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Abstract
Background: Pain continues to remain an issue in the general population 

even though studies have demonstrated that adequate pain management 
is possible with the use of opioids. This could be related to unwarranted 
opiophobia among patients and healthcare professionals, which hampers 
administration of opioids for effective pain relief.  The purpose of this study 
is to investigate the knowledge of Australian junior doctors concerning pain 
management and opioid use. 

Methods: A questionnaire study was carried out over a total of 32 
medical interns and residents. Statistical analysis was conducted to test for 
significance of data. 

Results: Overall, Australian junior doctors were equipped with 
basic knowledge to effective pain management e.g. that opioids are not 
exclusive to use in cancer patients (100.0%); analgesics and opioids can 
be combined in the treatment of pain (96.8%); in the management of 
pain it is important to differentiate between nociceptive and neuropathic 
pain (93.8%). Also, 93.8% of respondents agree that they always take 
a comprehensive pain history, 62.5% find providing good pain control 
complex and 56.3% find patients’ fear of addiction a barrier to effective 
use of opioids in practice. More than half of the junior doctors expressed 
interest in additional education related to pain management and the most 
popular subject indicated was opioid rotation (86.4%).

Conclusions: Although basic knowledge amongst junior doctors was 
sufficient, there are several key areas that could be improved on. These 
include combination of opioid drugs in pain management, opioid rotation, 
dosage calculation and the fear to start opioid administration. A properly 
designed education plan should have been developed by the teaching 
hospitals to ensure a systematic transfer of pain management knowledge 
to junior doctors. 

Introduction
Pain is a multidimensional and complex response to cellular 

damage. Perception of pain is influenced by many factors, such 
as age, culture, past experience and mental state, rendering it 
difficult to be measured objectively. Patients’ self-report on 
pain and their manifested behaviour is believed to be the best 
assessment method [1]. In Australia, one in five people of all ages 
were found to live with chronic pain. In people above 65 years old, 
the prevalence is one in three [2]. Among cancer patients, one-
third would have already experienced pain prior to diagnosis and 
the percentage increases to 65-85% as the cancer progresses [3]. 

In order to regulate the standard of pain management, the 
analgesic ladder was developed in 1986 by the World Health 
Organization (WHO) [3]. In Australia, the National Health and 
Medical Research Council (NHMRC) has taken similar steps by 
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setting clinical guidelines for acute pain management. A National 
Pain Strategy targeting patients suffering from acute, chronic 
and cancer pain was implemented to facilitate a proper pain 
management network across the Australian healthcare system 
[4,5]. 

However, there is still evidence of the inadequate treatment of 
pain. Half of the patients continue to be found to be under-treated 
despite the fact that adequate pain relief has been demonstrated 
to be possible among no less than 70% of patients [3,6-8]. Such 
findings generate considerable concern because clinical studies 
have shown that consequences of inadequate pain relief are 
detrimental to the physical condition, emotional status and social 
interaction of patients [7].

The continuing existence of under-treatment of pain can 
be due to the negative perceptions concerning pain treatments 
among patients. Examples are myths of opioid addiction, the 
side effects of medication and the reluctance to report pain 
unless the pain was intolerable [3,6,9-11]. In addition to that, 
other studies suggest that professional beliefs and attitudes 
to pain management might be another issue underpinning the 
current problem. Some studies suggested that certain doctors 
are reluctant to prescribe opioids or even if they do, they fail 
to foresee potential side effects or provide adequate dosage 
[6,11-13]. Subsequent findings also revealed that there are 
certain myths and beliefs held collectively by doctors and persist 
despite being scientifically invalidated. Examples of such are 
that: pain is inevitable and should be tolerated; opioid, instead 
of barbiturates, is choice for palliative sedation; increasing 
opioids accelerates death; side effects of opioids such as nausea 
and drowsiness are unavoidable [6,11-14]. Such poor pain 
management practices reflect a lack of knowledge about opioid 
pharmacology, basic pain assessment skills and an unnecessary 
fear of addiction among practitioners albeit the availability 
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of evidence-based guidelines on pain relief [6,7,14-21]. This 
gap in knowledge stems from an inadequate emphasis on pain 
management during undergraduate and postgraduate training 
[7,19,22-24]. An American study demonstrated that a mandatory 
palliative care rotation has improved the skills of residents in 
assessing and managing pain symptoms (range in improvement 
from 26% to 67%, p < 0.05) because sufficient time was set aside 
to acquire and reinforce clinical skills [25].  This observation may 
substantiate the move to change the current residency training 
system in Australia whereby palliative care rotation is elective 
and not compulsory. This is to ensure that junior doctors are 
given proper guidance and clinical opportunities to effective pain 
management. 

