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Purpose: Pain is a symptom that should be evaluated along with its comorbidities in order
to plan an effective holistic treatment strategy involving specific pharmacological interven
tions, side effect management, psychological support, control of therapeutic effects over
time, and dialogue with the patient and their relatives. In this holistic process of caring for
patients with pain, nurses play a central role as they deal with suffering patients directly and
continuously. The purpose of this study was to evaluate the types of pain identified by nurses
in their daily clinical practice and the associated comorbidities (anamnestic history taking) by
geographical region and to evaluate the pharmacological strategies used.
Methods: A cross-sectional survey was performed among 696 registered nurses in Italy.
Data were collected using an online questionnaire.
Results: There was a significant difference between geographical regions in terms of reports
of acute and chronic pain: acute pain was more frequently reported in the South (63.5%),
while chronic pain was more frequent in the Central region (32.3%; p=0.0008). Additionally,
chronic oncological pain was more frequent in the Northeast (29.6%), while chronic nononcological pain was more frequently reported in the Central region (33.9%; p=0.0001). The
underlying pain disorders reported were also different between geographical regions; rheu
matic pain (21.8%) and neurological pain (18.6%) were more frequent in the Central region,
while musculoskeletal pain was significantly more frequent in the South (43.4%; p=0.004).
Anxiety, sleep disorders and somatization were found in acute pain (60.82%, 43.56% and
53.12%), while depression and mood disorders were more frequently detected in chronic
pain condition (p<0.001).
Conclusion: Our study showed differences among Italian regions in pain assessment.
Specific education on pain management nursing is essential for nurses. Promotion of optimal
nursing care for people affected by pain is the main focus of pain management nursing.
Nowadays, nurses should focus on personalized complex care and research in order to
improve the patient’s quality of life.
Keywords: pain management, nurse education, psychological comorbidities
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Pain assessment is much more than a simple quantification of pain by patients. Ensuring
safe and effective pain management means conducting an individualized, comprehensive
pain assessment, which includes, but is not limited to, determining the intensity of pain
reported by the patient.1 Pain is a subjective, multidimensional experience, unique to
each patient and one of the most universal and pervasive sources of human distress. The
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code of ethics of professional nurses promotes respect for
human dignity, which is an essential part of pain management.
The core ethical principles in the Code of Ethics for Nurses
with Interpretive Statements by the American Nurses
Association provide guidance regarding the complex decisionmaking process related to the assessment and management of
pain.2 Nurses should continually increase their epidemiologi
cal knowledge and disseminate the information to facilitate
change, redesign care delivery, and promote access to mini
mize disparities in pain management.3
The immediate consequences of chronic pain, aside
from the physical pain itself, include mobility limitations
and subsequent loss of strength, sleep disorders, immune
deficiencies and increased susceptibility to disease, medica
tion dependence, and co-dependence involving family
members and other caregivers.4 Severe persistent pain can
engender a range of significant psychological and social
consequences, such as fear, anger, depression, anxiety, and
reduced ability to carry out one’s social roles as a family
member, friend, or employee.5 Anxiety and fear are often
used synonymously. Although there is some overlap, fear is
generally associated with the autonomic arousal necessary
for fight or flight reactions and thoughts closely related to
immediate danger and escape behaviors, whereas anxiety is
a negative mood state more often associated with muscle
tension, vigilance, and use of cautious or avoidant beha
viors in preparation for future danger.6
Several issues about nurse education remain unsolved;
these issues have been covered by Italian Law 38/2010,
such as teaching in universities at all levels of education
and research development (“Instructions for the access to
palliative care and pain therapy”). The aims of this study
were to report on (i) the types of pain identified by nurses
in their daily clinical practice and the associated comor
bidities (based on physician or nurse history taking) by
geographical region; (ii) the pharmacological strategies
used; and (iii) associated comorbidities by pain type.

