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Abstract: We retrospectively analyzed the data from
patients admitted to the intensive care unit (ICU) of
the Hospital of L’Aquila during the first and second
waves of pandemic to identify pain related to COVID-19.
Pain was evaluated by using the Numerical Rating Scale,
and the assessment for neuropathic disturbances of pain
was performed with von Frey’s hair and Lindblom tests.
Pain increased significantly during hospitalization (from
48% at hospital admission to 94.3% at ICU discharge).
Female patients were affected by somatic pain in 32.8%
of the cases and by somatic pain and pain with neuro-
pathic features (NFs) in 23.5% of the cases, during the
ICU stay. Somatic pain and pain with NFs affected more
frequently patients with cardiological and respiratory
comorbidities. Patients treated with continuous positive
airway pressure via helmet had a higher frequency of
somatic pain and pain with neuropathic disturbances
(84 and 74%, respectively). The frequency of somatic
pain and pain with neuropathic disturbances was lower
in patients sedated with propofol combined with keta-

mine. Females have been associated with a higher risk
of somatic pain and pain with NFs. Patients with car-
diological and respiratory comorbidities undergoing
noninvasive ventilation had higher levels of pain. As
conclusion, ketamine may reduce the promotion or the
worsening of pain in COVID-19 patients.
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1 Introduction

Post-intensive care syndrome (PICS) is a complex multi-
factorial condition that comprehends cognitive, physical,
and psychological dysfunction reported after intensive
care unit (ICU) discharge. Persistent post-intensive care
(PPIC) somatic pain with neuropathic features (NFs) is
often part of this syndrome. There is a potential risk of
post-COVID syndrome following ICU in patients with
severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) [1–5]. Three months after ICU discharge, critical
illness polyneuropathy and myopathy syndrome with
somatic and neuropathic pain has been reported in
approximately 25–45% of critically ill patients after inten-
sive care stays treated with noninvasive or invasive
mechanical ventilation (IMV) [6]. Commonly adminis-
tered sedative agents (SAs) and neuromuscular blocking
agents (NMBAs) used for patient comfort and lung-pro-
tective ventilation have been recognized as risk factors
of these syndromes [7,8].

Actually, the question whether the clinical history
and pharmacological treatments, including SAs and
NMBAs, can influence the development or the increase
in somatic pain with NFs in patients requiring respira-
tory support is poorly understood [9].

Considering the lack of studies assessing persistent
symptoms, including pain following ICU discharge, this
study aimed to investigate somatic pain associated with
NFs in PICS of SARS-CoV-2 patients admitted in ICU for
respiratory support.
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To accomplish this, we retrospectively reported the
clinical features and treatments and their possible influ-
ence on the development or the increase in pain in SARS-
Cov-2 patients requiring ICU admission for respiratory
support [10].

2 Methods

We retrospectively analyzed the data from SARS-Cov-2
patients admitted to the ICU of the COVID Hospital of
L’Aquila (Italy) in accordance with the STROBE Statement.

2.1 Data sources

Data were collected from electronic medical records.
The information was collected from emergency depart-
ment records and discharge reports. COVID-19 infection
was confirmed by nasopharyngeal swabs and by real-
time polymerase chain reaction assay performed by
the hospital-based clinical laboratory [11]. We included
all patients with severe COVID-19 disease, who were
admitted to ICU between April 30th, 2020 and May
20th, 2021. Patients with consciousness impairment and
patients who died were excluded.

The objective was to investigate the clinical character-
istics associated with pain development in ICU admitted
respiratory support SARS-Cov-2 patients.

2.2 Variables

Baseline variables included the following: demographic
data, presence of comorbidities, and treatments adminis-
tered during the permanence in ICU.

Data collected included the following: sex, age, body
mass index (BMI, kg m−2), time spent in ICU (days),
development of acute respiratory distress syndrome
(ARDS, yes/no), ventilation strategy (needing continuous
positive airway pressure [CPAP, yes/no] with helmet, or
noninvasive ventilation [NIV, yes/no] via full-face mask
[FFM] or helmet, or IMV [yes/no] via oro-tracheal tube
[OTT] followed or not by tracheostomy [Ts], pronosupina-
tion [yes/no]), SA and NMBA consumption, and history of
somatic pain and NFs at the moment of hospital admission
(yes/no) and at ICU discharge (yes/no).

Comorbidities included cardiovascular diseases,
respiratory diseases, cancer, metabolic disorders, neu-
rological disorders, and renal disorders.

This research analyzed data collected at the time of
ICU admission, during the hospitalization, and at the
moment of discharge.

