table as APS is increasingly recognized even in
developing nations such as India as playing a key
role in improving postsurgical pain control9.
From our survey, it appears that only 50% of
Italian hospitals have an active APS, increased
only slightly from 40% in 2006. Survey respon-
dents preferred the American anaesthesiologist-
based model for an APS rather than the Swedish
nurse-based model. 

There are barriers to improving postoperative
pain control in Italy and these may be described
as both organizational and cultural in nature. The
first limitation is a broad downgrading and
downsizing of the healthcare system, a phenome-
non occurring all over Europe and other nations
as well10. With this change, there is a concomi-
tant lack of human and technological resources.
About half of respondents (45%) reported that
lacks of time, organization, and equipment were
the main impediments to achieving optimal post-
operative pain management. Some of this may be
due to the ingrained misconception that postoper-
ative pain control is needed for only a few days
– at most – so costly interventions, a complicated
APS system, or sophisticated equipment are not
justified for such short use. When hospitals re-
view their overall spending patterns, it is easy
and traditional to dismiss more than nominal ex-
penses for postoperative pain care. Further, some
surgeons may place obstacles in the way of ad-
vanced postoperative pain control because they
may fear that advanced analgesic techniques,
such as epidural patient controlled analgesia
(PCA), may result in complications and that the
use of opioid analgesics may result in difficult-
to-manage adverse events such as postoperative
ileus. Despite these concerns, the importance of
effective pain control following surgery is well
known.

The literature contains surveys on postopera-
tive pain control management, many of which
are based on retrospective review of medical
records or patient surveys taken in the first days
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after surgery. An international acute pain reg-
istry, PAIN OUT, funded by the European Com-
mission, was established in Europe and Israel.
For one year, PAIN OUT collected data at 11
clinical sites from more than 6000 patients un-
dergoing orthopaedic or general surgery. Patients
in the PAIN OUT survey were treated in accor-
dance with evidence-based recommendations.
The mean “worst pain” reported in the postoper-
ative period in PAIN OUT was 5.2 on an eleven-
point rating scale. In PAIN OUT, the most com-
monly prescribed opioid analgesics were tra-
madol and morphine and the most commonly
prescribed non-opioid pain reliever prescribed
was paracetamol (acetaminophen)11.

A French survey12 conducted at 76 surgical
centres found similar results, with the average
pain during movement in the first 24 hours after
surgery 4.9 on an eleven-point scale. In the
ITOSPOP study3 (n=24 hospitals) over 30% of
patients reported moderate pain the first six
hours after surgery, with 50% reporting mild
pain over the entire 48-hour study period. 

These reports strongly suggest that postopera-
tive pain in Italy and other countries remains un-
der-treated. Postoperative pain control strategies
in Italy do not necessarily rely on evidence of na-
tional or international guidelines. For example,
continuous IV infusion by elastomeric infusion
pumps is not recommended in the guidelines, but
according to our survey, persists as the most
commonly used postoperative pain control tech-
nique in Italy. Based on the literature13,14, elas-
tomeric infusion pumps in the postoperative set-
ting would be mainly used to continuously infuse
local anesthestics in regional anaesthesia. Yet in
Italian hospitals, they are used after surgery to
infuse analgesics, such as weak and strong opi-
oids and nonsteroidal anti-inflammatory drugs
(NSAIDs). Their widespread use in Italy is diffi-
cult to explain. For one thing, there is no scientif-
ic literature supporting these pumps for this spe-
cific application for postoperative analgesia and,
for another, SIAARTI recommendations clearly
advocate IV-PCA instead7. Yet about 50% of all
postoperative patients in Italy, regardless of the
type of surgery, will receive postoperative anal-
gesic drugs via elastomeric infusion systems.
These elastomeric infusion systems are cheap
and easy to use. 

Still, it is worth exploring why many Italian
hospitals may be so reticent to use IV-PCA sys-
tems, while evidence shows that active involve-
ment of the patient can improve postoperative

