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Objective: Multiple studies conducted over many years have demonstrated that pain
is poorly managed in the emergency department (ED). This phenomenon has been
referred to in the medical literature as “oligoanalgesia.” However, little is known
about whether oligoanalgesia occurs in a rural ED. National Ambulatory Care
Reporting System data from 2003 for a small rural hospital in Ontario showed
patients were satisfied with the amount of pain medicine they received in the ED. We
designed a study to replicate a published urban study that investigated the use of
analgesia in isolated lower limb injuries. Our objective was to see if oligoanalgesia
was also a problem in a rural ED.
Methods: In 2003 we conducted a retrospective chart review of patients who presented
to the South Huron Hospital ED with isolated lower extremity injuries for which
radiographs of the foot, ankle or both were obtained. Demographics of the ED
patients with lower extremity injuries were quantified. Other parametres included
whether or not patients received analgesia in the ED; how long it took to get assessed,
treated and discharged; whether patients received any analgesia upon discharge; what
type of analgesia they received; and whether it required a prescription.
Results: A total of 189 patients met inclusion criteria, with 35 fractures identified
(18.5%). Sixty-three percent of patients were male. The average age was 32.6 years.
The mean Canadian Emergency Department Triage and Acuity Scale level was 4.4.
The mean time to physician assessment was 31.6 minutes. The mean length of time
spent in the ED was 74 minutes. Over one-half of the patients received analgesia upon
discharge from the ED whether or not they had a fracture. In addition, 73% of the
people in the fracture group received analgesia requiring a prescription, versus only
46% in the nonfracture group. Narcotics were used more often in the fracture group
than in the nonfracture group (26% v. 6%).
Conclusion: The phenomenon of oligoanalgesia was not observed as often in our rural
ED for isolated lower limb injuries, when compared with the published urban study.

Objectif : De multiples études réalisées au cours de nombreuses années ont démontré
que la douleur est mal gérée à l’urgence. On a appelé ce phénomène «oligoanalgésie»
dans les publications médicales. On connaît pas, cependant, l’étendue de ce
phénomène dans les services d’urgence ruraux. Les données sur un petit hôpital rural
de l’Ontario tirées du Système national d’information sur les soins ambulatoires en
2003 ont montré que les patients étaient satisfaits des analgésiques qu’ils avaient reçus
à l’urgence. Nous avons conçu une étude pour reproduire une étude publiée réalisée en
milieu urbain au cours de laquelle on a étudié l’utilisation de l’analgésie dans des cas de
traumatismes isolés des membres inférieurs. Nous voulions savoir si l’oligoanalgésie
était aussi un problème à l’urgence en milieu rural.
Méthodes : En 2003, nous avons réalisé une étude rétrospective de dossiers de
patients qui se sont présentés à l’urgence de l’Hôpital South Huron avec des trauma-
tismes isolés des membres inférieurs pour lesquels on a pris des radiographies du pied
ou de la cheville ou les deux. Nous avons quantifié les caractéristiques démo-
graphiques des patients accueillis à l’urgence avec un traumatisme des membres
inférieurs et nous avons aussi utilisé les paramètres suivants : si les patients avaient
reçu ou non un analgésique à l’urgence, le temps d’attente avant de se faire évaluer, de
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Introduction

The term “oligoanalgesia” has been used to describe
the phenomenon of poor pain management through
the underuse of analgesia.1–5 In many cases, pain is
the primary motive for a patient’s presentation to
the emergency department (ED).6–11 It has been
well-documented that numerous patients presenting
to the ED receive little or no analgesia to manage
their pain.12–15 Several factors are thought to con-
tribute to this poor pain management. Children are
less likely than adults to receive analgesics in the
ED.2,11 Ethnicity is also felt to play a role in
oligoanalgesia.3,4,16,17 Lack of health insurance is
another factor shown to result in less analgesia pro-
vided in the ED.16

Many studies that demonstrate oligoanalgesia
have been conducted in urban EDs.1–11,13,14,18–20 No
studies that investigated oligoanalgesia in a rural
ED setting were identified in a PubMed literature
search. However, National Ambulatory Care
Reporting System (NACRS) data for South Huron
Hospital showed patients were satisfied with the
amount of pain medicine they received in this rural
ED. Patients reported that the “right amount of
pain medicine was received in ED” (89%) and that
the “ED did all it could to control pain” (62%).