Somatic pain was considered as the somatic nocicep-
tive pain (superficial and deep) arising from the skin, soft
and musculoskeletal tissue, due to actual or threatened
damage to non-neural tissue with activation of nocicep-
tors. Pain was defined according to the International
Association for the Study of Pain (IASP) [12].

Pain levels were evaluated according to Numerical
Rating Scale (NRS, an 11-point numeric rating scale from
0 [no pain] to 10 [worst imaginable pain]). Patients with an
NRS score ≥4 were considered with somatic pain.

We considered as NFs of pain the combination of
sensory loss and pain either with or without sensory
hypersensitivity phenomena in the somatic painful
area [13].

The assessment for NFs of pain was performed by
testing the skin of arms, legs, abdomen, and back using
von Frey’s hair test and the Lindblom test [14–16].

The positivity of the tests for one of the evaluated
features (allodynia, dysesthesia, hypoesthesia, and hyper-
esthesia) was considered a sign of neuropathic distur-
bance, due to a somatosensory nervous system abnormal
function [17].

At the time of this analysis, our institution experi-
enced shortages of fentanyl, sufentanil, midazolam, and
dexmedetomidine. The decision about the use of SAs was
led by the drug’s availability during the emergency. For
this reason, our strategy for patient sedation was the con-
tinuous intravenously (IV) adjunctive infusion of ketamine
(PK) or remifentanil to propofol (PR). SAs were adminis-
tered at the moment of ICU admission and during the
hospitalization, based on the need of respiratory support.

Patients received 3–5 mg kg−1 h−1 of IV propofol com-
bined with 0.05–0.10 μg kg−1 min−1 of IV remifentanil or
combined with 0.12 mg kg−1 h−1 of IV ketamine [18,19].

A continuous IV infusion of 0.4mg kg−1 h−1 of rocur-
onium bromide was administered to patients who required
OTT or underwent resupination procedure, during IMV.

The sedation strategy was titrated to achieve a mod-
erate to deep sedation (−3 to −4) using the Richmond
Agitation and Sedation Scale [20].

The respiratory support consisted of NIV procedures
(CPAP with helmet or NIV via FFM or helmet) or IMV
procedures via OTT followed or not by Ts. The respira-
tory support in patients treated with CPAP consisted
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of positive-end respiratory pressure (PEEP) values of
8–10 cm H2O, while for the NIV strategy PEEP values
were 8–10 cm H2O with pressure support (PS) of 8–12 cm
H2O. Patients treated with IMV received a tidal volume of
4–6mL kg−1, PEEP values from 13 to 24 cm H2O, and
respiration rates were titrated in order to maintain pulse
oximetry >90% and a pH >7.2 [21]. Arterial blood gas
analysis (ABGA) and lung ultrasound score (LUSS) were
performed three times a day [22].

Specific pharmacological treatment with antiviral
therapy, including hydroxychloroquine, lopinavir/rito-
navir, remdesivir, and plasma taken from convalescent
donors of COVID-19, was administered [23,24] in all
patients during ICU admission and during the hospita-
lization, in accordance with the Italian National Health
Service recommendations [25].

2.3 Statistical analysis

We describe qualitative and ordinal variables as frequen-
cies and percentages, respectively, and quantitative con-
tinuous variables as mean values and standard deviations
(SD). The proportion within groups was compared using
Cochran’s test. The Chi-square test or the Fisher exact test
was used for categorical variables, while the Kruskal–Wallis
test was used to compare continuous variables among
independent groups.

The level of significance was set to 0.05. Statistical
analysis was performed with Stata 14.

Informed consent:Written informed consent was obtained
from all subjects or their proxies or legal surrogates.

Ethical approval: This study was approved by L’Aquila
and Teramo Ethics Committee (approval number: 26100/
21; date of registration: 24/02/2021).

3 Results

During the study period, 123 patients fulfilled the inclu-
sion criteria. As reported in Table 1, survivor patients
were mostly males (71%; 87/123) with a mean age of 64
(SD: 14.7); 72 patients had more than 3 pathologies; 33
patients were treated with IMV via OTT followed by Ts.
The combination of PR was administered to 52 patients
(42%), while 71 patients (58%) were treated with PK
(Table 1).

During admission, 59 out of 123 patients reported
pain (48%; 95% CI: 39−57%), and they were classified
as patients with somatic pain (36), pain with NFs (11),
and patients with somatic pain and pain with NFs (12),
as reported in Table 2.