acute pain management15. According to our sur-
veys, many hospitals lack a sufficient supply of
these devices to treat all postsurgical patients.
There can be resistance among the staff to using
these devices, which are more complicated than
elastomeric infusion pumps and require a degree
of patient education. Furthermore, PCA pumps
are electronic devices, which require regular
maintenance and may require training to cali-
brate and set up. Technical errors can occur with
these devices, and improper programming of the
PCA pump may in some cases have serious con-
sequences (inadequate drug dilution, improper
bolus setting, and inadequate programming of
the lockout timer). PCA pumps have safety
alarms which can be harassing to staff, particu-
larly when a safety alarm sounds when the ratio
of nurse-to-patients is low or when the nursing
staff is busy doing other important tasks. Com-
pared to lightweight, disposable, easy-to-use
elastomeric pumps, PCA systems can seem
daunting to healthcare teams already challenged
in terms of time and resources16. The main draw-
backs to elastomeric infusion pumps are serious.
They do not provide tailored postoperative anal-
gesia and must be set to provide a continuous in-
fusion based on the anaesthesiologist’s prescrip-
tion. The use of opioids in an elastomeric infu-
sion pump may be dangerous because these
pumps lack a safety alarm. Underdosing of opi-
oids may occur with an elastomeric pump, re-
sulting in inadequate pain control. Moreover,
elastomeric pumps typically have a fixed reser-
voir and provide continuous dosing over 48
hours. However, patients need more analgesia in
the first 24 hours after surgery than the next day.
Thus, an elastomeric infusion system may pro-
vide the patient inadequate pain control on post-
operative day one and too much analgesia on
day two. Newer elastomeric infusion pumps of-
fer a mechanical PCA system or flow-rate con-
trols, but these devices cost more than the con-
ventional elastomeric infusion pump, even to the
point that their costs may be similar to a PCA
system.

Cost plays an increasingly important role in
healthcare decisions but the cost of treating post-
operative pain cannot be reduced to the cost of
one device or drug therapy. Pain relief has been
advocated as a fundamental human right17,18 and
inadequate pain control following surgery may
adversely affect outcomes and decrease patient
satisfaction. Innovative new drug delivery sys-
tems may play a role in the future of postopera-
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tive pain control, such as transdermal analgesics
or noninvasive IV-PCA using a sublingual table
system. Technology may help to find alternatives
to elastomeric infusion pumps that are not as
complex as conventional IV-PCA systems.

The recent emergence of “fast-track surgery”
requires enhanced recovery programs and stan-
dardized postoperative pain management ap-
proaches specific to the type of procedure. Our
survey reported that about 90% of anaesthesiolo-
gists used protocols for postoperative pain con-
trol but only 40% relied on protocols for anal-
gesic-related adverse events. In fact, updating
operative protocols may be considered one of the
major unmet needs in terms of improving post-
operative pain control. International guidelines
may be useful but they often have to be adapted
to meet local needs, which we suspect is the case
for their use in Italian hospitals. This “context-
sensitive” approach to postoperative pain man-
agement may well emerge as a valuable alterna-
tive when protocols are shared freely among all
members of the surgical team (anaesthesiolo-
gists, surgeons, and nurses)19.

Conclusions

Postoperative pain remains a significant global
healthcare need and pain following surgery is of-
ten suboptimally managed even in developed na-
tions. In Italy, two surveys taken six years apart
show that there are many unmet needs in postop-
erative pain control. In fact the results of our
2006 and 2012 surveys were surprisingly similar.
While an overall trend of gradual improvement
may be discerned, Italy still falls below European
standards for postoperative pain control and in
some areas has made little advancement in the
past six years. The biggest obstacles reported by
survey respondents to optimal postoperative pain
control remain organizational, cultural, and eco-
nomic. Much needs to be undertaken to improve
postoperative pain control in Italy.

––––––––––––––––––––
Acknowledgements
This paper was prepared with medical writing assistance
from Jo Ann LeQuang of LeQ Medical, Angleton, TX,
USA. The fee for her services was paid by the authors.

–––––––––––––––––-––––
Conflict of Interest
The Authors declare that there are no conflicts of interest.

References

1) WEISER TG, REGENBOGEN SE, THOMPSON KD, HAYNES

AB, LIPSITZ SR, BERRY WR, GAWANDE AA. An estima-
tion of the global volume of surgery: a modelling
strategy based on available data. Lancet 2008;
372: 139-144.

2) ITALIAN HEALTH MINISTRY. The Italian Registry 2013
of Hospital Admissions. 2013; 

3) http://www.salute.gov.it/portale/temi/p2_4.jsp?lin-
gua=italiano&area=ricoveriOspedalieri

4) Accessed 1 February, 2015.

5) TUFANO R, PUNTILLO F, DRAISCI G, PASETTO A ,
PIETROPAOLI P, PINTO G, CATARCI S, CARDONE A, VAR-
RASSI G. ITalian Observational Study of the man-
agement of mild-to-moderate Post-Operative
Pain (ITOSPOP). Minerva Anestesiol 2012; 78:
15-25.