Methods
The study was an online cross-sectional survey performed
from October 1, 2013 to September 30, 2014 among Italian
registered nurses. The study investigated their perception,
engagement, and awareness about pain management.
Among the 422,875 registered nurses in the whole of
Italy, 696 (aged 22–63 years) from all regions of Italy took
part in the survey. The required sample size was estimated
using the following parameters: sample error = 0.04, event
occurrence proportion p=0.5 (in case of maximum
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variability), and level of confidence (1-α) = 0.95. There
were 193 males, aged 40.16 ± 9.5 years (mean ± standard
deviation), and 503 females, aged 41.69 ± 9.3 years.
Differences between four geographical regions (the
Northwest, Northeast, Central, and South regions, defined by
the National Institute of Statistics [ISTAT]) were assessed.
Data normality was assessed using the Kolmogorov–
Smirnov test. The Kruskal–Wallis test was applied to interval
and ordinal variables. A p value <0.05 was considered statis
tically significant. SAS software was used for the statistical
analyses.
The data were collected using an anonymous online
questionnaire that was approved and validated by the Paolo
Procacci Foundation (FPP), Italian Association for the Study
of Pain (AISD), and National Federation of Nurses Colleges
(IPASVI). The questionnaire included 34 multiple-choice
questions, which had been validated in a pilot study. The
questionnaire was available via the websites of the above
mentioned organizations (www.aisd.it, www.fondazionepao
loprocacci.org, www.ipasvi.it, and www.painnursing.it).
Additionally, members of the abovementioned scientific
societies and the professional committee (IPASVI) were
invited to fill in the questionnaire via a dedicated link sent
to them in email newsletters, using email addresses from the
membership databases of the scientific societies and IPASVI.
The questionnaire was also promoted on major social net
works (Facebook, Twitter, and LinkedIn).
The questionnaire collected data, which have been
previously published [5], on the following factors: demo
graphic variables (gender, age, and city) and professional
variables (department, current employment, attendance of
training courses focused on pain management, types of
courses [meetings, symposia, and online courses], degree
of validity/efficacy of the courses, and approval rating of
the courses). The current study investigated the question
naire data on the following factors: daily management of
patients with pain, types of pain, disorders underlying the
pain, types of drugs, administration routes, adjuvants, and
comorbidities associated with the pain.

Result
Pain Types, Underlying Disorders, and
Comorbidities
The distribution of the participants in the four geographi
cal regions has been reported in a previous paper.7 Table 1
shows the geographical distributions of pain type (acute,
chronic, and oncologic), frequency of each pain type,
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Table 1 Geographical distribution of type, frequency, site of pain comorbidity pathologies associated with non-oncological pain
Variable

Total Responders No.

North-West No.

North-East No.

Centre No.

South No.

(%)

(%)

(%)

(%)

(%)

p

Type of pain in routine clinical practice
Acute pain

83 (49.1)

94 (44.1)

47 (37.9)

101 (63.5)

Chronic pain

665 (95.5)

40 (23.7)

59 (27.79

40 (32.3)

24 (15.1)

Both

46 (27.2)

60 (28.1)

37 (29.8)

34 (21.3)

0.0008

Which is the most frequent type of pain in your routine clinical practice?
Chronic non-oncological

40 (23.7)

60 (28.1)

42 (33.9)

25 (15.7)

pain

665 (95.5)

37 (21.9)

63 (29.6)

32 (25.8)

31 (19.5)

Chronic oncological

92 (54.4)

90 (42.2)

50 (40.3)

103 (64.8)

0.0001

pain
Acute pain
Pathologies associated with non-oncological pain
Rheumatic diseases

19 (11.3)

34 (16)

27 (21.8)

33 (20.8)

Musculoskeletal system

664 (95.4)

57 (33.9)

72 (33.8)

40 (32.2)

69 (43.4)

Cardiovascular system

16 (9.5)

19 (8.9)

6 (4.8)

3 (1.9)

Gastrointestinal system

20 (11.9)

22 (10.3)

10 (8.1)

17 (10.7)

Dysmetabolic

5 (3)

3 (1.4)

1 (0.8)

2 (1.3)

Neurologic

14 (8.3)

17 (8)

23 (18.6)

10 (6.2)

Infectious

3 (1.8)

3 (1.4)

3 (2.4)

3 (1.9)

Others

34 (20.3)