At ICU discharge, 116 patients reported pain (94.3%;
95% CI: 88.4−97.3%), indicating a significant difference
over time (Cochran’s chi2 = 51.57; p < 0.001). Figure 1
reports the distribution of the patients over time by
pain classification: all comparisons resulted in statistically

Table 1: Characteristics of COVID-19 patients at hospital admission

N = 123

Characteristics N (%) or median (IQR)
Gender
Female 36 (29)
Male 87 (71)

Age (years) 67 (25)
BMI (kgm−2) 25 (3.2)
Diseases
Cardiovascular (yes) 113 (92)
Metabolic (yes) 47 (38)
Respiratory (yes) 58 (47)
Neurological (yes) 28 (23)
Renal (yes) 29 (24)
Cancer (yes) 22 (18)
Other (yes) 42 (34)

ARDS (yes) 66 (54)
Time spent in ICU (days) 14 (6)
Ventilation strategy
CPAP (yes) 26 (21)
NIV followed IMV (yes) 28 (23)
NIV (yes) 64 (52)
IMV (yes) 5 (4)

SAs
PR 52 (42)
PK 71 (58)

NMBAs (yes) 42 (34)

Abbreviations: BMI: body mass index; ARDS: acute respiratory dis-
tress syndrome; ICU: intensive care unit; CPAP: continuous positive
airway pressure; NIV: noninvasive mechanical ventilation; IMV:
invasive mechanical ventilation; SAs: sedative agents; PR: combi-
nation of propofol + remifentanil; PK: combination of propofol +
ketamine; NMBAs: neuromuscular blocking agents.

Table 2: Patient’s classification by pain

n %

Somatic pain 36 29.27
Pain with NFs 11 8.94
Somatic pain and pain with NFs 12 9.76
No pain 64 52.03

NFs: neuropathic features.
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significant value (p < 0.05). This indicates a decrease in
the proportion of patients with pain with NFs (9% vs 6%)
during the permanence in ICU. Just 6% of the admitted
patients were pain-free.

Table 3 reports the patient’s characteristics by type of
pain. During the ICU hospitalization, male patients were
affected by somatic pain at 67.2% of the cases (39 patients
out of 58) and by somatic pain and pain with NFs at

Figure 1: Neuropathic pain feature proportions by time.

Table 3: Frequency distribution of patients’ characteristics during ICU staying by perceived pain

Variable Somatic pain
(n = 58)

Pain with
NFs (n = 7)

Somatic pain and pain
with NFs (n = 51)

No pain (n = 7) p

Female sex 19 (32.8%) 3 (42.9%) 12 (23.5%) 2 (28.6%) 0.620
Age (years) 63 (SD: 15.3) 65 (SD: 15.5) 64 (SD: 14.5) 68 (SD: 12.2) 0.8299
BMI 22.5 (SD: 2.4) 24.4 (SD: 4.4) 23.5 (SD: 3.2) 24.1 (SD: 3.1)
Time stay (ICU) 12.3 (SD: 5.3) 17.3 (SD: 3.7) 14.0 (SD: 4.0) 13.8 (SD: 2.2) 0.0438
Cardiological disorders (yes) 57 (93%) 7 (100%) 42 (82%) 7 (100%) 0.014
Metabolic disorders (yes) 28 (48%) 4 (57%) 12 (23%) 3 (43%) 0.041
Respiratory disorders (yes) 33 (57%) 5 (71%) 17 (33%) 3 (43%) 0.050
Neurological disorders (yes) 12 (21%) 1 (14%) 11 (22%) 4 (57%) 0.159
Renal disorders (yes) 15 (26%) 0 (0%) 12 (23%) 2 (29%) —
Cancer (yes) 2 (3%) 2 (29%) 18 (35%) 0 (0%) —
Other disorders (yes) 20 (34%) 4 (57%) 17 (57%) 1 (33%) 0.409
Ventilation strategy
Continuous positive airway pressure via

helmet
49 (84%) 7 (100%) 38 (74%) 3 (43%) 0.029

Mechanical ventilation (invasive or
noninvasive)

9 (16%) 0 (0%) 13 (26%) 4 (57%)

SAs: sedative agents
PR: a combination of propofol +

remifentanil
14 (25%) 2 (29%) 32 (63%) 4 (57%)