6) CDC. Inpatient surgery. National Hospital Dis-
charge Survey: 2010 Table 2011;
http://www.cdc.gov/nchs/fastats/insurg.htm. Ac-
cessed 24 April, 2014.

7) APFELBAUM JL, CHEN C, MEHTA SS, GAN TJ. Postop-
erative pain experience: results from a national
survey suggest postoperative pain continues to
be undermanaged. Anesth Analg 2003; 97: 534-
540.

8) COLUZZI F, SAVOIA G, PAOLETTI F, COSTANTINI A, MATTIA

C. Postoperative pain survey in Italy (POPSI): a
snapshot of current national practices. Minerva
Anestesiol. 2009; 75: 622-631.

9) SAVOIA G, ALAMPI D, AMANTEA B, AMBROSIO F, ARCIONI
R, BERTI M, BETTELLI G, BERTINI L, BOSCO M, CASATI A,
CASTELLETTI I, CARASSITI M, COLUZZI F, COSTANTINI A,
DANELLI G, EVANGELISTA M, FINCO G, GATTI A, GRAVI-
NO E, LAUNO C, LORETO M, MEDIATI R, MOKINI Z,
MONDELLO E, PALERMO S, PAOLETTI F, PAOLICCHI A,
PETRINI F, PIACEVOLI Q, RIZZA A, SABATO AF, SANTANGE-
LO E, TROGLIO E, MATTIA C; SIAARTI STUDY GROUP.
Postoperative pain treatment SIAARTI Recom-
mendations 2010. Short version. Minerva Aneste-
siol 2010; 76: 657-667.

10) GENSINI GF. New disposition for pain therapy in
Italy, center for headache should be integrated in
the network. Neurol Sci 2011; 32 Suppl 1: S67-70.

11) GOVIND P, BHAKTA P, DUREJA GP, GUPTA A, VENKATARA-
JU A. Acute pain service: the journey in a develop-
ing country setting. Acta Anaesthesiol Scand
2015; 59: 98-106.

12) BREIVIK H, STUBHAUG A. Management of acute post-
operative pain: still a long way to go! Pain 2008;
137: 233-234.

13) ZASLANSKY R, ROTHAUG J, CHAPMAN CR, BÄCKSTRÖM R,
BRILL S, FLETCHER D, FODOR L, GORDON DB, KOMANN

M, KONRAD C, LEYKIN Y, POGATSKI-ZAHN E, PUIG MM,
RAWAL N, ULLRICH K, VOLK T, MEISSNER W. PAIN
OUT: the making of an international acute pain
registry. Eur J Pain 2015; 19: 490-502.

14) FLETCHER D, FERMANIAN C, MARDAYE A, AEGERTER P,
(SFAR) PARACOTFAAICS. A patient-based national

F. Coluzzi, C. Mattia, G. Savoia, P. Clemenzi, R. Melotti, R.B. Raffa, J.V. Pergolizzi, Jr.,



survey on postoperative pain management in
France reveals significant achievements and
persistent challenges. Pain 2008; 137: 441-
451.

15) REMERAND F, VUITTON AS, PALUD M, BUCHET S, POUR-
RAT X, BAUD A, LAFFON M, FUSCIARDI J. Elastomeric
pump reliability in postoperative regional anesthe-
sia: a survey of 430 consecutive devices. Anesth
Analg 2008; 107: 2079-2084.

16) WEISMAN RS, MISSAIR A, PHAM P, GUTIERREZ JF, GEB-
HARD RE. Accuracy and consistency of modern
elastomeric pumps. Reg Anesth Pain Med 2014;
39: 423-428.

17) MEISSNER W. Curr Med Res Opin 2015; Sep 30:1-
13 [Epub ahead of print].

18) SKRYABINA EA, DUNN TS. Disposable infusion
pumps. Am J Health Syst Pharm 2006; 63: 1260-
1268.

19) DAHER M. Pain relief is a human right. Asian Pac
J Cancer Prev 2010; 11 Suppl 1: 97-101.

20) Declaration of Montreal: declaration that access
to pain management is a fundamental human
right. International Pain Summit Of The Interna-
tional Association For The Study Of Pain. J
Pain Palliat Care Pharmacother 2011; 25: 29-
31.

21) FANELLI G, BERTI M, BACIARELLO M. Updating postop-
erative pain management: from multimodal to
context-sensitive treatment. Minerva Anestesiol
2008; 74: 489-500.

4269

Postoperative Pain Surveys in Italy from 2006 and 2012: (POPSI and POPSI-2)


