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Abstract

Original Article

IntroductIon

Nearly, a third (34%) of the general population in low- and 
middle-income countries suffers from chronic pain.[1,2] India 
has a high prevalence of chronic cancer pain (0.4%) and chronic 
noncancer pain (19.3%), yet most patients are deprived of 
essential opioids.[1,3-5] This underutilization disproportionately 
affects low- and middle-income countries.[6,7] On the other 
hand, developed nations are facing opioid misuse crisis due to 
the increasing use of opioid analgesics for chronic noncancer 
pain.[8] Absence of training and awareness in medical 
practitioners has been identified as a key factor responsible 
for inequitable use of opioid analgesics.[9]

In India, restrictive drug supply systems and lack of clear 
policies on pain management are primary reasons for 

inadequate use of opioid analgesics.[5,10] Efforts have been 
made to streamline standard operating procedures for the 
prescription of certain opioid analgesics, that is, essential 
narcotic drugs (END) in India for medical and scientific 
use.[11] Still, certain issues related to opioid analgesics remain: 
lack of training of medical practitioners toward use in pain 
management, concerns about licensing requirements, and fear 
of legal sanctions upon prescribing.[12,13]

Context: Inadequate training of medical practitioners is a key factor responsible for inappropriate use of opioid analgesics. Aims: We assessed 
the current knowledge, attitude, prescribing practices, and barriers perceived by the Indian medical practitioners in three tertiary care hospitals 
toward the use of opioid analgesics. Subjects and Methods: Web-based survey of registered medical practitioner employed at three chosen 
tertiary health care institutions in New Delhi. Statistical Analysis Used: Descriptive analysis of survey responses was carried out. Comparative 
analysis was done using Chi-square test, independent samples t-test, and Pearson correlation coefficient. Results: The response rate was 
10.4% (n = 308). Two-thirds of the participants (61.7%) had never received formal pain management training, and 86.7% participants would 
like further training. Most participants (71.1%) agreed that opioids should be prescribed in cancer pain, while 26.3% agreed that opioids should 
be prescribed in noncancer pain. Half of the participants agreed that SOS (if necessary) dosing schedule (48.4%), low dosage (61.7%), and 
short duration of use (51.4%) could decrease the harmful effect of opioids. Lack of information about opioid-related policies and addiction 
potential were identified as the most common barriers to prescribing opioids. Those seeing more patients with chronic noncancer pain come 
across opioid misuse and diversion more often (P = 0.02). Those who understood addiction were more likely to agree that patients of chronic 
cancer pain with substance use disorders should be prescribed opioid analgesics (P < 0.01). Conclusions: Indian medical practitioners felt the 
need for formal pain management training. There is a lack of consensus on how to manage the pain using opioid analgesics. Tough regulations 
on medical and scientific use of opioids are the most commonly reported barrier to prescribing them.
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Cross-sectional surveys have been conducted in various 
formats to assess medical practitioners’ knowledge, attitudes, 
and perceived barriers in various regions of the world.[14-21] A 
30-year apart analysis medical practitioners from Wisconsin, 
USA, demonstrated a consistent lack of information 
about existing regulations and effective pain management 
strategies.[22,23] They had negative attitudes and perceptions 
toward prescription of opioid analgesics; 90% of the 
participants believed that prescribing opioid analgesics in 
those with a history of substance use disorders are illegal. 
Such findings have been replicated in other regional and 
nationwide studies from the USA.[13,24,25] Participants have 
reported insufficient training in pain management and showed 
reluctance in using opioid analgesics due to tough regulations. 
Surveys in Europe to assess the knowledge and attitude of 
medical practitioners regarding pain management and opioid 
analgesic use have reported similar findings.[26,27] In Asia, 
surveys have been carried out in Bangladesh, Malaysia, 
Taiwan, Iran, Israel, Korea, China, and Thailand.[16-23] These 
surveys suggest a lack of clear understanding of the clinical 
guidelines on pain management and opioid analgesic use, 
and a majority do not use opioids where indicated. The main 
barrier was tough regulations. A policy analysis showed weak 
impetus for training in pain management.[28] We aimed to 
analyze the knowledge, prescribing practices, attitude, and 
barriers perceived by the Indian medical practitioners toward 
the use of opioid analgesics. This information could be used to 
modify existing training programs and introduce new training 
modules to improve pain management in India.