PK: a combination of propofol + ketamine 42 (75%) 5 (71%) 19 (37%) 3 (43%) 0.001
NMBAs: neuromuscular blocking agents 18 (31%) 1 (14%) 17 (33%) 1 (33%) 0.584
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76.5% of the cases (39 patients out of 51), while only 19
women (32.8%) had somatic pain. Somatic pain with NFs
was recorded in 12 female patients (23.5%). Cardiological
disorders and respiratory disorders were observed in 57
(93%) and in 33 (57%) patients with somatic pain, respec-
tively. Patients with somatic pain with NFs were affected
by cardiological disorders in 82% of the cases (42 patients
out of 51). With respect to ventilation strategy, 84% of the
patients (49) with somatic pain were treated by CPAP via
helmet and 74% of the cases suffered from somatic pain
and pain with NFs (38 patients out of 51). On the contrary,
9 patients treated with mechanical ventilation (invasive
or noninvasive) had somatic pain (16%: 9/58) and 26% of
the cases (13/51) reported somatic pain and somatic pain
with NFs. All patients with pain with NFs received CPAP
with a helmet, while no patients treated with mechanical
ventilation had this symptom. The PK combination was
administered on 42 patients (75%) who reported somatic
pain, while 14 patients (25%) received the PR combina-
tion as a sedation strategy. Propofol was combined with
remifentanil as SAs in 32 patients (63%) with somatic
pain and pain with NFs, while 19 patients (37%) with
these disturbances received the combination with keta-
mine. NMBAs were used in 18 patients (31%) who had
somatic pain and in 17 patients (33%) suffering from
somatic pain and pain with NFs.

4 Discussion

We found that the distribution of the patients with pain
increased significantly over time (from 48% at hospital
admission to 94.3% at the ICU discharge). A significant
difference (p < 0.05) was noted between the somatic pain
and somatic pain with NFs, indicating that during the
permanence in ICU, there was an increase in the propor-
tion of patients with these symptoms. At the moment of
ICU discharge, only 6% of the patients were pain free,
and we observed a decrease in the number of patients
with NFs of pain (9% vs 6%). These data seem to be
aligned with the extensive body of literature, which
clearly suggests that during ICU treatment up to 40% to
70% of the patients experience pain [26]. In addition,
these results can confirm the possible existence of a
PICS in SARS-CoV-2 patients who survived the acute
phase of the disease post-COVID syndrome after the
ICU discharge, as postulated by Vittori et al. [1].

The evidence regarding sex differences in pain per-
ception suggests that male and female patients requiring
ICU admission differ in their responses to pain. An

increased pain sensitivity and risk for clinical pain is com-
monly observed in women, demonstrating that pain is
more frequently reported by women than men [27,28].
Pain is the most common symptom during an active
COVID-19 infection. We found that female patients were
affected by somatic pain in 32.8% of the cases and by
somatic pain and pain with NFs in 23.5% of the cases,
during the ICU hospitalization. These datamay be explained
by assuming that women appear to be twice as likely to
experience pain as men but until around age 60 years,
when the risk level becomes similar [29].

We also found that somatic pain and somatic pain
with NFs were more common in patient with cardiolo-
gical and respiratory disease comorbidities. A signifi-
cantly higher prevalence of pain in adults (aged 65 and
over) who are also affected with cardiological disease
has been demonstrated, but it is still not possible to
clearly qualify the strength of this association [30].
Recent retrospective studies reported a higher incidence
of cardiovascular disease in COVID-19 patients, under-
lying that cardiovascular and respiratory comorbidities
may be risk factors for poor prognosis during ICU admis-
sion for respiratory support and for development of a
post-COVID syndrome with PPIC somatic pain with NFs
as postulated by Vittori et al. [1,2,4,31].

Our data underline that ventilation strategy may
influence pain development or attribute to an increasing
level of pain in critically ill SARS-Cov-2 patients. Pain in
ICU patients is a complex multifactorial condition.
Intubated and mechanically ventilated patients cannot
fit the IASP definition of pain, as they cannot self-report
pain sensations or assess their intensity [32]. Respecting
these premises, patients treated with CPAP via helmet
had a higher frequency of somatic pain and pain with
NFs (84 and 74%, respectively) than patients who received
mechanical ventilation. Sedation treatments and NMBAs
administered to improve patient’s comfort and to facilitate
lung-protective ventilation may have impaired the eva-
luation of pain in these patients. This is one of the draw-
backs of this research.With respect to sedation treatments,
the frequency of somatic pain and pain with NFs is lower
in patients treated with PK combination than in patients
who received the combination of propofol and remifen-
tanil. We explain our results by considering the pharmaco-
logical profile of each SA. Ketamine causes bronchodilation,
increase in blood pressure and heart rate by releasing
endogenous catecholamines and maintaining respira-
tory drive and airway reflexes, without opioid-induced
side effects with some benefits in promoting weaning
from respiratory support, probably due to the minimal
impairment of the diaphragmatic and respiratory muscular
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function, in comparison with the combination of PR
[7,33,34].

Ketamine also has anti-inflammatory properties.
Significant decrease in plasma levels of interleukin-6
(IL-6) and C-reactive protein was observed after admin-
istration of ketamine in general surgical and cardiac
surgical patients, as reported by Dale et al., compared
with an opioid-based sedation [35]. After ketamine IV
injection tumor-necrosis factor-α (TNF-α) and TNF-α
receptor 1 also remained stable, as well as leukocyte
counts [19].