In Australia, there are specialist palliative care services 
addressing the problem of both acute and chronic pain covering 
most regions [26]. However, there is still a shortage of specialists 
in pain management thus requiring general practitioners (GPs), 
the primary carers of the Australian population, to shoulder the 
load. Unfortunately, despite the significant role that GPs ought to 
play in pain relief, many continue to express a disinclination to 
care for patients who are in pain due to lack of confidence and 
experiences in managing pain. The consequence of such attitudes 
can be drastic as pain is commonly manifested among patients 
who are terminally ill and they would prefer GPs to take care of 
them at home [16,23,26-28]. Therefore it is imminent to educate 
junior doctors in terms of both knowledge and having the right 
attitudes to serve a growing population greatly in need of pain 
relief as they may venture in future general practice.  

The primary objective of this study was to identify the level of 
proficiency of Australian junior doctors on opioid pharmacology, 
calculation, tolerance and addiction. The knowledge tested 
includes basic opioid understanding that should be familiar to 
all doctors. The gaps in their knowledge are also addressed. The 
secondary objective was to highlight the need of a compulsory 
palliative care term through comparing the level of knowledge 
between participants who have undergone haematology and 
oncology or palliative training postings and those who have not 
undergone these postings. 

Methods
Recruitment

Ethics approval was obtained from the University of New 
South Wales Human Research Ethics Committee and South 
Western Sydney Human Research Ethics Committee. A cross-
sectional survey was then conducted in Liverpool Hospital, 
South Western Sydney in October 2012. Participants recruited 
were medical interns and residents in the hospital. Informed 
consent was obtained before the commencement of the study. A 
questionnaire was given to them and collected upon completion. 
An online survey form was also emailed to potential subjects. All 
participants’ information was kept confidential and de-identified. 
Non-responders were given at least 2 phone call reminders. A 
total of 40 survey forms were handed out to medical interns and 
residents and 32 of them completed the questionnaire. 

Survey

The questionnaire was adapted from a published study 
from a Dutch research group after consent was obtained from 
the authors14. The questionnaire was then modified to suit 
the Australian context particularly removing questions about 
shortening of life, as euthanasia is illegal in Australia. There are 
mainly 3 types of questions in the questionnaire: knowledge 
statements with two options “true” and “false”, attitude 
statements with five options “ completely disagree”, “disagree 
more than agree”, “neutral”, “agree more than disagree” and 
“completely agree”, experience and opinion statements with four 
options “never”, seldom”, “sometimes”, and “often”. Participants 
were also required to fill in their background details and grade 
their knowledge about pain management on a scale of 1-10 prior 
to and after completing the survey.

Analysis

All completed questionnaires were analysed using SPSS 
version 20.0. Differences in answers between those who have 
undergone haematology and oncology or palliative training and 
those who have not were calculated using Pearson’s chi-square 
test with a significance level of p<0.05. Fisher’s exact test was 
applied when the sizes of cell are less than five. Also, the mean 
score between the two groups were compared using a non-
parametric Mann-Whitney U test. A Cronbach’s lpha test was 
conducted to measure the overall reliability of the questionnaire. 
The option “don’t know” in the knowledge statement category 
was considered as having answered the question wrongly. The 
option “fully agree” was merged into the category “agree” when 
analysing the attitudes of physicians to pain and when prescribing 
opioids. The correlation between the self-graded score after 
completing the questionnaire and whether the responder has 
undergone postings was calculated. 