SubjectS and MethodS

Study procedure
This is a cross-sectional web-based survey. The inclusion 
criterion was being a registered medical practitioner employed 
at one of the three chosen tertiary health care institutions in 
the National Capital Region. Convenience sampling method 
was used. Meetings were held with department heads at the 
hospitals to discuss the study, obtain their support, obtain contact 
details, and promote participation. Initial E-mail invitations 
contained two links: one to the study website which provided 
further information regarding the study and research team, 
and one to access the survey. Contact was also made through 
text message with an embedded participation link to increase 
the response rate.[29] They were assured of anonymity and 
data protection and were informed about the objective of the 
survey and approximate time taken to complete the survey. The 
recipients were asked to open the link and begin the survey if they 
consented. Nonresponders were sent up to two E-mail and text 
message reminders each at an interval of 2 weeks and 1 week, 
respectively, to increase the response rate.[30] Duration of the study 
was from June 2017 to May 2018. Ethical approval for the study 
was obtained from the ethical review boards of each institution.

Questionnaire
It consisted of 33 items in these domains: (1) background 
information on qualifications, specialty, years of clinical practice, 

and the past training in pain management; (2) knowledge 
regarding clinical guidelines for prescription of opioid 
analgesics in clinical practice; (3) attitude toward prescription 
of opioid analgesics; (4) barriers perceived to prescribing opioid 
analgesics; and (5) knowledge about national policies regarding 
opioids. The questionnaire was designed to take approximately 
15 minutes to complete. This time limit falls within the range 
of ideal web survey filling time of 10 min and a maximum 
desirable survey filling time of 20 min.[31] Answering all 
questions was mandatory for successful submission.

Statistical analysis
Data were analyzed using IBM Corp. Released 2015. IBM SPSS 
Statistics for Windows, Version 23.0. (Armonk, New York, 
USA: IBM Corp.).[32] Descriptive analysis and cross-tab testing 
were used to summarize the data and Chi-square analysis, 
and independent samples t-test was used to determine the 
relationship between variables. Correlation analysis using 
Pearson’s correlation coefficient was done to measure the 
correlation between independent continuous variables.

reSultS

A total of 308 medical practitioners participated in the survey 
with a response rate of 10.4%. Figure 1 provides a graphical 
representation of the specialties that the participants were 
currently practicing in. Table 1 provides an overview of the 
participants’ training and current practice. Two-thirds of the 
participants (61.7%) reported that they had never received 
any formal training in pain management, while 38.5% of 
the participants had. There was a significant association 
between seeing more cancer pain patients in the past year 
and having received formal pain management training 
(t = −3.93, P < 0.01) with those who had seen more cancer 
pain patients having a greater likelihood of receiving training. 
Figure 2 gives an overview of the past pain management 
training of the participants and when they received it. 
Eighty-six percent (86.7%) participants were interested in 

Figure 1: Pie chart representing the current medical specialties that the 
respondents were practicing in
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further pain management training, while 6.8% felt that they 
didn’t need further training. Those who wanted to pursue 
further training had significantly lesser number of years of 
clinical practice (15.5 ± 11.1 years) compared to those who 
did not want to pursue further training (21.5 ± 12.6 years), 
t (307) = 3.140, P = 0.002. Seventy-eight percent (78.6%) of the 
participants reported that they had never faced any unwanted 
attention from the authorities as a result of prescribing opioids.

Knowledge
Table 2 gives an overview of the respondent’s knowledge, 
attitude, and prescribing practices regarding opioid use for 
pain management. There was a significant association between 
being aware of the World Health Organization (WHO) pain 
ladder and agreeing that opioids should be prescribed to those 
suffering from moderate to severe cancer pain (χ2 = 335.942, 
P < 0.01). Those seeing more cancer pain patients were also 
more likely to be familiar with the WHO analgesic pain 
ladder (t = 3.82, P < 0.01) and were more likely to believe 
that opioids were mainstay treatment for cancer pain (t = 3.16, 
P < 0.01). There was a significant association between 
believing that administering opioids in an SOS dosing schedule 
could decrease the harmful effect of opioids such as addiction, 
and that opioid dosage should be lower than the required 
dosage so as to avoid adverse effects (χ2 = 12.58, P < 0.01). 
Those treating more cancer pain patients were significantly 
more likely to believe that SOS dosing schedule should be 
used to decrease adverse effects due to opioid use (t = −2.83, 
P < 0.01), and that opioids should be prescribed at a much 
lower dose than indicated, so as to avoid adverse effects and 
addiction (t = −2.27, P = 0.02). They were also more likely 
to disagree with the statement that an individual is bound 
to get addicted to prescribed opioids (t = −2.02, P = 0.04). 
Similar associations were not observed based on a number of 
noncancer pain patients seen in the past 1 year.

