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Pain is a symptom known to all through our own experience, through one of our loved ones or even through our professional educa-

tion. It touches us all at one time or another in our life. Pain is a vast subject, complex (with multiple components: physical, psychological,
other...) and sometimes complicated (difficult to understand). Pain is equated with “an unpleasant sensory and emotional experience

associated with, or described in terms of, actual or potential tissue damage”, according to the International Association for the Study of

Pain [1]. Different types of pain exist, which makes diagnosis and management difficult. These pains are grouped into three categories
according to their physiological mechanisms. There is the pain of excess nociception, which are the most common, neurogenic pain or otherwise called neuropathic pain and lastly psychological or psychogenic pain [2]. To this can be added mixed pains that are both caused by

over-excitement of the nociceptive receptors and nerve involvement [3]. In addition to this classification, a pain can be called acute (brutal

tissue involvement), chronic (pain “evolving for more than 3 to 6 months and/or likely to negatively affect the behavior or well-being of
the patient”) or induced (pain following care) [4]. This notion is essential to guide the management of pain.

Pain in intensive care is a frequent phenomenon, since 40 to 65% of patients report having had a painful experience during their stay

in intensive care unit. The care, although necessary for the patient, can be a source of pain by their repetition during the day and/or their
intense character. Thus, tracheal aspiration, removal of chest drains and patient mobilization for dressings are regularly cited as the most

painful gestures [5]. In addition to this, there is a certain difficulty in assessing the degree of pain in the non-communicating patient, and

prescriptions for analgesic therapies that are often inappropriate, related to prescribers ‘personal preferences, the caregivers’ workload,

and the frequent confusion between sedation and analgesia, a lack of knowledge of the pharmacology of sedative and analgesic agents in
intensive care. Pain caused by painful procedures rarely leads to the prescription of specific analgesia. Conversely, the patient may systematically receive continuous administration of sedatives and opioids, exposing him to a risk of overdose. Half of the patients hospitalized

in intensive care develop a state of pain of moderate to severe intensity, whether the reason for admission is postoperative, traumatic, or
a medical pathology [6]. The patient’s pain of resuscitation is a model of acute/subacute pain evolving on a painful background with epi-

sodes related to the care or evolution of the pathology. Despite the difficulty of managing pain in intensive care, efforts are currently being

made to identify and improve practices. The management of pain in intensive care begins with a regular evaluation of the analgesia, in or-

der to recognize the most painful pathologies and care, to adapt accordingly the analgesic treatment and, in the long term, to improve the

comfort of the patient. The French study DOLOREA [7], conducted in 44 resuscitation departments in 1381 ventilated patients, showed at
day 2 a pain intensity of at least moderate intensity of 33% at rest and 56% during a procedure of care and increased during the stay to
reach a maximum of more than 80% during care at day 6.

The importance and specificity of pain management in intensive care has been reaffirmed by recent consensus conferences [8,9]. The

management of pain is of increasing importance because it has been shown that this management was associated with a better prognosis
in intensive care [10-13]. A post-hoc analysis of the DOLOREA study [10] showed that among patients receiving an analgesic on day 2, and
after adjusting for intercurrent factors using a propensity score, patients evaluated for pain had a duration of mechanical ventilation and
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shorter ICU stay than unassessed patients. The latter were less evaluated for their level of sedation and received more hypnotics. Thus,
the last consensus conference on sedation-analgesia in intensive care clearly distinguishes sedation from analgesia both with regard to

the therapeutic management of pain and the evaluation on which it is based. The challenge of pain assessment, which is the basis of any
rationalized management, is determined by the communication difficulties commonly observed in resuscitation patients.

Significant progress has been made in the last 10 years in the management of pain, whether acute or chronic, post-operative, traumatic

or medical, in children as in adults. However, there is still little explored land, especially that of pain in intensive care. It is true that the
main part of the care provided to a patient of resuscitation is to fight against the visceral failure (s) which are the object of the admission of
the patient and/or its maintenance in resuscitation. However, this management generates a painful situation for the patient, accompanied

by frequent and intense pain. This explains the recent interest of North American and French learned societies in proposing recommendations for the management of pain and sedation in intensive care [14].

Pain in intensive care is frequent and sometimes intense. The sources of difficulties in the management of pain in intensive care are

multiple: care objectives focused on major vital distress, personal preferences of prescribers, workload of caregivers, confusion between

sedation and analgesia, lack of knowledge of the pharmacology of sedative agents and analgesics in intensive care, difficulty in assessing
pain in non-communicating patients. However, efforts are currently being made to identify or even improve practices. The management
of pain in intensive care begins with a regular evaluation of analgesia, a real measure of the 5th vital sign, in order to recognize the most
painful pathologies and care, to adapt the analgesic therapy accordingly, and eventually, to improve the comfort of the patient.
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