Results
Background characteristics

The background characteristics of participants are presented 
in Table 1. Doctors who have undergone haematology and 
oncology or palliative care postings graded themselves higher 
in both settings-prior to and after completion of questionnaire. 
Overall, both groups graded their knowledge on opioids and pain 
management lower at the end of the survey with more significant 
decrease in the group who did not go through the postings. The 
self-graded knowledge scale had a high reliability, Cronbach’s 
alpha = 0.93. The relationship between whether one has 
undergone postings and perceived knowledge upon completion 
of survey was investigated using Pearson product-moment 
correlation coefficient.

Knowledge statements

The responses of doctors to the knowledge statements are 
summarised in Table 2.  The questions asked are listed with the 
correct answer bolded. A Mann-Whitney U Test was conducted. 
The numbers of correct answers scored were higher among 
participants who have undergone haematology and oncology 
or palliative training postings (Median = 7.29) than those who 
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Underwent postings
n = 10

%

Without postings
n = 22

%

Total
n = 32

%

Gender

Men 70.0 36.4

Women 30.0 63.6 543.1

Grade before completing questionnaire

< 5 20.0 54.5 43.8

5–6 30.0 13.6 18.8

>6 50.0 31.8 37.5

Average grade (6.40) (5.59) (5.84)

Grade after completing questionnaire

<5 20.0 63.6 50.0

5–6 40.0 18.2 25.0

>6 40.0 18.2 25.0

Average grade (6.30) (5.23) (5.56)

Table 1: Background characteristics of participants.

Underwent postings
n = 10

%

Without Postings
n = 22

%

Total
n = 32

%

PAIN

1.   In the management of pain it is important to differentiate between 
nociceptive and neuropathic pain

% True
% False

90.0
10.0

95.4
4.5

93.8
6.3

2.   Administration of opioids early on in the disease hampers good 
pain control later on in the disease process

% True
% False

20.0
80.0

27.3
72.7

25
75

3.   Opioids may cause or worsen pain % True
% False

40.0
60.0

31.8
68.1

34.3
65.7

OPIOIDS

4.   Once opioids have been started, other analgesics should be 
discontinued

% True
% False

0
100.0

4.8
95.2

3.2
96.8

5.   Opioids are only indicated for cancer patients % True
% False

0
100.0

0
100.0

0
100.0

6.   Simultaneous prescription of a weak opioid (e.g. tramadol) and a 
strong opioid (e.g. morphine) is contra-indicated* % True

% False
40.0
60.0

4.5
95.5

15.6
84.4

7.   Decreased renal function raises plasma concentration of 
morphine

% True
% False

90.0
10.0

71.4
28.6 75.0

25.0

8.   Opioids have a maximum dosage % True
% False

40.0
60.0

47.6
52.4

43.8
53.2

SIDE EFFECTS

9.   Life threatening respiratory depression is a real danger when 
titrating morphine against pain

% True
% False

80.0
20.0

81.8
18.2

81.3
18.7

10. Drug management of nausea in treatment with opioids is 
evidence-based*

% True
% False

90.0
10.0

100.0
0

96.9
3.1

OPIOID ROTATION

11. You would like to switch from oral oxycodon (60mg daily) to a 
transdermal fentanyl patch. What does should be used?

%25/50
% Other 40.0

60.0
22.7
77.3

28.1
71.9

MEAN SCORE (6.70) (5.55) (5.91)

Table 2: Responses to the knowledge statements between the 2 groups.

* Indicates p<0.05 using Pearson Chi-square test
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have not undergone any postings (Median = 5.50), U = 58.50, z 
= -2.14, p<0.05 and it represents a medium-sized effect r = 0.38. 
The questions which most respondents answered incorrectly are 
“Opioids may cause or worsen pain” with 34.3% correct answers, 
“life threatening respiratory depression is a real danger when 
titrating morphine against pain” with 18.7% correct answers, 
“simultaneous prescription of a weak opioid and a strong opioid 
is contraindicated” with 15.6% correct answers, and “drug 
management of nausea in treatment with opioids is evidence-
based” with 3.1% correct answers.

Attitudes and experiences in pain and opioids 
prescription

The attitudes and experiences of doctors in pain and 
opioid prescription are demonstrated in Table 3. The majority 
of the practitioners (93.8%) agreed that they always take a 
comprehensive pain history. More than half of them (62.5%) 
reported finding good pain control complex. It is also shown 
that participants who did not undergo any postings tended to 
delay the prescription of opioids as long as possible and felt 
that nursing staff were reluctant to administer even after they 
prescribed the opioids. 