43 (20.2)

14 (11.3)

22 (13.8)

0.004

Most frequent sites of pain
Head/neck

9 (5.3)

16 (7.5)

14 (11.3

19 (12.1)

Posterior Chest

663 (95.3)

25 (14.8)

27 (12.7)

24 (19.3)

37 (23.6)

Anterior Chest

17 (10.1)

19 (8.9)

11 (9.9)

9 (5.7)

Abdominal

44 (26)

48 (22.5)

22 (17.7)

37 (23.6)

Muscles

34 (20.1)

45 (21.1)

30 (24.1)

18 (11.5)

Joints

38 (22.5)

54 (25.3)

21 (16.9)

34 (21.7)

Pelvis

2 (1.2)

4 (1.9)

2 (1.6)

3 (1.9)

0.08

Psychiatric disorders associated
Anxiety

84 (49.7)

94 (44.1)

49 (39.5)

104 (65.4)

Depression

665 (95.5)

35 (20.7)

50 (23.5)

20 (16.2)

20 (12.6)

Sleeplessness

26 (15.4)

27 (12.7)

27 (21.8)

16 (10.1)

Somatization

13 (7.7)

20 (9.4)

18 (14.5)

10 (6.3)

Personality disorders

7 (4.1)

10 (4.7)

5 (4)

4 (2.5)

Others

4 (2.4)

12 (5.6)

5 (4)

5 (3.1)

disorders underlying the non-oncological pain, specific
pain types, anatomical sites of pain, and comorbidities
associated with pain observed in clinical practice.
There was a significant difference between geographi
cal regions in terms of reports of acute and chronic pain:
acute pain was more frequent in the South (63.5%), while
chronic pain was more frequent in the Central region
(32.3%; p=0.0008). Additionally, chronic oncological
pain was more frequent in the Northeast (29.6%), while
chronic non-oncological pain was more frequent in the
Central region (33.9%; p=0.0001).
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The underlying pain disorders reported were also differ
ent between geographical regions; rheumatic pain (21.8%)
and neurological pain (18.6%) were more frequent in the
Central region, while musculoskeletal pain was significantly
more frequent in the South (43.4%; p=0.004). Overall,
chronic pain conditions were most relevant in rheumatolo
gical disease (arthritis, fibromyalgia, and osteoarthritis;
42.98%), low back pain (LBP; 44.67%), and diabetic neuro
pathic pain (74.36%; p<0.001).
There were no differences in the anatomical sites of pain
among the geographical regions (p=0.08). However, the
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reported comorbidities associated with pain had different
distributions among the regions (p=0.002), with anxiety
being more common in the South (65.4%), depression in
the Northeast (23.5%), and sleep disorders (21.8%) and
somatization (14.5%) in the Central region.

Types of Drugs, Administration Routes,
and Adjuvants
There were no differences in the use of paracetamol or
non-steroidal anti-inflammatory drugs (NSAIDs) such as
ketorolac (p=0.14) between regions. However, codeine +
paracetamol was most frequently prescribed in the
Northeast (67.6%) and less frequently prescribed in the
South (44.0%). Tramadol and fentanyl were more fre
quently prescribed in the South (27% and 18.2%, respec
tively), while morphine was more frequently prescribed in
the Central region (9.7%; p=0.0005) (Table 2). Regarding
drug combinations, tramadol + paracetamol was more fre
quently prescribed in the South (69.5%) and codeine +
paracetamol was more frequently prescribed in the
Northeast (67.6%; p=0.0001).
Regarding the administration routes, the most fre
quently used types were oral tablets in the Central region
(37.1%), the Northwest (14.8%), and the Northeast
(14.6%), suppositories in the Northwest (4.7%), pain relief
plasters in the Central region (11.7%), and intramuscular/
intravenous injections in the South (51.6%; p=0.017).
Overall, when pain was treated with the weak opioids
codeine or tramadol/tapentadol, adjuvants were used in
57.7% and 20.6% of cases, respectively, and when pain
was treated with fentanyl or morphine, adjuvants were
used in 11.4% or 7.8% of cases, respectively. The most
frequently used adjuvants were the anticonvulsants gaba
pentin and pregabalin, which were used in 58% of cases
involving adjuvants; this was followed by antidepressants
(tricyclic antidepressants [TCAs], such as amitriptyline,
and serotonin–norepinephrine reuptake inhibitors [SNRIs],
such as duloxetine), which were used in 35.3% of cases.
Regarding the patients treated with pain medications, anxi
ety was the most frequent mental health (in 48.4% of cases)
followed by depression (19.4%) and then sleep disor
ders (15.2%).

