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About this brochure
This brochure was developed for clinicians by the NHMRC’s National 
Institute of Clinical Studies Emergency Care Community of Practice. It aims to 
highlight best available evidence to inform best practice and identify potential 
opportunities to improve the quality of care. The content of this brochure 
is based on published information available at June 2007. For information on 
how we developed the content of this brochure, see www.nhmrc.gov.au/nics 
and follow the links to Emergency Care Community of Practice.
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Why this is important 
Abdominal pain is the most common reason for presentation to emergency 
departments in Australia(1) and internationally(2) with over 22,000 non-specific 
abdominal pain presentations in Victoria in 2001-02 alone.(1) It accounts for 
around one third of all pain presentations to emergency departments,(3) a 
significant proportion of surgical admissions, and is a common presentation 
in general practice.(4) Given this large number of presentations, optimal use of 
analgesia for acute abdominal pain has considerable potential for beneficial 
impact on patient care.(5)

Acute abdominal pain is a symptom of many conditions, ranging from benign 
to life-threatening. Establishing the cause of abdominal pain and formulating a 
definitive diagnosis can be difficult. Assessment often involves diagnostic imaging 
investigations and consecutive examinations by more than one clinician. 

Opioid analgesics can be safely given before full 
assessment and diagnosis in acute abdominal pain,  
without increasing the risk of errors in diagnosis  
or treatment. (Level 1 evidence)

Recommendations dating back to the 1920s discouraged the use of analgesics, 
particularly opioids, until the need for surgery was ruled out and a ‘reasonable’ 
diagnosis made.(6) This recommendation was based on concerns that analgesia 
may mask important symptoms and lead to misdiagnosis and delayed or 
inappropriate treatment.(7) 

An opposing view was that opioid analgesia had little effect on the reflex 
contractions of the abdominal wall muscles that occur in conditions such as 
peritonitis and hence was unlikely to affect the presence of key diagnostic signs. 
Supporters of this view argued that administering analgesia eased unnecessary 
suffering and may even facilitate clinical examination.(8,9) The first trials to test the 
clinical application of these theories didn’t occur until the 1980s.(7) 

Best available evidence
The Australian and New Zealand College of Anaesthetists 2005 publication, Acute 
Pain Management: Scientific Evidence, clearly states that provision of pain relief 
does not interfere with the diagnostic process in acute abdominal pain in adults  
or children.(10) 

This recommendation is consistent with two systematic reviews and an additional  
randomised controlled trial that examined the effect of opioid analgesia on 
diagnosis and management of patients with acute abdominal pain, while awaiting 
definitive diagnosis and final treatment decisions.(11-13) 

The Cochrane systematic review examined six adult studies(9, 14-18) and found 
no difference between opioid and control groups in changes in the physical 
examination, errors in treatment or diagnosis, or morbidity.(11) However, it found 
significant reduction in pain intensity and improved patient comfort for those 
receiving opioids. 

The second systematic review(12) examined data from three paediatric(8,19,20) and 
nine adult(9, 14-18, 21-23) randomised and quasi-randomised controlled trials. On 
combining the results of all these trials, this review found an increased frequency 
of changes in the symptoms noted during physical examination of those patients 
who had received opioid analgesia. Identified changes included both increases 
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and decreases in a range of signs; for example, localisation of the site of 
tenderness, bowel sounds, and voluntary and involuntary guarding. Most of 
these studies did not distinguish between potentially beneficial changes and 
those that were potentially detrimental. Importantly, these changes did not result 
in an increase in management errors. This second review found no difference 
in the rate of incorrect management decisions, such as delayed or unnecessary 
surgery, between opioid and placebo groups. There was a trend toward fewer 
unnecessary operations for patients who received opioids.(12) This was true for 
both adult and paediatric trials. 

The randomised controlled trial published after completion of the searches for 
these reviews found no difference in the accuracy rate of emergency physicians’ 
provisional diagnosis between groups of patients administered morphine  
or placebo.(13)

These systematic reviews, and an additional Australian review of the available 
literature(24) identified no randomised or quasi-randomised trials that examined 
the effect of opioids on patient recall and ability to provide a clinical history, the 
effect of non-opioid pain medications, or the care of children under four years  
of age.(12,24) 

Current practice 
Internationally, surveys in adult(25-27) and paediatric(28) emergency care settings 
have found that emergency physicians and surgeons commonly prefer to 
withhold analgesia for acute abdominal pain, even when they do not believe 
that opiate medication changes important examination findings.(25) 

Audits of emergency care practice have found that less than one third of adult 
or paediatric patients with acute abdominal pain received opioids(29,30) or any 
analgesic medication.(31,32) Where analgesia is given, it may not be adequate  
to provide relief from pain. One study in paediatric emergency care found  
that the analgesics were administered at sub-therapeutic doses in 14 per cent  
of patients.(31) These studies did not comment on what the ideal rates of analgesia 
use should have been. Another study found use of opioid analgesia for adults 
with acute abdominal pain more than doubled from 23 per cent in 1998 to  
53 per cent in 2003, along with a dramatic increase in pain score documentation, 
following intensive campaigns about the importance of managing pain symptoms.(30)

Practice audits have also identified delays in the time taken for patients to receive 
pain medication.(26,30,33) Delay is especially likely for patients admitted to hospital 
wards from the emergency department, for whom average times to receive 
analgesia of between five and six hours have been identified.(26,34) One study 
found that only around 10 per cent of those patients who had seen a general 
practitioner received analgesia prior to coming to the emergency department.(26) 

Preliminary results from a 2007 retrospective audit of 36 Australian emergency 
departments and 10 Australian and New Zealand paediatric emergency 
departments suggest there is variation between departments in the practice  
of withholding pain medication and the average time taken to administer  
pain relief.(35) 
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Implications for practice
• � �There is no evidence to support withholding analgesia for acute 

abdominal pain in adults or children. 

• � �Opioid analgesics improve patient comfort, without increasing the risk 
of errors in diagnosis or treatment, and can be safely given before full 
assessment and diagnosis in acute abdominal pain. (Level I evidence) 



Levels of evidence 
I 	� Evidence obtained from a systematic review of all relevant randomised controlled trials
II 	� Evidence obtained from at least one properly-designed randomised controlled trial
III-1 	� Evidence obtained from well-designed pseudorandomised controlled trials
III-2 	 Evidence obtained from comparative studies 
III-3 	� Evidence obtained from comparative studies with historical control, two or more  

single arm studies, or interrupted time series without a parallel control group
IV 	� Evidence obtained from case series, either post-test or pre-test/post-test
CPP 	� Recommended best practice based on clinical experience and expert opinion 
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Disclaimer
Health professionals are advised to use clinical judgement when applying information 
contained in this document. Every effort has been made to ensure that the 
information contained in this document is correct as at the time of printing, but 
the Commonwealth accepts no liability for any loss or damage resulting directly 
or indirectly from reliance on this information or from subsequent changes to the 
currency of the information.
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