Side effects

The side effects reported by participants are listed in Table 4. 
Side effects that are most commonly picked up are constipation 
(96.9%), nausea (90.6%), drowsiness (71.9%) and delirium 
(56.3%). It is also observed that doctors who have undergone 
haematology and oncology or palliative care postings are 
more likely to report pruritus and life threatening respiratory 
depression as side effects. 

Attitudes and experiences in opioid rotation and 
tolerance

There is no significant difference (p>0.05) in opioid rotations 
attitudes between the two groups of doctors as demonstrated 
in Table 5. The majority of them rotate opioids in various 
circumstances. However, it is observed that those who have not 
gone through postings found calculating opioid dosages more 
difficult than those who have gone through the postings.  All of 
the doctors who went through the postings reported noticing 
that tolerance can develop in the usage of opioids as compared to 
86.4% of the participants from the group without postings. It is 
also noticed that 56.3% of doctors find patients’ fear of addiction 
is a barrier to usage of opioids in practice. 

Additional education 

The majority of the participants (56.2%) felt that there was 
inadequate education on opioids and pain management as shown 
in Table 6. Among these people, more doctors from the group 
who have undergone postings (70%) felt that there was not 
enough education as compared to those who have not (47.6%). 
The preferred modes of education are lecture style sessions 
(68.8%) followed by other written sources (e.g. handbooks) 
and peer group teaching (37.5%). Participants also indicated 
the subjects in which they are interested to receive addition 
education as demonstrated in Figure 1.  More than 50% of them 

showed interest in opioid rotation, palliative sedation, pain and 
symptom management, and pharmacology of opioids.

Discussion
It is challenging to study the level of knowledge among doctors 

with regards to pain management because there is no absolute 
right or wrong response to each question. Inconsistent training 
programs and learning experience have rendered doctors to 
have diverse pain management skills. Therefore, they may have 
good reasons to believe that their actions and management 
skills are suitable and correct based on their limited past clinical 
experiences. It is thus not appropriate to set a minimum number 
of questions to be answered correctly to determine the adequacy 
of a clinician. Results collected here can be postulated to reflect 
the general misconceptions held by junior doctors so that actions 
can be developed to rectify any knowledge gap.

In our study, an average of 6 out of 11 statements (54%) 
concerning junior doctors’ knowledge was answered accurately. 
Other similar studies that investigated physicians’ knowledge 
based on questionnaires demonstrated a wide range of scores, 
ranging from 24% to 63% [17,29,30]. However, it is difficult 
to compare the overall scores of our study with these studies 
because the questionnaires are not standardized across all studies 
and the investigated participants have different qualifications 
and clinical experiences. Also, these studies are conducted across 
different countries where pain management guidelines and 
educational curriculum vary. 

A few issues have been identified as lacking when the 
responses were analysed. Approximately two-thirds of the 
doctors were not aware that opioids might cause or worsen 
pain. Even though this is a rare effect, there is a growing body 
of evidence indicating that abnormal pain sensitivity does occur 
in patients who received opioid therapy. Instead of claiming that 
these patients have become pharmacologically tolerant to opioids 
and hence requiring more dosage to achieve the same analgesic 
effect, opioid-induced hyperalgesia could be the underlying 
reason for continuous pain complaints. Thus, clinicians should 
learn to distinguish opioid-induced pain sensitivity to tolerance, 
as different approaches are taken in managing these two side 
effects. In this case, increasing opioid dosage may even cause 
more pain to patients [31-33]. 

Also, less that one third (15.6%) of the doctors were aware that 
simultaneous prescription of a weak opioid and a strong opioid 
is contraindicated. However, there is a significant difference (p 
= 0.024) between the responses of the two groups of physicians 
with the group who has undergone postings performing better. 
This is not a true contra-indication per se in that no adverse 
reactions will occur; nevertheless, when adding tramadol, a weak 
opioid to morphine, a strong opioid, there is no reduction in pain 
whereas side effects increased [34,35]. 