Pain Type Among Patients with Anxiety
and Comorbidities by Pain Type
Regarding patients with anxiety, acute pain was the most
frequently reported pain type (60.82%), followed by
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oncological pain (23.10%) and then chronic pain (16%;
p<0.001).
Comorbidities that were more common in acute pain
than chronic pain were sleep disorders and somatization
(43.56% and 53.12%, respectively), while comorbidities
that were more common in chronic pain than acute pain
were depression and mood disorders (37.88% and 56%,
respectively; p<0.001) (Table 3).

Discussion
The present study showed that psychological disorders are
frequently reported with pain in daily nursing practice;
anxiety, depression, and sleep disorders were the most
frequent problems among the patients with pain.
However, the purpose of this study was to report on the
personal perceptions of nurses and to investigate “reallife” epidemiological reports and treatment strategies
among different clinical settings and geographical regions.
Specific education about pain management nursing is
essential for nurses, as they play an important role in pain
management. Promotion of optimal nursing care for people
affected by pain is the main focus of pain management
nursing.8 Unfortunately, targeted education on pain manage
ment has not been emphasized in education programs for
nurses and other healthcare professionals and these programs
remain insufficient.7,9 Pain relief is a fundamental right of
each person; nurses, as healthcare providers, have a central
role in this context.10 In the code of ethics of Italian nurse,
time spent with the patient should always involve patientcentered care: in this context, nurses should play major roles
in accurate pain assessment, which should involve considera
tion of the associated psychological and sociocultural
implications.11

Pain Types and Associated Comorbidities
Our data show that among patients with acute pain, anxi
ety and sleep disorders were more common than depres
sive syndromes. In contrast, among patients with chronic
pain, whether related to oncological or chronic disorders,
the scenario is reversed, with depression being the most
frequent psychological disorder.
In clinical practice, an effective pain treatment is not based
exclusively on the administration of analgesic drugs, but also
on the correct routine assessment of pain.12 Untreated or
unrelieved pain involving tissue or nerve injury can lead to
maladaptive neuroplastic modifications in the dorsal horn of
the spinal cord and at the supraspinal level in the cortex,
involving increased pain sensitivity and leading to neuropathic
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Table 2 Distribution of drug use in geographic areas considered
Variable

Total Responders No. (%)

North-West No. (%)

North-East No. (%)

Centre No. (%)

South No. (%)

p

Paracetamol

665 (95.5)

0.14

125 (74)

151(70.9)

82 (66.1)

109 (68.6)

NSAIDs

31 (18.3)

42 (19.7)

32 (25.8)

26 (16.3)

Ketorolac

13 (7.7)

20 (9.3)

10 (8.1)

24 (15.1)

Codeine+paracetamol

90 (53.2)

144 (67.6)

76 (61.3)

70 (44)

Tramadol

39 (23.1)

36 (16.9)

23 (18.6)

43 (27)

Fentanyl

27 (16)

13 (6.1)

9 (7.2)

29 (18.2)

Morphine

9 (5.3)

15 (7)

12 (9.7)

15 (9.4)

Otherh

4 (2.4)

5 (2.3)

4 (3.2)

2 (1.2)

Tramadol+paracetamol

81 (48.2)

101 (47.6)

55 (44.39

107 (69.5)

Codeine+paracetamol

78 (46.4)

103 (48.6)

59 (47.6)

41 (26.5)

Caffeine+paracetamol

3 (1.8)

2 (1)

3 (2.4)

0 (0)

Otheri

6 (3.6)

6 (2.8)

7 (5.7)

6 (3)