Data from the NACRS report raised the hypoth-
esis that pain was better addressed in a rural ED.
To investigate this hypothesis, we performed a ret-
rospective chart review of patients who presented to
the South Huron Hospital ED with isolated lower
limb injuries for 2003. This study was based on and
compared with a previous study by Kozlowski and

colleagues,20 which showed that pain was poorly
addressed for this type of trauma in an urban ED.
The purpose of our study was to see if oligoanalge-
sia was also an issue in our rural ED.

Methods

Approval for the retrospective chart review was
obtained from the South Huron Hospital Medical
Advisory Board. A search of the radiology depart-
ment’s computer database identified patients who
presented to the ED between Jan. 1 and Dec. 31,
2003, for whom radiographs of the foot, ankle or
both were requested. The majority of radiographs
were ordered by attending physicians, though some
were requested by the triage nurse in accordance
with the Ottawa Ankle Rules.21 Exclusion criteria
included patients presenting without acute trauma,
patients with multiple trauma or patients for whom
radiographs were taken for follow-up assessment,
after diagnosis of fractures.

Multiple data points were obtained from each
chart, including basic demographic information.
Times of patient registration, physician assessment
and discharge from the ED were collected, along
with the Canadian Emergency Department Triage
and Acuity Scale (CTAS) level assigned by the
triage nurse.22 The presence or absence of fracture
was recorded. Whether or not the patient received
analgesia before arrival to the ED, in the ED or
upon discharge from the ED was quantified. In
addition, the type of analgesia that was provided at
discharge and whether it required a prescription
was noted.

se faire traiter et d’obtenir leur congé, si les patients ont reçu des analgésiques en par-
tant, le type d’analgésique reçu et s’il fallait une ordonnance pour le médicament en
question.
Résultats : Au total, 189 patients satisfaisaient aux critères d’inclusion et l’on a identi-
fié 35 fractures (18,5 %). Il y avait 63 % de patients de sexe masculin. Les patients
avaient en moyenne 32,6 ans. Le niveau moyen de l’échelle canadienne de triage et de
gravité pour les services d’urgence était de 4,4. Il a fallu attendre en moyenne 31,6
minutes pour obtenir une évaluation d’un médecin. Le séjour à l’urgence a duré en
moyenne 74 minutes. Plus de la moitié des patients ont reçu un analgésique en quittant
l’urgence, qu’ils aient subi ou non une fracture. En outre, 73 % des victimes d’une frac-
ture ont reçu un analgésique sur ordonnance par rapport à 46 % seulement des
patients qui n’ont pas subi de fracture. On a utilisé des narcotiques plus souvent chez
les patients qui ont subi une fracture que chez les autres (26 % c. 6 %).
Conclusion : Pour des traumatismes isolés des membres inférieurs, on n’a pas observé
l’oligoanalgésie aussi souvent dans ce service d’urgence rural, comparativement aux
résultats de l’étude publiée réalisée en milieu urbain.



Results

A total of 228 patient charts were pulled for patients
who had radiographs of the foot, ankle or both.
There were 39 charts that met the exclusion criteria.
Of these charts, 9 were excluded because the
patient’s chief complaint was something other than
acute trauma. Fifteen charts were excluded because
the patients presented with multiple trauma, and a
further 15 charts were excluded because the
patients presented for follow-up or cast removal vis-
its. This resulted in 189 patient charts that were
included in the entire data cohort. The data shown
in Table 1 were obtained and subsequently broken
down into subgroups.