As compared to Rurup’s study from which this questionnaire 
was modified from, the participants (three in four) were more 
aware that decreased renal function raises plasma concentration 
of morphine [14]. This result can be explained by the fact that 
Australia has constructed a statutory model that legislates 
continuing medical education in pain management as mandatory, 
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Underwent postings
n = 10

% Agree

Without postings
n = 22

% Agree

Total
n = 32

% Agree

PAIN

1. In case of a change in pain symptomatology, I always take a 
comprehensive history 100.0 90.9 93.8

2. In practice I find good pain control complex 80.0 54.5 62.5

3. With the current medical possibilities, pain is always controllable 10.0 27.3 21.9

4. When a patient is in pain, he/she will always indicate this 10.0 18.2 15.6

OPIOIDS PRESCRIPTION

1. When prescribing opioids, I always prescribe a maintenance dosage 
plus break-through medication when needed. * 70.0 90.9 84.4

2. Nursing/care staff are reluctant to administer the opioids I prescribe 0 13.6 9.4

3. I try to delay the prescription of opioids for as long as possible 0 9.1 6.3

Table 3: Attitudes and experiences in pain and opioids prescription.

* Indicates p<0.05 using Pearson Chi-square test

Underwent postings
n = 10

% Often/sometimes

Without postings
n = 22

% Often/sometimes

Total
n = 32

Constipation 100.0 95.5 96.9

Nausea 80.0 95.5 90.6

Drowsiness 90.0 63.6 71.9

Delirium* 70.0 50.0 56.3

Life threatening respiratory depression* 40.0 22.7 28.1

Pruritus* 40.0 13.6 21.9

Bladder retention 20.0 22.7 21.9

Loss of cognition* 10.0 18.2 15.6

Hyperaesthesia 20.0 13.6 15.6

Myoclonia* 0 9.1 6.3

Table 4: Experiences in reporting side effects.

* Indicates p<0.05 using Pearson Chi-square test

Underwent postings
n = 10

% Often/sometimes

Without postings
n = 22

% Often/sometimes

Total
n = 32

OPIOID ROTATION

1. I rotate opioids in general practices 70.0 72.7 71.9

2. I rotate opioids if pain control is inadequate 80.0 86.4 84.4

3. I rotate opioids in case of side effects 70.0 68.2 68.8

4. I find calculating opioids dosages difficult when rotating 50.0 72.7 65.6

TOLERANCE

1. I have noticed that tolerance can develop in the usage of opioids 100.0 86.4 90.6

2. Tolerance hampers the usage of opioids in pain control 70.0 81.8 78.1

3. Patients’ fear of addiction hampers the usage of opioids in practice 70.0 50.0 56.3

Table 5: Attitudes and experiences in opioid rotation and tolerance.

making pain relief an obligation for doctors [36]. The outcome 
of this legislation could have heightened the awareness of 
Australian doctors regarding complications of opioid therapy, 
resulting in a relatively competitive performance compared to 
their international counterparts. 

Results showed that the majority of the junior doctors 
(96.9%) failed to realize that medicine treatment for nausea in 

opioid therapy is not completely evidence-based. Therapeutic 
recommendations are in fact established based on long years of 
anecdotal and clinical experience rather than a set of established 
guidelines [37]. 

Junior doctors who did not go through haematology and 
oncology or palliative care postings (p<0.05) were found to be 
less likely to report respiratory depression as a side effect. Such 
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Underwent postings
n = 10

% 

Without postings
n = 22

% 

Total
n = 32

PREFERRED MODE OF EDUCATION

Lecture 70.0 68.2 68.8

Other written sources (e.g. handbooks) 60.0 45.5 50.0

Peer groups 50.0 31.8 37.5

Internet courses 10.0 40.9 31.3

Publications in Australian journals 40.0 22.7 28.1

Symposia/conferences 30.0 27.3 28.1

International Journals 30.0 18.2 21.9

DVD or multimedia 0 13.6 9.4

ON WHETHER THERE IS ENOUGH EDUCATION

Yes 30.0 52.4 43.8

No 70.0 47.6 56.2

Table 6: Education preferences.

