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OBJECTIVES: To determine the intensity of pain in the emergency
department (ED), the use of analgesics in relation to pain intensity,
which patients are at risk for unresolved pain at one week post-
discharge, and the postdischarge treatment of pain.
METHODS: Patients (n=871) admitted to two urban, university-
affiliated EDs who were experiencing any pain were recruited on dif-
ferent shifts over the summer months of 1997. Pain intensity was
self-reported, and chart reviews of the assessment, immediate treat-
ment and follow-up prescriptions were conducted. Patients (n=699)
were contacted one week later, and reports of pain intensity, activity,
resuming normal functions and patient attitudes toward pain were
documented. Descriptive and regression analyses were performed on
the results of patients with complete data (n=585).
RESULTS: Mean pain intensity on admission was 6.0 (SD=2.5) on a
zero to 10 visual analogue scale, and 5.0 (SD=2.9) at discharge
(n=871). One-quarter (23%) of patients were given analgesics while in
the ED; their mean pain intensity was 7.0 (95% CI 6.7 to 7.3) versus
5.7 (95% CI 5.5 to 5.9) for those who were not given analgesics
(P<0.001). At one week, the mean intensity for worst pain in the past
24 h was 5.2 (SD=2.9) and the usual pain intensity was 3.7 (SD=2.6).
Using a cutoff point of pain greater than three on the zero to 10 visual
analogue scale as residual pain at one week, 35% (n=207) remained in
pain, with musculoskeletal pain accounting for half (n=102) of those
cases. Logistic regression showed that the following patients were most
likely to have pain at one week: women; those with pain present longer
than 48 h before ED visit; those with a high discharge pain rating;
those who were taking analgesics; and those who had pain of muscu-
loskeletal origin. Both the attitudes and beliefs about pain and the
treatment of pain while in the ED or on discharge were unrelated to
the presence of residual pain at one week. An examination of the same
factors in relation to the return to normal activities found that they
were similar, with the exception that admission and not discharge pain
intensity was predictive of not returning to normal activities.
CONCLUSIONS: More than one-third of patients presenting to
the ED with pain do not experience resolution of their pain. Women
presenting with severe musculoskeletal pain of more than a week in
duration are less likely to have resolution of their pain and to return
to normal activities within a week of the ED visit.
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La douleur au département d’urgence avec
suivi de la résolution de la douleur au bout
d’une semaine