About 13% of patients reported taking some form
of analgesia before presenting to the ED. Overall,
roughly 18% of patients were given some form of
analgesia in the ED. However, when a fracture was
identified by the physician, a patient was given anal-
gesia roughly 3 times more often than a patient
without a fracture, while still in the ED (46% v.
14%). Over 50% of all patients received some form
of analgesia, advice or a prescription for analgesia
upon discharge from the ED. This was independent
of whether or not a fracture was identified (Fig. 1).

Analgesia that can be obtained over-the-counter
(OTC) was recommended to patients without a
fracture more often then analgesia that requires a
prescription. Alternatively, patients with a fracture
received a prescription for analgesia nearly 3 times
more often than they received a recommendation
for OTC analgesia (Fig. 2). 

Upon discharge from the ED, almost 40% of
patients without fractures were most often advised
to use OTC nonsteroidal anti-inflammatory drugs
(NSAIDs) to address their pain. Patients without
fractures only received a narcotic prescription 6% of
the time (Fig. 3) upon discharge. In contrast,
patients with fractures received a prescription for
narcotics more than 4 times as often (26% v. 6%)
upon discharge (Fig. 4).

Discussion

When a fracture was identified, physicians in a rural
ED were twice as likely as physicians in an urban
ED to provide medication in the ED (46% v. 23%)
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Table 1. Characteristics of patient visits by presence or 
absence of fracture 

Characteristic of 
patient visit 

Entire 
cohort,  
n = 189 

Patients 
without 
fracture,  
n = 154 

Patients 
with 

fracture, 
n = 35 

Male patients, % 63.0 64.9 54.3 
Mean (and SD) 
patient age 

32.6 
(1.37) 

30.6 
(3.14) 

41.5 
(1.49) 

Mean CTAS score 4.4 4.4 4.2 
Patients with 
fracture, % 

18.5 — — 

Mean (and SD) total 
visit time, min  

74.0 
(4.06) 

64.1 
(3.43) 

113.9 
(14.00) 

Mean (and SD) 
waiting time until 
physician 
examination, min  

31.6 
(2.42) 

29.7 
(2.16) 

34.74 
(8.25) 

CTAS = Canadian Emergency Department Triage and Acuity Scale;  
SD = standard deviation. 

13.23 12.99 14.29 
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Fig. 1. The administration of analgesia for the entire cohort and
broken down by presence or absence of fracture. ED = emer-
gency department.
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and twice as likely to give a prescription when the
patient was discharged (73% v. 36%). Therefore,
oligoanalgesia was not observed as often in our rural
ED for isolated lower limb injuries when compared
with the previous urban study by Kozlowski and
colleagues.20

Only one-half of the rural patients reported tak-
ing pain medication before arriving at the ED, com-
pared with one-quarter of the patients in the urban
study. This might explain why more rural patients
received pain medication in the ED. However, this
does not explain why patients with fractures were
twice as likely to receive a prescription for pain
medication upon discharge.

When a fracture was not diagnosed, analgesia
was provided about 14% of the time in both set-
tings. However, twice as many patients treated in
the rural ED were given a prescription upon dis-
charge compared with the urban ED (52% v. 27%).
This again indicates that pain, with or without frac-
ture, was more aggressively treated in this rural
environment.

About 50% of patients, with or without fracture,
received either a prescription or a recommendation
to use OTC medication for their pain. The identifica-
tion of a fracture did change physician prescribing
habits. Prescription medication was used more often
than OTC medication if a fracture was identified.
The type of prescription provided was also different
if a fracture was identified. Narcotics, compared
with NSAIDs, were 4 times more likely to be pre-
scribed at discharge when a fracture was diagnosed.