Amitriptyline

44 (26.3)

65 (31.2)

41 (33.1)

44 (31.9)

Duloxetine

6 (3.6)

8 (3.9)

5 (4)

4 (2.9)

Gabapentin

67 (40.1)

103 (49.5)

49 (39.5)

56 (40.6)

Pregabalin

40 (24)

19 (9.1)

22 (17.7)

22 (15.9)

Bisphosphonates

10 (6)

13 (6.2)

7 (5.7)

12 (8.7)

Combinations

Adjuvants

665 (95.5)

0.0005

658 (94.5)
0.001

637 (91.59)
0.09

Notes: (h) Oxycodone or buprenorphine or methadone; (i) Oxycodone + paracetamol or oxycodone + naloxone.

Table 3 Pain modality and comorbidities
Variable

Total No. (%)

Chronic/Non-Oncological Pain No. (%)

Cancer No. (%)

Acute No. (%)

p

690 (100)

55 (31.8)
50 (28.9)

79 (47.6)
41 (24.7)

208 (59.2)
41 (11.68)

<0.0001

Sleeplessness

31 (17.9)

26 (15.6)

44 (12.5)

Somatization
Mood disorders

18 (10.4)
14 (8.9)

12 (7.2)
2 (1.2)

34 (9.7)
9 (2.5)

Others

5 (2.8)

6 (3.6)

15 (4.3)

37 (21.5)
62 (36.1)

39 (23.5
61 (36.7

45 (12.8)
121 (34.5)

Cardiovascular system

9 (5.2)

9 (5.4

29 (8.3)

Gastrointestinal system
Dysmetabolic

9 (5.2)
10 (5.8)

23 (13.8
0 (0)

38 (10.8)
1 (0.3)

Neurologic
Infectious

26 (15.1)
3 (1.7)

22 (13.2)
3 (1.8)

18 (5.1)
7 (2.0)

Others

16 (9.3)

9 (5.4)

92 (26.2)

Psychiatric disorders
Anxiety
Depression

Pathologies associated
Rheumatic
Musculoskeletal system

689
(99.8)

pain.13 Untreated pain may produce various long-term effects
such as decreased pain thresholds, maladaptive behaviors,
substance use disorders, vulnerability to stress disorders, and
anxiety despite the resolution of pain.14 Pain can have several
physiopathological causes. With appropriate assessment,
a multimodal treatment plan can be developed, involving
pharmacological and non-pharmacological interventions.
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Adequate monitoring of pain therapy is also important to
guarantee safety and effectiveness of pain management.
As there is a considerable association between pain (acute
or persistent) and anxiety, physicians are encouraged to screen
patients for anxiety. For example, the US Centers for Disease
Control and Prevention (CDC) recently published guidelines
on opioid prescribing, which recommended screening for