OBJECTIFS : Déterminer l’intensité de la douleur au département
d’urgence (DU), le recours aux analgésiques selon l’intensité de la
douleur, les patients vulnérables à une douleur non résolue une semaine
après le congé et le traitement de la douleur après le congé.
MÉTHODOLOGIE : Les patients (n=871) admis dans deux DU urbains
affiliés à une université qui souffraient d’une douleur, quelle qu’elle soit,
ont été recrutés à différents quarts de travail pendant l’été 1997.
L’intensité de la douleur était auto-évaluée, et les dossiers ont été
examinés pour connaître l’évaluation, le traitement immédiat et les
prescriptions de suivi. On a communiqué avec les patients (n=699) une
semaine plus tard, et le compte rendu de l’intensité de la douleur, des
activités à la reprise des fonctions normales et de l’attitude des patients
envers la douleur ont été documentés. Des analyses descriptives et de
régression ont été exécutées d’après les résultats des patients ayant fourni
des données complètes (n=585).
RÉSULTATS : L’intensité moyenne de la douleur à l’admission était de
6,0 (ÉT=2,5) selon une échelle analogique visuelle de zéro à 10, et de 5,0
(ÉT=2,9) au congé (n=871). Le quart (23 %) des patients avaient reçu
des analgésiques au DU, et l’intensité moyenne de la douleur était de 7,0
(95 % IC=6,7 à 7,3) par rapport à 5,7 (95 % IC=5,5 à 5,9) pour ceux qui
n’avaient pas reçu d’analgésiques (P<0,001). Au bout d’une semaine,
l’intensité moyenne de la pire douleur au cours de 24 heures précédentes
était de 5,2 (ÉT=2,9) et l’intensité habituelle de la douleur, de 3,7
(ÉT=2,6). Selon un seuil limite de la douleur supérieur à trois sur l’échelle
analogique visuelle de zéro à 10 correspondant à une douleur résiduelle au
bout d’une semaine, 35 % (n=207) continuaient à éprouver de la douleur,
les douleurs musculosquelettiques représentant la moitié (n=102) de ces
cas. La régression logistique a démontré que les patients suivants étaient
plus susceptibles d’éprouver de la douleur au bout d’une semaine : les
femmes, ceux qui éprouvaient de la douleur depuis plus de 48 h avant leur
visite au DU, ceux dont l’évaluation de la douleur était élevée au congé,
ceux qui prenaient des analgésiques et ceux qui éprouvaient des douleurs
d’origine musculosquelettique. Ni les attitudes et les convictions au sujet
de la douleur, ni le traitement de la douleur au DU ou au congé n’étaient
reliés à la présence de douleur résiduelle au bout d’une semaine. Un
examen des mêmes facteurs par rapport au retour aux activités normales a
permis d’établir qu’ils étaient similaires, à l’exception du fait que c’était
l’intensité de la douleur à l’admission, plutôt qu’au congé, qui était
prédictif de la non-reprise des activités normales.
CONCLUSIONS : Plus du tiers des patients qui se rendent au DU en
raison de douleurs ne bénéficient pas d’une résolution de ces douleurs. Les
femmes souffrant de graves douleurs musculosquelettiques depuis plus
d’une semaine sont moins susceptibles de voir leur douleur se résoudre et
de reprendre leurs activités normales dans la semaine suivant leur visite
au DU.
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Given reports that approximately three-quarters of patients
in the emergency department (ED) experience pain (1,2),

it would be appropriate to identify pain as a major issue in that
setting. Despite this figure, there have been reports of
‘oligoanalgesia’ in the ED for more than a decade (3). One ear-
lier study (3) consisted of a chart review of 198 patients pre-
senting sequentially over a two-month period to the ED with
noncritical but acutely painful surgical or medical conditions;
56% received no analgesia. Of those who received analgesia,
42% waited 2 h before administration and 32% received inad-
equate doses. More recently, other studies have suggested that
poor analgesic management of pain in the ED remains common
(1,4-7). Ducharme and Barber (8) and Ngai and Ducharme (9)
found that even patients with severe pain scores were not ade-
quately treated. A recent review suggested that the problem of
undertreatment of pain in the ED is multifactorial and that
staff bias regarding drug-seeking behaviours or addiction con-
tributed largely to the problem (10).

There are certain patient factors that may be associated with
the treatment of pain. While sex may be a factor in receiving
analgesia (eg, women have been perceived as having more pain
and, thus, received more analgesia [11]), one recent report inves-
tigating factors associated with patients’ self-report of clinically
important pain found no differences between male and female
patients (12). This study (12) also found no differences in inci-
dence of important pain in relation to age or source of pain; these
findings reflect similar results found by Lewis et al (4). The eth-
nicity of the patient has also been reported to be a significant
factor (13). The authors in the present study went beyond the
observation of observed ethnic differences in patients being
offered analgesics by presenting cases to the staff while blinding
the ethnicity of the patients. As a result, the differential disap-
peared, thus validating the observed discrimination.

Other than a Swiss report following whiplash injury patients
from the ED (14), the authors found no other reports of patients
followed beyond discharge that investigated whether the pain
they presented with in the ED had disappeared. It is important
to know if there is any relationship between the resolution of
pain and ED practices, or if medical or demographic factors are
more predictive of pain resolution in the ED. The purpose of the
present study was to identify potential factors related to unre-
solved pain one week following a visit to the ED.