The participants’ knowledge regarding addiction was tested. 
Figure 3 provides a graphical representation of the response 

chosen by participants to what they mean by addiction. There 
was a statistically significant association between having 
received pain management training and accurately defining 
addiction (χ2 = 7.59; P = 0.02) with 46% of those who received 
pain management training correctly defining addiction, while 
only 32.3% of those who did not receive pain management 
training correctly defined it. There was a significant association 
between the perception that long-term use of opioid analgesics 
might or might not be bound to result in addiction and being 
aware of the correct meaning of the term addiction (χ2 = 28.26, 
P < 0.001) with 64% of those who correctly defined addiction 
disagreeing with the statement while only 34.1% who 
incorrectly defined addiction agreeing with it. Similarly, there 
was a significant association between the perception that lower 
doses of opioid analgesics may or may not be safer to avoid 

Table 1: Sample characteristics, n=308

Characteristics n (%)
Designation

Consultant 163 (54)
Senior resident 57 (18.5)
Junior resident 45 (14.6)
Others 43 (13.9)

Number of years of clinical practice, mean (years) 16.29±11.47
Number of patients seeking treatment for chronic cancer 
pain seen in the last 12 months*

None 122 (39.7)
≤10 105 (34.2)
>10 80 (26.1)

Number of patients seeking treatment for chronic 
noncancer pain seen in the last 12 months

None 49 (16)
≤10 97 (31.6)
>10 161 (52.4)

*This was calculated as the number of years since completing MBBS 
final year at the time of responding to the survey

Figure 2: Pie chart representing the response of respondents to query 
about the past formal training in pain management Figure 3: Pie chart representing the response of respondents to query 

about addiction
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addiction and adverse effects and being aware of the correct 
meaning of the term addiction (χ2 = 9.8, P = 0.02) with 82% 
of those who correctly defined addiction disagreeing with this 
statement and 66.5% of those who incorrectly defined addiction 
disagreeing with it. The participants were asked if they were 
aware of what is meant by END as per a recent amendment to 
the Indian narcotic drugs and psychotropic substances (NDPS) 
act. About 60.1% of the participants reported that they were 
aware, while 29.5% reported that they were not aware of the 
act. The remainder 10.4% reported that they were unsure about 
its specifications.

Attitude and barriers perceived
There was a significant association between number of cancer 
pain patients seen in the past 1 year and believing that opioids 
are overprescribed for chronic cancer pain with those seeing 
more of these patients being less likely to believe that it is 
true (t = 3.29, P < 0.01). Those seeing greater number of 
patients with chronic noncancer pain were more likely to report 
diversion, and misuse is a problem in their practice (t = 2.3, 
P = 0.02). Next, the participants were presented with five 
clinical situations where opioid prescriptions could be written. 
They were asked about the clinical and legal acceptability 
of prescribing opioids in these situations. The distribution 
of responses is presented in Figure 4 in a graphical format. 
About 61% of the participants felt that it is appropriate both 
legally and clinically to prescribe opioids in acute pain due to 
trauma. In the situation of chronic cancer pain, 87% felt that 
it is clinically and legally acceptable. This number dropped 
to 37.7% when the patients in question were those suffering 
from chronic cancer pain and had a history of substance abuse. 
Those who correctly identified the definition of addiction were 
significantly more likely to feel that patients of chronic cancer 
pain with substance use disorders should be prescribed opioid 
analgesics (χ2 = 23.94; P < 0.001). In case of chronic noncancer 
pain, an even smaller proportion of the participants, that is, 
29.5% felt that it is accepted practice both medically and 
legally, while if the scenario was changed to chronic noncancer 
pain with comorbid substance use; the proportion who felt 
that it is lawful and generally acceptable medical practice 
dwindled to 12.3%. Specifically, the participants were asked 
about the potential barriers to prescribing opioid analgesics in 
India. Figure 5 is a graphical representation of the responses 
chosen by participants as barriers experienced by them. The 

Table 2: Distribution of responses to queries regarding 
the knowledge, attitude, and prescription patterns, n=308

Question Responses, n (%)
Are you aware of the WHO analgesic ladder of 
pain management?