Figure 1: Content that participants want to receive.

under-reporting among doctors can be attributed to the fact that 
opioid-induced respiratory depression is rare and doctors do 
not normally consider this as an impediment to necessary pain 
control. However, clinicians have to be aware that all opioids 
agonists will have some depressant effects on the brain-stem 
respiratory centre and most cases of death from opioid overdose 
are nearly always caused by respiratory arrest [38,39]. Literature 
suggests that there are mixed agonist-antagonist drugs, which 
have been developed so that they can act as an agonist for 
analgesic effects and antagonist for respiratory depression [40]. 
Also, if opioids are administered carefully with gradual dosage 
increments, respiratory depression could be avoided.

Constipation is the most common complication that has to be 
dealt with as revealed in this study whereby 96.9% of physicians 
reported it as a side effect. This is an outcome of improved 
education to raise doctors’ awareness in managing opioid side 

effects considering that constipation had been heavily under-
diagnosed in the past [41]. Subsequently, a bowel regimen has 
been recommended with disimpaction deemed necessary should 
patients have no bowel movements for a few days. 

Nausea and vomiting are not uncommon as demonstrated 
in this study with 90.6% physicians reporting it; nevertheless, 
tolerance to this side effect develops rapidly and therefore 
rendering specific therapy unnecessary [40]. However, doctors 
should be aware that should nausea persist even with antiemetic 
therapy, then a change in the route of opioid administration is 
warranted [42]. 

Opioid-induced delirium has been suggested to be a result 
of accumulation of morphine metabolites in advanced cancer 
patients [43]. Similar studies continue to demonstrate that 
delirium is frequently misdiagnosed and under-diagnosed [44]. 
This observation is, however, different from the results in our 
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study with more than half of the junior doctors reporting it. 
However, there is still a significant difference between the two 
groups with fewer doctors from the group without postings 
recognising it up as a side effect (p =0.028). Possible reasons 
could be related to less clinical exposure and experience with 
patients on opioid therapy and thus highlighting the importance 
of a palliative care related posting. 

A significant number of interns and residents have expressed 
interest in additional education in opioid rotation (84.1%), an 
echo of what the literature reveals [45,46]. Opioid rotation refers 
to a change from one opioid to another in order to enhance the 
response to analgesic therapy or reduce side effects despite 
sufficient dose was given [47]. Clinicians surveyed often find 
themselves not acquainted with opioid rotation. Even though 
there are equianalgesic dose tables that have been established, 
the ratios provided largely refers to the situation where a single 
dose is administrated and hence are not suitable in the context 
of long term opioid use [48]. Besides, relative potency of the 
drug varies across individuals depending on their condition and 
tolerance [47] and therefore, this requires experience and clinical 
judgement from the clinicians. This explains those physicians 
who have yet to undergone palliative care-related postings 
finding opioid calculation more difficult.  Future studies also need 
to be conducted to refine the equianalgesic dose in addressing 
the potential of bidirectional change in relative potency when 
switching opioids so that clinical outcomes related to opioid 
rotation could be improved [47-50]. 

Almost all of the junior doctors (90.6%) noticed tolerance 
when prescribing opioids. Opioid tolerance refers to a state of 
reduced responsiveness to the pharmacologic effect of an opioid 
due to prior exposure or genetically determined insensitivity 
to the drug [51]. Acquired tolerance can be divided into three 
types: pharmacokinetic, pharmacodynamics and learned 
tolerance. Pharmacokinetic tolerance refers to alterations in 
the metabolism and distribution of a drug following repeated 
administrations of that drug causing a decreased concentration 
in the blood. Pharmacodynamic tolerance refers to adaptive 
changes adopted by the body’s systems after being exposed to 
the drug, such as a reduction in the numbers of receptors, so that 
a higher concentration of drug needs to be given to maintain 
similar response. Learned tolerance refers to a drug-induced 
effect reduction as an outcome of compensatory mechanisms 
that are developed [38]. Although tolerance has been recognised 
by the majority of the junior doctors, the study did not manage 
to identify their subsequent actions in addressing this side effect. 
Findings have demonstrated that tolerance can be overcome 
through opioid rotation. As such, doctors’ concerns about 
tolerance should neither justify delay in commencing opioid 
administration nor limit dose increase in a patient suffering from 
pain.