SAMPLE
During the summer months of 1997 (for current data compari-
son, see “Recent validation” section below), all triaged patients
with any pain other than chest pain, who could communicate
in English or French, who were not social (eg, conjugal vio-
lence or wandering homeless cases) or psychiatric or in a life-
threatening state, and who agreed to be approached regarding
the study had the study explained to them and were given a
printed description of the study and a consent form. Nine hun-
dred fifty-nine subjects were approached, of which 890 con-
sented to participate (93%). Data were collected at admission
from 871 patients. Of those 871, contact was made one week
following the ED visit with 699 patients (80%). Complete data,
however, were obtained from 585 patients.

METHODS
The protocol and consent forms were approved for ethical considera-
tion by the university medical Internal Review Board, which reviews
protocols at multiple sites. Sampling in two urban, university-based

hospital EDs took place over an eight-week period during the sum-
mer months of 1997. Each week, the following periods were cov-
ered: one weekday night shift; one weekend day and evening shift;
and all weekday periods from 08:00 to 22:00. Weekend nights were
sampled twice during the eight-week period. The sampling times
were designed to reflect the usual volume of patient flow. The triage
nurse screened for the presence of pain and the level and type of
acuity of pain, and determined eligibility. Eligible patients were
asked if they would be willing to hear about a study on pain in the
ED. These patients’ charts were tagged, and the patients were
approached for consent to participate in the study.

On enrollment, patients were asked for a brief history of their
present pain, the intensity of their present pain on a numerical
scale of zero to 10, and some sociodemographic information.
Patients also completed a questionnaire on their beliefs about
pain. This questionnaire, originally developed for cancer patients,
tests attitudes about analgesics and pain (15). It has eight state-
ments (such as “pain medication should only be taken when pain
is severe”) that are rated on a zero to 10 numerical scale of agree-
ment. For the purposes of the present study, the original questions
were edited by changing “cancer pain” to “pain”.

As patients were discharged from the ED, they were asked to
rate their pain intensity and reminded that they would be contacted
by telephone in one week. The medical record was reviewed for
any documentation related to their pain, any prescribed or admin-
istered analgesics, and discharge orders. When the patients were
recontacted at one week, they were asked about any medications
they had taken, any treatments they had sought or self-administered,
whether they had resumed their normal activities, and to rate their
worst and usual pain intensity over the past 24 h.

RESULTS
Of the 871 patients enrolled at the time of the ED visit, 699 were
successfully contacted one week later. Of the patients not followed,
41 were admitted, 12 withdrew, and the remaining 119 were not
found, despite having second telephone contacts for many of them.
Descriptive information about patients at the ED visit and during
follow-up is presented in Table 1. Pain intensity levels are shown in
Figure 1. Not all patients answered all questions, but numbers are
reported when they are less than the total sample.

Approximately one-half of the patients (446/861 or 51.8%)
reported that the onset of pain was sudden, that is, within 48 h.
Only 2% (n=41) had pain that had been present longer than
three months. Almost one-half of the patients (366/829 or
44% reporting) had taken analgesics before coming to the ED.

Pain was documented as a symptom in 82% of cases, with both
the nurse and the doctor documenting on 62% of the patients,
nurses alone in 30% and doctors alone in 8%; however, intensity
of pain was documented for only 28% of patients, with doctors
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TABLE 1
Sample patient characteristics

Patients presenting Patients followed-up 
in the ED (n=871) at one week (n=699)

Age, mean (SD) 44.1 (18.3) 43.6 (17.9)

Sex (% male) 44 43

Sick leave available (%) 33 34

Acute (% less than one week) 74 75

Analgesics given in ED 22.5 22.8

Analgesics prescribed 36.2 35.6

at discharge

ED Emergency department
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accounting for one-half of those, nurses for one-third, and both
nurses and doctors for the remainder. During the time the
patients were in the ED, only 23% (n=196) received analgesia, in
spite of over 80% with documented pain. The patients who did
receive analgesia had higher pain intensities (mean 7.0, versus
5.7 for those who did not receive analgesia). Of the patients
who reported pain, 235 reported severe pain intensity of 8/10
or greater. While these patients were more likely to receive
analgesia of any kind (χ2[1]=20.811, P<0.0001), including
narcotic analgesia (χ2[1]=30.900, P<0.0001), only 28.5% of
them received narcotic analgesia. Despite this, the mean
change in pain score from admission to discharge was almost
one point (0.969), which is considered of minimal clinical
importance (16), although 16% reported worse pain at dis-
charge and 43% remained unchanged. Approximately one-
third (315 or 36%) received a prescription for analgesics on
discharge, which was more than the number that had received
analgesics while in the ED.