Yes 169 (54.9)
No 139 (45.1)

Are you aware that the government of India has 
reclassified some opioids as essential narcotic 
drugs (end) under the NDPS Act for the purpose 
of pain management, palliative care, and opioid 
substitution therapy

Yes 185 (60.3)
No 122 (39.7)

Oral opioid therapy is the mainstay approach 
for the treatment of moderate-to-severe cancer 
pain

Agree 219 (71.1)
Disagree 36 (11.7)
Not sure 53 (17.2)

Oral opioid therapy is the mainstay approach for 
the treatment of moderate-to-severe noncancer 
pain

Agree 81 (26.3)
Disagree 161 (52.3
Not sure 66 (21.4)

Administering opioids in an SOS dosing schedule 
can decrease the harmful effect of opioids such as 
addiction or adverse effects

Agree 150 (48.7)
Disagree 110 (35.7)
Not sure 48 (15.6)

The opioid dosage patients receive should be 
much lower than the required dosage so as to 
avoid addiction or adverse effects

Agree 82 (26.6)
Disagree 190 (61.7)
Not sure 36 (11.7)

If a patient is prescribed opioids analgesics for 
long, he is bound to get addicted

Agree 161 (52.2)
Disagree 114 (37)
Not sure 33 (10.7)

Opioid analgesics are overprescribed for patients 
with chronic cancer pain

Agree 77 (25.1)
Disagree 158 (51.5)
Not sure 72 (23.5)

Opioid analgesics are overprescribed for patients 
with chronic noncancer pain

Agree 97 (31.6)
Disagree 137 (44.6)
Not sure 73 (23.8)

Diversion and misuse of opioid pain medicines are 
a problem in my practice**

Agree 111 (36.2)
Disagree 130 (42.3)
Not sure 66 (21.5)

Contd...

Table 2: Contd...

Question Responses, n (%)
I would like to obtain further training and 
education on the policies and guidelines regarding 
prescription of opioid analgesics in India

Agree 267 (87)
Disagree 21 (6.8)
Not sure 19 (6.2)

**Operational definitions of opioid misuse and diversion were provided 
in the survey. NDPS: Narcotic drugs and psychotropic substances
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correlation between years of practice and number of barriers 
perceived was moderate (r = 0.43, P = 0.12) but statistically 
insignificant. Those who saw more patients with chronic 
noncancer pain perceived more barriers (r = 0.12, P = 0.04). 
Fourteen percent of the participants felt that all five options [as 
shown in Figure 5] were potential barriers to opioid analgesic 
prescription. While those who felt that they have received 
inadequate training in pain management perceived more 
barriers in prescribing opioids, the difference in the number 
of barriers perceived by two groups was not statistically 
significant (t = −0.83, P = 0.41). Those who felt that addiction 
potential was a barrier to prescribing opioid analgesics were 
not more likely to report that they have not received adequate 
training in pain management (χ2: 0.21, P = 0.65).

dIScuSSIon

This was the first web survey of medical practitioners practicing 
in India on their knowledge, attitude, and perceived barriers 
regarding prescribing opioid analgesics. The web survey was 
chosen since it is economical and provides flexibility and 
privacy.[33] The study population consisted entirely of medical 
practitioners, so complete Internet coverage of the population 
being studied can be assumed.[34] The clinical practice profile 
of the sample indicates that more than half had treated at least 
ten patients for chronic pain in the past 1 year, so this is a 
relevant group to assess.

Knowledge regarding the use of opioid analgesics formed 
an important component of the survey. Various clinical 
and ethical guidelines have been formulated to guide pain 
management, especially to avoid the misuse of opioids 
during the management of chronic pain. However, there is a 
lack of consensus on how to predict or identify aberrant drug 
use-related behavior.[35-37] Indian medical practitioners have 
vocalized the need to have culturally appropriate guidelines 
that are created keeping in mind, the regulatory policies and 
lack of prior training opportunities.[10,38-40] The assessment of 
knowledge showed that most participants (71%) accurately 
expressed that opioid analgesics should be the mainstay of 

moderate-to-severe cancer pain treatment, and this response 
was significantly associated with having prior knowledge of 
the WHO ladder. Studies in the Southeast Asian region and 
assessments of prescription patterns for Indian cancer patients 
too have shown that most of them received opioid analgesics. 
However, despite severe pain being reported, a large proportion 
of patients are prescribed weak opioids.[41] Only a small 
proportion of participants (26.3%) reported opioids as preferred 
agents to manage moderate-to-severe noncancer pain, and 
52.3% felt that they should not be prescribed in such cases. 
According to the most recent guidelines on the management 
of chronic pain, the use of opioids for nonmalignant pain is 
not contraindicated.[35] Rather, pain management needs to be 
individualized according to the needs of the patient.