On the contrary, remifentanil is an ultra-short-acting
µ-opioid receptor agonist, which often generates and
strengthens postoperative pain sensitization, known as
remifentanil-induced postoperative hyperalgesia. Evidence
suggests that the transient receptor potential vanilloid 1
(TRPV1) is involved in the development of neuropathic
pain and hyperalgesia [23]. Continuous IV infusion of
remifentanil induced thermal hyperalgesia and mechan-
ical allodynia, which were accompanied by upregulation
of TRPV1 and protein kinase C in dorsal root ganglion.
Remifentanil also increases the TNF-α, IL-1β, and IL-6
levels and activates the NMDA receptors via the activation
of calcium/calmodulin-dependent protein kinase II sig-
naling pathways in DRG neurons [28]. The NMDA receptor
activation plays a central role for the development of
central and peripheral sensitization, whichmay contribute
to develop or increase somatic pain with NFs [36].

Differently from remifentanil, the immune modula-
tion effect and the NMDA receptor signaling pathway
inhibition provide prolonged continuous IV infusion of
ketamine (>10 days), which may attenuate the COVID-19-
induced or increased neuropathic pain, avoiding central
sensitization and pain hypersensitivity [36]. Further-
more, Park et al. noted that 1 month after discharge,
10–50% of COVID-19 population reported PICS after
abrupt awakening from sedation with disorientation
and severe stress. This may contribute to the development
or increase the somatic pain with NFs [37,38]. On the
contrary, the wearing off of the pharmacological effects
of ketamine is slow, due to its long-acting metabolites.

Several limitations affect this research. First, this was
a retrospective observational study with all related lim-
itations of this design. An important drawback was that
the correlation between weaning time from respiratory
support and SAs results from ABGA and LUSS test, NMBA
consumption and specific pharmacological treatment with
antiviral therapy were not studied. Furthermore, we were
not able to investigate other determinant conditions (e.g.,
cognitive, physical, and psychological dysfunctions), which
may in turn promote the development of PPIC somatic pain

with NF after the ICU discharge. In addition, we were not
able to evaluate the time spent in prone position by each
patient and the rehabilitation time. There was also a lack of
data regarding specific pharmacological pain treatments
among survivors.

In conclusion, our findings confirm the presence of
somatic pain with NFs as a part of PICS in SARS-CoV-2
patients admitted in ICU for respiratory support. Sex,
comorbidities, ventilatory strategy, and SAs might influ-
ence the development or the increase in somatic pain
and neuropathies, presumably mitigating the long-term
nociceptive hypersensitivity COVID19- and opioid-related
effects. We believe that findings add significant evidence
to the growing literature on pain prevention and treatment
as a part of PICS, after acute phase of COVID 19 infection in
critically ill patients. Further studies will be needed to
confirm our findings.

Acknowledgments: We acknowledge all of staff of COVID
Hospital of L’Aquila for the resilience, during the first and
the second waves of pandemic and all staff of “Luca
Tonini” Simulation Center.

Funding information: Authors state no funding involved.

Author contributions: Conceptualization, E.P., V.C., B.P.,
F.M., and A.V.; methodology, E.P., M.C., G.M., G.C., and
N.S.; writing – original draft preparation, E.P., V.C., B.P.,
and A.V.; writing – review and editing, E.P., V.C., B.P.,
G.M., G.C., S.N., M.C., F.M., and A.V.; supervision,
E.P., V.C., M.C., F.M, and A.V.; project administration,
E.P. and A.V. The authors applied the “first-last-author-
emphasis” norm for the sequence of authors. All authors
read and approved the final manuscript.

Conflict of interest: Dr Alessandro Vittori serves as Editor
for Open Medicine, but it did not affect the peer-review
process.

Data availability statement: Emiliano Petrucci had full
access to all the data in the study and takes responsibility
for the integrity of the data and the accuracy of the data
analysis.

References

[1] Vittori A, Lerman J, Cascella M, Gomez-Morad AD, Marchetti G,
Marinangeli F, et al. COVID-19 Pandemic acute respiratory
distress syndrome survivors: Pain after the storm? Anesth

1808  Emiliano Petrucci et al.



Analg. 2020;131:117–9. doi: 10.1213/ANE.
0000000000004914.

[2] Lamprecht B. Is there a post-COVID syndrome?. Pneumologe
(Berl). 2020;1–4. doi: 10.1007/s10405-020-00347-0.