Pain attitudes were measured on a zero to 10 Likert-type
scale, and six of the eight statements had neutral mean agree-
ment scores of between 2.8 and 4.2. However, two statements
had higher mean scores of greater than seven, meaning that
there was agreement with the statement. These two statements
were, “Pain medicine cannot really control pain” and
“Complaints of pain could distract my physician from treating
my underlying illness”. The statements were added to form a
total pain attitude scale which was not significantly related to
any demographic or medical variables.

At one-week follow-up, patients were asked about their cur-
rent pain intensity and interference over the past 24 h, as well as
what treatments they had taken or consultations they had
sought. More than one-third (36%) reported still having prob-
lems, and 38% had not resumed normal activities. Following
descriptive analyses, factors that were considered prime predic-
tors of unresolved pain – age, sex, diagnostic category, duration of
pain, pain intensity on admission, pain intensity on discharge,
receipt of analgesia in ED, prescription of analgesic at discharge
from ED, whether they had taken analgesics during the week,
availability of sick leave and pain attitudes – were entered into
two binary logistic regressions, one on pain resolution and one on
the resumption of daily activities (Table 2). The factors that pre-
dicted residual pain of greater than three on a scale of zero to 10
at one week were being female, having pain of musculoskeletal
origin, having higher pain on discharge, having pain for more
than 48 h before presenting to the ED and still taking analgesics.
The factors that predicted nonresumption of usual activities were
similar except that severe pain on admission (as opposed to dis-
charge) predicted nonresumption of usual activities, and the
duration of pain before presenting in the ED was not significant.
Women were no less likely to have received analgesics in the ED

(24%, versus 22% for men) or to not be prescribed analgesics
(33%, versus 35% for men), although they were more likely
(60%, versus 39% for men) to have taken analgesics in the week
following the ED visit (χ2[1]=7.490, P<0.004).

Recent validation
In August 2003, patients meeting similar criteria were recruited
over two 24 h periods in one of the two original participating
EDs. Sixty patients were enrolled, and data on presenting pain
intensity, documentation of pain, and analgesics administered
and prescribed were collected. The pain intensity on admis-
sion was 5.9, which was identical to the initial study. Pain was
documented in 88% of patients, with intensity noted in 35% –
very close to the observations in the first group (82% and
28%, respectively). Analgesics were administered to an
increased number (45%, versus 23% in the initial study), but
the same percentage (35%, versus 36% in the initial study)
were prescribed analgesics on discharge.

DISCUSSION
Similar to other reports of pain in the ED, the present study
reflects low analgesic administration to patients during their ED
visit. While this lack of treatment may be considered deplorable
on moral grounds, it does not appear to predict outcome after
one week more than other factors such as sex or the history and
intensity of the pain. The predictive factors are not within the

One-week follow-up of pain in the emergency department
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Figure 1) Pain scores by diagnostic category on admission (Adm), at
discharge (Dis), and at one-week follow-up (FU) (n=871 at Adm,
n=722 at Dis, n=695 at FU). EENT Eye, ear, nose, throat;
Card/resp Cardiac and/or respiratory; GI Gastrointestinal;
GU Genitourinary; MSK Musculoskeletal; Neuro Neurological;
NYD Not yet diagnosed; VAS Visual analogue scale

TABLE 2
Significant factors from logistic regression of unresolved pain and nonresumption of usual activities

Unresolved pain Nonresumption of
OR (95% CI) P usual activities OR (95% CI) P

Sex (being female) 1.518 (1.027–2.244) 0.036 1.627 (1.090–2.429) 0.017

Admission pain severe (8–10 on VAS) 2.236 (0.835–3.385) 0.135 2.158 (1.066–4.369) 0.003