One-third of the participants reported having received formal 
training in pain management, and a majority (86.7%) expressed 
interest in further training. Those with lesser number of years 
in clinical practice were more likely to feel that they need 
further training in pain management. Research suggests that 
a doctor’s initial training has a significant impact on opioid 
prescribing practices, especially for those who are less likely 
to receive specialized pain management training during 
postgraduate course.[42] A lack of opportunities in specialized 
training in pain medicine and opioidophobia are key obstacles 
in availing pain management training by the Indian medical 
practitioners.[43] This finding has been replicated internationally 
also.[12,16,17,19,20,44,45] In a multisite survey on Asian medical 
practitioners (n = 463), medical school training on opioid use 
was considered inadequate by 30.5% of medical practitioners, 
and 55.9% indicated ≤10 h of continuing medical education 
on this subject.[44] In our study, having received formal 
pain management training was associated with a greater 
likelihood of defining addiction accurately. Thus indicating 
that formalized training might help to reduce opioidophobia 
and aberrant opioid use.[46]

Those who defined addiction accurately were more likely to 
disagree with statements that long-term use of opioids is bound 
to lead to addiction and that lower than adequate dosage of 
opioid analgesics should be prescribed to avoid addiction and 
other adverse effects. Further, belief that opioids can be safely 
prescribed to those with chronic cancer pain, and comorbid 
substance use disorder was associated with knowledge of what 
constitutes addiction. Comorbid substance use disorder has 

Figure 4: A graphical representation of responses to queries on attitude 
toward opioid prescription in various clinical scenarios. Y‑axis denotes 
the number of respondents who chose that response

Figure 5: Graphical description of the barriers experienced by the 
respondents for prescribing opioids
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been associated with an increased risk of opioid misuse.[47-49] 
However, risk factors such as young age, comorbid mental 
health problems, and poor psychosocial support are equally 
important before deciding, if opioid analgesics are to be 
withheld.[35,50-52]

While there is a lack of consensus on what is the best way to 
prescribe opioid analgesics, the validity of the WHO pain ladder 
has withstood time.[53,54] Fifty-five percent of the participants 
reported knowledge of the WHO ladder for cancer pain 
management, and a majority disagreed that opioid analgesics 
are overprescribed to patients with moderate-to-severe cancer 
pain. This is also reflected in a prescription pattern survey 
done in an Indian palliative care unit, where it was seen 
that opioids were the most commonly prescribed analgesic, 
and 90% of patients with moderate-to-severe pain were 
prescribed morphine.[55] In another Indian study (n = 138), 
80% of those cancer pain were prescribed opioids, while 
strong opioids were used to manage severe cancer pain where 
indicated.[56] On the contrary, in a multisite survey of Indian 
tertiary cancer hospitals (n = 1600), it was seen that 67% of 
patients reported inadequate pain management.[57] In another 
retrospective chart review (n = 435), it was seen that while 
opioids were used in 80% instances of cancer pain, the dose 
used was inadequate and only 31.5% of the patients in severe 
pain received morphine.[58] About half of the participants 
noted that opioids are not overprescribed in those with cancer 
pain, while 25% felt that it was overprescribed. That being 
said, opioids are the most commonly prescribed analgesics to 
cancer patients in India tertiary units (47%–80%).[55,58] These 
findings indicate inadequacies and inconsistencies in opioid 
prescribing practices, which are seen in our study findings too. 
A majority either agreed or was unsure that opioid analgesics 
should be prescribed only in SOS doses. A majority felt that 
prescribing opioids for a longer duration would definitively 
lead to addiction. At the same time, most participants disagreed 
with the statement that opioids should be prescribed at a 
lower dose than indicated to avoid any adverse outcomes. 
A meta-analysis of studies where opioids were prescribed 
for ≥6 months found that iatrogenic opioid addiction occurs 
rarely (0.27%).[59] Certain large-scale cohort studies indicate 
that a longer duration of opioid use is associated with reduced 
functionality outcomes and impaired quality of life.[60-62] 
Dose of ≥50 morphine milligram equivalents and early dose 
escalations are associated with increased morbidity and 
mortality as per studies.[63-67] These conflicting attitudinal 
beliefs mirror the relative lack of evidence on the long-term 
effectiveness of opioid analgesics and lack of evidence on the 
efficacy of opioids as part of a multidisciplinary treatment 
program.