[3] Daste C, Ficarra S, Dumitrache A, Cariou A, Lefèbvre A, Pène F,
et al. Post-intensive care syndrome in patients surviving
COVID-19. Ann Phys Rehabil Med. 2021;64:101549.
doi: 10.1016/j.rehab.2021.101549.

[4] Cascella M, Del Gaudio A, Vittori A, Bimonte S, Del Prete P,
Forte CA, et al. COVID-Pain: Acute and late-onset painful
clinical manifestations in COVID-19 - Molecular mechanisms
and research perspectives. J Pain Res. 2021;14:2403–12.
doi: 10.2147/JPR.S313978.

[5] Fernández-de-Las-Peñas C, Herrero-Montes M, Ferrer-
Pargada D, Izquierdo-Cuervo S, Arendt-Nielsen L, Nijs J, et al.
Sensitization-Associated Post-COVID-19 Symptoms at 6
months are not associated with serological biomarkers at
hospital admission in COVID-19 Survivors: A secondary ana-
lysis of a cohort study. J Clin Med. 2022;11:3512. doi: 10.3390/
jcm11123512.

[6] Stam HJ, Stucki G, Bickenbach J. European academy of reha-
bilitation medicine. Covid-19 and post intensive care syn-
drome: A call for action. J Rehabil Med. 2020;52:jrm00044.
doi: 10.2340/16501977-2677.

[7] Spinelli E, Mauri T, Beitler JR, Pesenti A, Brodie D. Respiratory
drive in the acute respiratory distress syndrome: pathophy-
siology, monitoring, and therapeutic interventions. Intensive
Care Med. 2020;46:606–18. doi: 10.1007/s00134-020-
05942-6.

[8] Papazian L, Aubron C, Brochard L, Chiche J-D, Combes A,
Dreyfuss D, et al. Formal guidelines: management of acute
respiratory distress syndrome. Ann Intensive Care. 2019;9:69.
doi: 10.1186/s13613-019-0540-9.

[9] Garrigues E, Janvier P, Kherabi Y, Le Bot A, Hamon A, Gouze H,
et al. Post-discharge persistent symptoms and health-related
quality of life after hospitalization for COVID-19. J Infect.
2020;81:e4–6. doi: 10.1016/j.jinf.2020.08.029.

[10] Garber PM, Droege CA, Carter KE, Harger NJ, Mueller EW.
Continuous infusion ketamine for adjunctive analgosedation
in mechanically ventilated, critically ill patients.
Pharmacotherapy. 2019;39:288–96. doi: 10.1002/phar.2223.

[11] Lai CKC, Lam W. Laboratory testing for the diagnosis of
COVID-19. Biochem Biophys Res Commun. 2021;538:226–30.
doi: 10.1016/j.bbrc.2020.10.069.

[12] Raja SN, Carr DB, Cohen M, Finnerup NB, Flor H, Gibson S,
et al. The revised international association for the study of
pain definition of pain: concepts, challenges, and compro-
mises. Pain. 2020;161:1976–82. doi: 10.1097/j.pain.
0000000000001939.

[13] Finnerup NB, Kuner R, Jensen TS. Neuropathic pain: From
mechanisms to treatment. Physiol Rev. 2021;101:259–301.
doi: 10.1152/physrev.00045.2019.

[14] Fruhstorfer H, Lindblom U, Schmidt WC. Method for quantita-
tive estimation of thermal thresholds in patients. J Neurol
Neurosurg Psychiatry. 1976;39:1071–5. doi: 10.1136/jnnp.39.
11.1071.

[15] Scholz J, Finnerup NB, Attal N, Aziz Q, Baron R, Bennett MI,
et al. The IASP classification of chronic pain for ICD-11: chronic
neuropathic pain. Pain. 2019;160:53–9. doi: 10.1097/j.pain.
0000000000001365.

[16] Fusco P, Cofini V, Petrucci E, Scimia P, Paladini G, Behr AU,
et al. Unilateral paravertebral block compared with subar-
achnoid anesthesia for the management of postoperative pain
syndrome after inguinal herniorrhaphy: A randomized con-
trolled clinical trial. Pain. 2016;157:1105–13. doi: 10.1097/j.
pain.0000000000000487.

[17] Loeser JD, Treede R-D. The Kyoto protocol of IASP basic pain
terminology. Pain. 2008;137:473–7. doi: 10.1016/j.pain.2008.
04.025.

[18] Ghojazadeh M, Sanaie S, Paknezhad SP, Faghih S-S,
Soleimanpour H. Using ketamine and propofol for procedural
sedation of adults in the emergency department: A systematic
review and meta-analysis. Adv Pharm Bull. 2019;9:5–11.
doi: 10.15171/apb.2019.002.