Patients presenting to our rural ED with an 

isolated lower limb injury were also managed in a
timely manner. The mean time to physician assess-
ment was about 30 minutes for patients presenting
with an average CTAS score of 4.4. This is a shorter
wait time than the guideline of 60 minutes for a
CTAS-IV patient.22 It is also shorter than the medi-
an wait time found in Ontario EDs of 54 minutes
for a CTAS-IV patient.23 The mean length of stay
(LOS) in our study was also significantly shorter.
Ontario ED patients had a median LOS of 100 min-
utes, compared with 74 minutes for patients in our
rural ED.23

The times found in this study were also better
than those reported by Todd and colleagues,18 who
looked at patients with painful conditions present-
ing to 2 urban EDs. Their study reported that the
mean time to analgesic, if it was provided, was 
116 minutes and that the mean LOS was 240 min-
utes. So patients arriving in our rural ED with
painful conditions were assessed, treated and dis-
charged quickly, when compared with national
guidelines, provincial statistics and urban EDs.

Why does it appear that isolated lower leg
injuries are more aggressively treated in this rural
setting compared with a similar urban study and
other urban studies investigating oligoanalgesia?
One reason could be that the volume of patients
presenting to the rural ED is much smaller. This
facility has about 10 000 ED visits per year. It is
staffed by 1 physician and 2 registered nurses.
Patients are seen much more quickly in this set-
ting.24 The patient with the lower limb injury may
very well be the only person in the ED. Therefore,
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Fig. 3. Percent of patients without fracture receiving analgesia,
broken down by type of analgesia. ED = emergency depart-
ment, NSAIDs = nonsteroidal anti-inflammatory drugs, OTC =
over-the-counter, Rx = prescription.
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he or she may get much closer personal attention
and his or her pain may be recognized more quickly.

The physical size of a small ED could also con-
tribute to pain being recognized and treated more
aggressively. The rural ED in our study has 3 treat-
ment rooms and 1 treatment chair. The nurses and
doctor can see all of the patients from the desk. The
imaging department is across the hall. These close
settings allow the staff to observe the patients closely
and monitor their pain.

Only 18.5% of patients imaged had fractures
identified in the rural setting, compared with 35% in
the urban setting. The patient in the rural ED with
a fractured ankle may be the only fracture seen that
day and could very well represent the most painful
condition seen for the entire shift. Therefore, this
may lead the ED physician to treat this painful con-
dition more aggressively.

Another reason for using twice the analgesia in
the rural ED and upon discharge could be the
familiarity of the staff with the patients. The
patients presenting to the rural ED are mostly
members of the small town and surrounding farm
community. Chances are that someone from the
hospital staff will either know the patient personally
or be related to him or her. This might create an
environment of greater empathy for patients’ pain.

Training of the attending physicians in the rural
ED could also play a role in better pain manage-
ment in the ED. Family physicians who have com-
pleted a 2-year residency, with or without a third
year option in emergency medicine, staff most
Canadian rural EDs. Our ED is staffed only by
family medicine–trained physicians, with many
practising primary care within the community.
These general practitioners may be more sensitive
to their patients’ painful conditions.

Also, patients presenting with their painful injury
may be treated by their personal physician. This
may lead to the duty doctor recognizing a patient’s
pain and treating it more aggressively. These physi-
cians may also be more comfortable prescribing nar-
cotics because they know the patients well and will
be seeing them for follow-up.

There were limitations of this study inherent in
its retrospective chart review design. Some physi-
cians documented whether analgesia was offered to
the patient but was declined, while other physicians
did not document if analgesia was offered. Also, it is
difficult to determine directly if patients got enough
analgesia when it was offered because it was not
documented whether patients were asked if their
pain was better. Further studies should be done at

other rural EDs to see if this observation was an
isolated finding. In addition, a prospective study
could be designed to see if other painful conditions
are more aggressively treated in a rural setting.

While this study was very encouraging, there is
still room for improvement. About 50% of patients
with fractures did not receive any pain medication
in the ED or on discharge from the ED. To reach
these patients who did not receive any analgesia we
exhort the Canadian Association of Emergency
Physicians to incorporate a pain score as part of the
vital signs assessment.

Conclusion

Patients presenting with painful isolated lower limb
injuries are assessed, treated and discharged quickly
in our rural ED. These patients are also twice as
likely to receive pain medication in the ED and
upon discharge, compared with the published urban
study. This suggests the phenomenon of oligoanal-
gesia is less of a problem in our rural ED.
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