The participants were asked if they are aware of the END 
amendment in the NDPS act. Around 40% of the participants 
were either unaware of or wrongly identified the key 
provision of the END amendment. This is a problematic 
finding in light of the fact that the Indian government has 
recently amended the NDPS act to increase the availability 

of narcotics and guidelines on how to stock END as per the 
amended act have been recently published.[11] There is an 
increasing demand to disseminate information on ENDs and 
restructure medical education to include pain management 
and palliative care.[68,69] Another contributory factor to reduce 
awareness on ENDs could be that its implementation faces 
bureaucratic delays.[10]

Access to palliative care in India is facing challenges, a 
formidable one being lack of easy access to opioid analgesics.[69] 
The study participants reported a lack of knowledge about 
opioid-related policies, administrative hurdles in prescribing 
opioids, and fear of scrutiny by law enforcement bodies to 
be the most common barriers to prescribing opioids for pain 
management. A recent review of the Indian literature also 
showed that stringent regulations on opioid analgesics and 
lack of awareness and prescribing practices and attitudes of 
Indian medical practitioners are acting as major deterrents to 
the treatment of chronic pain in India.[45] Complex rules about 
opioid prescription and increased paperwork have impeded 
optimal opioid use in Poland since the past decade.[70] A need 
assessment study on palliative care education for medical 
undergraduates (n = 326) in India showed that morphine was 
considered to be addictive in a palliative care setting by 89% 
of the participants.[71] In this survey too, the addiction potential 
of opioids was a commonly perceived barrier to prescribing 
them. A recent nationwide survey shows that about 1.08% 
of the Indians aged 10–75 have reported nonmedical use of 
prescription drugs.[72] This is low when compared to rates of use 
in Europe and the United States.[73,74] One of the factors could 
be low prescribing rates due to high-perceived risk of addiction 
and other adverse effects. Negative connotations regarding 
analgesic therapy (especially morphine) for chronic pain have 
been seen previously in Indian patients (n = 59) as well as 
palliative care specialists (n = 28).[75] A majority of participants 
disagreed or were unsure about diversion and misuse of opioids 
being a problem in their practice. Research too shows lack 
of discrepancy in the Indian system of morphine production 
and distribution.[76] Current epidemiological research does not 
indicate a predominantly iatrogenic etiology of prescription 
drug abuse in India.[77]

This survey has certain limitations. First of all, purposive 
sampling was done, and the survey was limited to a small 
sample size (n = 308) in three tertiary hospitals in the National 
Capital Region. This reduces the generalizability of the 
study sample. The response rate (10.4%) was low despite 
two reminders being sent when compared to response rates 
of medical practitioners to web surveys.[78] An analysis of 
incomplete survey responses might have increased the power 
of the study. Assessment of knowledge of government policies 
was limited to a single question on the “END” amendment and 
could have been more detailed. Finally, the researchers cannot 
rule out responses as a result of the survey link being shared 
by recipients. Despite these limitations, this survey helps to 
understand the scope of the work to improve pain management 
training in India.
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concluSIonS and future dIrectIonS

The current knowledge, attitude, and prescribing practices 
of Indian medical practitioners indicate that there is room 
for improvement. They have expressed a need for further 
pain management training and most report regulatory and 
policy hurdles in prescribing opioids. While most agree that 
it is appropriate to prescribe opioids for moderate-to-severe 
cancer pain, the responses about prescription patterns indicate 
a lack of clarity about dosing and length of treatment with 
opioids. General consensus needs to be built on how to use 
opioid analgesics in India, and pain management should 
be stressed upon in the medical undergraduate curriculum. 
Further, research on specific knowledge lacuna highlighted in 
this study would help fine-tune the government policies and 
training programs concerned with the medical and scientific 
use of opioid analgesics.
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