submit your manuscript | www.dovepress.com

DovePress

111

Dovepress

Angeletti et al

anxiety as a component of a comprehensive pain
assessment.15,16 Persistent pain is maladaptive; it no longer
serves as a warning signal, and healing has occurred.
However, persistent pain can lead to significant emotional
distress along with impaired social and physical functioning.
Anxiety disorders have been found to be common in patients
with various persistent pain problems, including diabetic neu
ropathic pain, migraines and other headaches, chest pain,
stomach pain, and musculoskeletal pain (including fibromyal
gia, arthritic pain, neck pain, LBP, and pelvic pain).17–22
The prevalence of chronic pain ranges from 2% to 40%
in patients with mental health disorders, and the preva
lence of mental health disorders in patients with pain
ranges from 17% to 29%.23,24 This overlap seems to
suggest a bidirectional relationship between pain and men
tal health disorders. As shown by epidemiological and
functional imaging studies, this “pain matrix” may be
partly mediated by shared neural mechanisms.25 In light
of these considerations, the use of analgesics and adju
vants, both for pain syndromes and mental disorders,
should be considered as first-line drugs for patients with
chronic pain.26
Medical research has taken us far, but for patients with
persistent pain, the nursing discipline is tasked with the
challenge of improving patient care and outcomes (includ
ing quality of life). A systematic review and meta-analysis
regarding the prevalence of persistent pain estimated that
persistent musculoskeletal pain or chronic widespread pain
affects 10–15% of the general population.16 Additionally,
persistent pain with neuropathic characteristics has
a reported prevalence of 0.9–17.9% (median: 9.4%),27
and it occurs more frequently in patients with cancer,
human immunodeficiency virus (HIV) infection, postherpetic neuralgia, and diabetic peripheral neuropathy.22
Furthermore, chronic LBP has been reported to affect
9.4% of people (CI 95%: 9.0–9.8), and it was ranked as
the greatest contributor to global disability out of 291
conditions based on years lived with disability (YLDs)
and sixth in terms of overall disability based on disabilityadjusted life years (DALYs). The prevalence and severity
of LBP increase with age.28 Musculoskeletal disorders are
among the most prevalent causes of pain in older
adults.25,26
The physiopathology of chronic persistent pain remains
the subject of intense research. The impact of persistent
pain on people’s lives motivates clinical practitioners,
neuroscientists, and integrative medicine researchers to
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work in order to resolve the problems that patients with
persistent pain face.
A high prevalence of persistent pain occurs in patients
with post-traumatic stress disorder (PTSD), which causes
distress and impairment regarding social, occupational,
and marital roles, and regarding other aspects of life. It
has been postulated that uncontrolled pain following phy
sical injury is the core trauma in PTSD and that PTSD and
persistent pain may be mutually-reinforcing conditions.
Therefore, an evaluation for PTSD is warranted in all
patients with persistent pain.
Among the vast majority of the nurses in this study,
acute pain was easily recognized as a “symptom” or
a recurrent acute spike in a painful disease. In contrast,
identification and classification of chronic pain was
a major challenge for many of the participating nurses.
Chronic pain was reported in the Northeast of Italy, where
pain is considered scientifically as a factor that must be
recognized and promptly and adequately treated, just as
acute pain usually is (Table 1). In contrast, chronic pain
was underestimated in all other regions, possibly due to
sociocultural differences.
Nurses in the Central region reported treating the pain
of patients affected by rheumatic and neurological disor
ders more frequently than nurses in other regions; in this
region, professional nurses have achieved a high degree of
expertise and excellence regarding the management of
patients affected by spinal cord injuries, stroke, primary
or secondary motor neuron disorders, or severe disabling
diseases of the immuno-connective system. The participat
ing nurses were asked to report on the comorbidities
associated with various types of pain in individual
patients. A clear-cut higher prevalence of the comorbidity
anxiety (which may be related to reactions to sudden
unexpected acute pain in alert patients) was observed in
the South compared to in the other regions. Conversely, in
the Northeast and Northwest, more attention was paid to
chronic pain, which was often associated with higher
levels of depression and lower mood, which are character
istic of chronic progressive diseases (Table 1).