Discharge pain severe (8–10 on VAS) 3.932 (2.119–7.269) 0.000 1.335 (0.728–2449) 0.350

Duration of 48 h or more 1.795 (1.222–2.366) 0.002 1.184 (0.801–1.750) 0.398

Musculoskeletal diagnosis 2.097 (1.377–3.019) 0.001 3.008 (1.963–4.608) 0.00001

Taking analgesics post-ED visit 1.834 (1.215–2.769) 0.004 3.155 (2.078–4.789) 0.00001

ED Emergency department; VAS Visual analogue scale
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control of ED practice; however, the present study should alert
staff in the ED to patients who may be at risk for unresolved
pain. Patients with a long history of pain may be viewed as drug
seeking and, thus, not adequately medicated (10), although it
could more simply be that chronic pain is prevalent and difficult
to treat (17). It is interesting that patients with pain longer than
48 h were more likely to have pain a week later, but this did not
predict whether they had resumed normal activities. It could be
that some patients who have had pain for a longer period of time
have learned how to resume normal activities in spite of their
unresolved pain. On the other hand, it could be that their stan-
dard for what constitutes normal activities has become modified
due to the longer duration of the pain. Patients with high levels
of pain in the ED were more likely to receive analgesics both in
the ED and after discharge; however, the analgesics do not
appear to be effective in controlling the pain.

Being female predicted both nonresolution of pain and non-
resumption of normal activities. The effect of sex on pain has
been a subject of extensive review (18,19), the findings of which
are consistent with the results from the present study. In the
present study, there were no differences in the treatment of pain
between men and women, as has been reported elsewhere (20).

The documentation of pain in 82% of patients (all of whom
had pain) is encouraging; however, the level of analgesia admin-
istration remains low, particularly in patients with severe pain.
Interestingly, more patients were given prescriptions for anal-
gesics at discharge than while they were actually in the ED.
Presumably, this is related to patient flow in the ED and the
desire on the part of staff to discharge patients as soon as possible.

The attitudes toward pain did not seem to be related to any
other variables. It was nevertheless interesting that there was a
general belief that analgesics could not control pain very well
and that complaining of pain to doctors distracted from the
treatment of the underlying illness. Belief in pain medication
being ineffective was not related to whether the patient had
taken analgesics before the ED visit nor to analgesic consump-
tion during the week after the ED visit. This puts into question
the relationship between attitudes and behaviour.

There are some methodological issues that need to be con-
sidered when interpreting the results of the present study. 
We did not sample 24 h/day for all days of the week; therefore,
actual prevalence of pain in the ED cannot be determined. We
specifically only recruited patients who presented with pain; as
a result, we could have missed patients discharged with pain
who initially did not present with pain (eg, patients who
underwent painful diagnostic procedures). While there
appeared to be a high participation rate, this figure is probably
inflated because patients who refused the triage nurse’s invita-
tion to be approached about the study were not accounted for
in determining the refusal rate because that information
proved to be impossible to obtain. Therefore, there is a bias in
the sampling that could have led to inflation of the amount of
pain patients were experiencing, assuming that those with
more pain would be more interested in talking to someone
about their pain. The influence of the bias is, however,
unknown. Future studies should include more information on
patients refusing to participate in a study.

The recent observations that were made indicate that there
might be some changes in practice. There was a slight increase
in the documentation of pain intensity levels (from 28% to
35%). More importantly, there was an increase in analgesic
administration from 23% to 45%. Because the large data set

showed no relationship between analgesic administration in the
ED and subsequent pain resolution, this may not be important in
the longer term, but is certainly important in terms of immedi-
ate attention to pain. There was no indication of change in
analgesia prescription rates at discharge, which would be more
likely to affect the one-week status of the pain. It would be
enlightening to replicate the original study in EDs and instead
treat pain aggressively both in the ED and on discharge to deter-
mine if pain management interacts with intrinsic patient factors
such as sex and duration of pain, or whether aggressive pain
management alone could override those factors.
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