[19] Weinbroum AA. Perspectives of ketamine use in COVID-19
patients. J Korean Med Sci. 2021;36:e28. doi: 10.3346/jkms.
2021.36.e28.

[20] Sessler CN, Gosnell MS, Grap MJ, Brophy GM, O’Neal PV,
Keane KA, et al. The Richmond agitation-sedation scale:
validity and reliability in adult intensive care unit patients. Am
J Respir Crit Care Med. 2002;166:1338–44. doi: 10.1164/rccm.
2107138.

[21] Flipsnack. SIAARTI_-_RACCOMANDAZIONI_PER_LA_GESTI-
ONE_DEL_PAZIENTE_CRITI. Flipsnack n.d. https://www.
flipsnack.com/siaarti/siaarti_-_raccomandazioni_per_la_
gestione_del_paziente_criti/full-view.html (accessed
November 30, 2021).

[22] Soummer A, Perbet S, Brisson H, Arbelot C, Constantin J-M,
Lu Q, et al. Ultrasound assessment of lung aeration loss during
a successful weaning trial predicts postextubation distress*.
Crit Care Med. 2012;40:2064–72. doi: 10.1097/CCM.
0b013e31824e68ae.

[23] Barone P, DeSimone RA. Convalescent plasma to treat coro-
navirus disease 2019 (COVID-19): considerations for clinical
trial design. Transfusion. 2020;60:1123–7. doi: 10.1111/trf.
15843.

[24] Song Y, Zhang M, Yin L, Wang K, Zhou Y, Zhou M, et al.
COVID-19 treatment: close to a cure? A rapid review of phar-
macotherapies for the novel coronavirus (SARS-CoV-2). Int J
Antimicrob Agents. 2020;56:106080. doi: 10.1016/j.
ijantimicag.2020.106080.

[25] Agenzia Italiana del Farmaco n.d. https://www.aifa.gov.it/
(accessed October 12, 2022).

[26] Moldofsky H, Patcai J. Chronic widespread musculoskeletal
pain, fatigue, depression and disordered sleep in chronic
post-SARS syndrome; a case-controlled study. BMC Neurol.
2011;11:37. doi: 10.1186/1471-2377-11-37.

[27] Bartley EJ, Fillingim RB. Sex differences in pain: a brief review
of clinical and experimental findings. Br J Anaesth.
2013;111:52–8. doi: 10.1093/bja/aet127.

[28] Kotfis K, Zegan-Barańska M, Szydłowski Ł, Żukowski M,
Ely EW. Methods of pain assessment in adult intensive care
unit patients - Polish version of the CPOT (Critical Care Pain
Observation Tool) and BPS (Behavioral Pain Scale).
Anaesthesiol Intensive Ther. 2017;49:66–72. doi: 10.5603/AIT.
2017.0010.

[29] Ortona E, Malorni W. Long COVID: to investigate immunolo-
gical mechanisms and sex/gender related aspects as funda-
mental steps for tailored therapy. Eur Respir J.
2022;59:2102245. doi: 10.1183/13993003.02245-2021.

Pain and COVID-19 in ICU  1809

https://doi.org/10.1213/ANE.0000000000004914
https://doi.org/10.1213/ANE.0000000000004914
https://doi.org/10.1007/s10405-020-00347-0
https://doi.org/10.1016/j.rehab.2021.101549
https://doi.org/10.2147/JPR.S313978
https://doi.org/10.3390/jcm11123512
https://doi.org/10.3390/jcm11123512
https://doi.org/10.2340/16501977-2677
https://doi.org/10.1007/s00134-020-05942-6
https://doi.org/10.1007/s00134-020-05942-6
https://doi.org/10.1186/s13613-019-0540-9
https://doi.org/10.1016/j.jinf.2020.08.029
https://doi.org/10.1002/phar.2223
https://doi.org/10.1016/j.bbrc.2020.10.069
https://doi.org/10.1097/j.pain.0000000000001939
https://doi.org/10.1097/j.pain.0000000000001939
https://doi.org/10.1152/physrev.00045.2019
https://doi.org/10.1136/jnnp.39.11.1071
https://doi.org/10.1136/jnnp.39.11.1071
https://doi.org/10.1097/j.pain.0000000000001365
https://doi.org/10.1097/j.pain.0000000000001365
https://doi.org/10.1097/j.pain.0000000000000487
https://doi.org/10.1097/j.pain.0000000000000487
https://doi.org/10.1016/j.pain.2008.04.025
https://doi.org/10.1016/j.pain.2008.04.025
https://doi.org/10.15171/apb.2019.002
https://doi.org/10.3346/jkms.2021.36.e28
https://doi.org/10.3346/jkms.2021.36.e28
https://doi.org/10.1164/rccm.2107138
https://doi.org/10.1164/rccm.2107138
https://www.flipsnack.com/siaarti/siaarti_-_raccomandazioni_per_la_gestione_del_paziente_criti/full-view.html
https://www.flipsnack.com/siaarti/siaarti_-_raccomandazioni_per_la_gestione_del_paziente_criti/full-view.html
https://www.flipsnack.com/siaarti/siaarti_-_raccomandazioni_per_la_gestione_del_paziente_criti/full-view.html
https://doi.org/10.1097/CCM.0b013e31824e68ae
https://doi.org/10.1097/CCM.0b013e31824e68ae
https://doi.org/10.1111/trf.15843
https://doi.org/10.1111/trf.15843
https://doi.org/10.1016/j.ijantimicag.2020.106080
https://doi.org/10.1016/j.ijantimicag.2020.106080
https://www.aifa.gov.it/
https://doi.org/10.1186/1471-2377-11-37
https://doi.org/10.1093/bja/aet127
https://doi.org/10.5603/AIT.2017.0010
https://doi.org/10.5603/AIT.2017.0010
https://doi.org/10.1183/13993003.02245-2021