Treatment Strategies
Pain is the most common “nursing diagnosis” across the
continuum of care, among inpatients, patients undergoing
rehabilitation, outpatients, and patients in home settings.29
Among the professional healthcare providers, nurses are
permitted to identify signs and symptoms and to adminis
ter new disease-modifying or palliative treatments to
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patients who are unresponsive to current treatment; more
over, they should administer pain control treatments when
a pathological condition causes excessive suffering that
impairs the patient’s dignity and quality of life.
The results regarding drug administration indicate that
NSAIDs (for example, ketorolac) are widely used in Italy
as urgent pain relief in post-surgical patients, without sig
nificant geographical differences. Opioids (weak or strong
and alone or combined with paracetamol) are relatively
evenly used across Italy, as the statistical differences in the
use of specific analgesics observed among the different
geographical regions have only minor clinical relevance
(Table 2).
NSAID use is limited by undesired side effects on the
gastrointestinal, hematological, renal, and cardiovascular
systems. These undesired side effects can be reduced by
using topical rather than oral NSAIDs, with emerging
technologies developing longer-acting and betterpenetrating forms of these medications.30 These technolo
gies are transforming the way a variety of medications
currently used for pain will be applied to the skin.31,32
Improved analgesia may soon be achieved based on
a variety of topical agents, including gabapentin, amitrip
tyline, ketamine, lidocaine, capsaicin, turmeric, clonidine,
and botulinum toxin type A.33,34
The questionnaire data on analgesic drug use also
indicated that the World Health Organization (WHO)
three-step model for pain treatment35 is widely used.
Miceli et al reported that opioids are used less in Italy
than in other countries, with 0.7% of the Italian population
being treated with opioids (which is low given the percen
tage of chronic pain patients in Italy), and >50% of opioid
prescriptions involve weak opioids (codeine or tramadol),
independent of the application of Italian Law 38/2010.36
The drugs reported by the participating nurses seem to
provide a similar level of analgesia, with none of them
having an absolute clinical advantage over the others;
therefore, local experience and availability of drugs should
also be considered when prescribing analgesia.
We found that acute pain was treated more frequently
than chronic pain in the South, while chronic pain was
treated more frequently in the Central, Northeast, and
Northwest regions. This finding was reported in our pre
vious study,7 highlighting the existence of a divide
between the Central/North regions versus the South. This
divide is particularly evident in terms of pain assessment
using validated scales, knowledge of Italian Law 38/2010,
and access to specific training regarding pain management.
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This lack of geographical uniformity is attributable to the
health service organization in Italy, with each individual
region being autonomous regarding their health policies.
Developing an extensive national public campaign to pro
mote safer medication use by healthcare providers and
patients and providing equitable and optimal care to all
patients with pain, all over Italy, is necessary. Focusing on
the elimination of health disparities would influence the
availability and effectiveness of pain management in gen
eral. Additionally, increasing education and training
related to pain care and pain care disparities in basic
medicine, nursing, and allied health professional education
programs, as well as in continuing education programs,37
and providing targeted training in pain care disparities for
all healthcare providers7,38 is necessary.

Limitations
The questionnaire participants may not be a representative
sample of all nurses in Italy. Indeed, only a relatively small
group of nurses were aware of and strongly motivated to
participate in the survey. Therefore, a possible limitation is
that, as the questionnaire was not filled in by a specifically
selected group of nurses (selected, for example, according
to their work settings), the distribution of the participants
across the regions analyzed could be subject to unknown
biases. Drawing any definitive conclusion on differences
between geographical regions is difficult. Cross-sectional
studies are now needed to investigate the precise rates of
psychological comorbidities using measuring instruments
(questionnaires and other tests), the prescription and
administration of new analgesic medications, the full
application of Italian Law 38/2010, the role of nurses in
the regional and national management of pain, and the
usefulness of training in this field.

Conclusions
Pain can represent an emergency that requires
a multidisciplinary approach. In this setting, nurses play
a central role as they are directly involved in the holistic
care of the patient with oncological or non-oncological pain.
Our investigation of the treatment of pain in “real-life”
Italian settings essentially shows that pain is treated
according to the dictates of the WHO three-step model
and the most common national and supranational guide
lines. Furthermore, taking care of a patient with pain
seems to generally include consideration of the psycholo
gical aspects, via the diagnosis and treatment of the most
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common related disorders: anxiety, depression and sleep
disorders.
In Italy, the role of nurses in pain relief is recognized
by Italian Law 38/2010 (article 5, paragraph 2). Nurses,
therefore, are recognized as essential professional figures
in palliative care and non-oncological pain management.
Pain assessment is a fundamental step for preparing
individualized therapeutic plans. Thus, pain should be con
sidered a vital parameter and assessed several times per day.
Nowadays, the duty of nurses should involve persona
lized, complex care and research processes in order to
improve the quality of life of suffering patients. Nurses
are increasingly overcoming stereotypes and gaining
recognition as invaluable team members who provide
patient-centered pain treatment tailored to the context of
pain in the patient’s everyday life. What has become clear
in the early 21st century is that no single professional
discipline alone can solve the mysteries or resolve the
complex problems created by severe or persistent pain.
Nurses are a major and underutilized component of the
healthcare workforce, and their leadership is needed to
solve clinical problems, redesign systems, and improve
healthcare environments.
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