[30] Fayaz A, Watt HC, Langford RM, Donaldson LJ. The association
between chronic pain and cardiac disease: A cross-sectional
population study. Clin J Pain. 2016;32:1062–8. doi: 10.1097/
AJP.0000000000000359.

[31] Luo L, Fu M, Li Y, Hu S, Luo J, Chen Z, et al. The potential
association between common comorbidities and severity
and mortality of coronavirus disease 2019: A pooled analysis.
Clin Cardiol. 2020;43:1478–93. doi: 10.1002/clc.23465.

[32] Merskey HA. Pain terms: a list with definitions and notes
on usage. Recommended by the IASP Subcommittee on
Taxonomy. Pain. 1979;6:249.

[33] Natoli S. The multiple faces of ketamine in anaesthesia and
analgesia. Drugs Context. 2021;10. doi: 10.7573/dic.2020-
12-8.

[34] Simonini A, Brogi E, Cascella M, Vittori A. Advantages of
ketamine in pediatric anesthesia. Open Med (Wars).
2022;17:1134–47. doi: 10.1515/med-2022-0509.

[35] Dale O, Somogyi AA, Li Y, Sullivan T, Shavit Y. Does intrao-
perative ketamine attenuate inflammatory reactivity following
surgery? A systematic review and meta-analysis. Anesth
Analg. 2012;115:934–43. doi: 10.1213/ANE.
0b013e3182662e30.

[36] Niesters M, Martini C, Dahan A. Ketamine for chronic pain:
risks and benefits. Br J Clin Pharmacol. 2014;77:357–67.
doi: 10.1111/bcp.12094.

[37] Park HY, Jung J, Park HY, Lee SH, Kim ES, Kim HB, et al.
Psychological consequences of survivors of COVID-19
Pneumonia 1 month after discharge. J Korean Med Sci.
2020;35:e409. doi: 10.3346/jkms.2020.35.e409.

[38] Fernández-de-Las-Peñas C, Parás-Bravo P, Ferrer-Pargada D,
Cancela-Cilleruelo I, Rodríguez-Jiménez J, Nijs J, et al.
Sensitization symptoms are associated with psychological and
cognitive variables in COVID-19 survivors exhibiting post-COVID
pain. Pain Pract. 2022:1–9. doi: 10.1111/papr.13146.

1810  Emiliano Petrucci et al.

https://doi.org/10.1097/AJP.0000000000000359
https://doi.org/10.1097/AJP.0000000000000359
https://doi.org/10.1002/clc.23465
https://doi.org/10.7573/dic.2020-12-8
https://doi.org/10.7573/dic.2020-12-8
https://doi.org/10.1515/med-2022-0509
https://doi.org/10.1213/ANE.0b013e3182662e30
https://doi.org/10.1213/ANE.0b013e3182662e30
https://doi.org/10.1111/bcp.12094
https://doi.org/10.3346/jkms.2020.35.e409
https://doi.org/10.1111/papr.13146

	1 Introduction
	2 Methods
	2.1 Data sources
	2.2 Variables
	2.3 Statistical analysis

	3 Results
	4 Discussion
	Acknowledgments
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /POL (Versita Adobe Distiller Settings for Adobe Acrobat v6)
    /ENU (Versita Adobe Distiller Settings for Adobe Acrobat v6)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [2834.646 2834.646]
>> setpagedevice