Addiction is defined as a “chronic disorder characterised by the 
excessive use of a substance causing psychological, physical and 
social harm to the user and continued use despite that harm” [38]. 
It is revealed in this study that more than half of those surveyed 
(56.3%) agreed that patients’ fear of addiction hampers them 
from prescribing opioids, resulting in underutilisation of opioid 

drugs and thus causing unnecessary pain. Such opiophobia can 
also be due to an overestimation of the adverse effects of opioid 
toxicity and a lack of systematic education among professionals 
[38]. Doctors have to be aware that addiction caused by opioid 
therapy is extremely rare in patients with no previous history of 
addictive disorders [52]. It is nevertheless naive to say that opioid 
therapy will not lead to addiction among other patients because 
such problems do arise often enough during chronic treatment 
to be of considerable concern [53]. However, clinicians should 
be reminded that they are already armed with much information 
that could help them with treating pain in a way that reduces the 
risk of addiction. By employing a structured treatment regime 
with subsequent follow up, clinicians will be able to identify 
problematic opioid use and treat any potential addiction once it 
is recognised. Doctors need to see that they are not abandoning 
their patients who are fearful and in need of pain relief but rather, 
they should assume the responsibility of explaining the benefits 
and minimal risks of opioid use with careful monitoring [52,53].

Also, with more than half of the participants (56.2%) 
indicating that education on pain management is inadequate 
further highlights the lack of formal pain management curricula 
in place in the Australian healthcare education system. However, 
some of the participants surveyed might have been trained 
overseas. Hence, they might not best represent the result of a 
revamped local undergraduate medical curriculum in which 
more emphasis on palliative care has been given [54]. 

This study also presents an observation whereby more junior 
doctors from the group who have undergone haematology and 
oncology or palliative care postings felt the need for additional 
education on pain as compared to those who have not undergone 
any postings. Reasons can be due to their prior clinical 
experiences in handling larger numbers patients suffering from 
both acute and chronic pain during these postings. Such first-hand 
accounts exposed their absolute lack of proficiency in managing 
pain therefore causing them to feel an urgency to expand their 
knowledge.  This is as opposed to their counterparts who have 
yet to experience and acknowledge their inefficient expertise in 
pain management. 

The preferred methods of teaching among participants are 
lecture style sessions, written sources peer group teaching, 
and development of clinical protocols. A few previous studies 
have also suggested that training programs can comprise more 
popular learning ways such as consultant and registrar teachings, 
clinical skills teaching and structural tutorials which is in line 
with the results of this study [55-58]. 

Strengths and limitations of the study

This study has managed to identify the gaps in knowledge 
among Australian junior doctors and the results can be useful 
in structuring an education curriculum on pain management 
targeting undergraduate and postgraduate students or 
practitioners.                             

The limitations of this study are its moderate response and 
the small study sample size from being conducted in a single 
hospital facility. As such, the study might not be representative 
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of the general population of practitioners across Australia. It is 
no doubt that a larger scale of population study among doctors 
is thus warranted. Also, the participants volunteered would have 
been more interested in palliative medicine making them more 
agreeable to participate in the questionnaire which might give a 
slight biasness to the study. 

Another limitation is that only a limited number of themes 
have been explored. Subsequent actions taken by doctors 
to address these problems such as opioid side effects were 
not adequately investigated. Furthermore, some knowledge 
statements are ambiguous and are subjected to individuals’ 
interpretation. The correct response to the question of whether 
concurrent management of nausea in opioid therapy is evidence-
based can be debatable because there are indeed best practices 
for managing opioid-induced nausea even though there are 
insufficient clinical trials to test their true efficacy [34]. 

Conclusion
Junior doctors who have gone through haematology and 

oncology or palliative care postings seem to be performed 
more effectively in pain management than those who have not. 
Nevertheless, there are still gaps in medical knowledge on pain 
management. A few areas that were identified are: combination 
of opioid drugs in pain management, opioid rotation, dosage 
calculation and fear to start opioid administration. One possible 
reason to explain such a phenomenon is time constraint among 
teachers including senior consultants or specialists and students 
in hospital, thus resulting in an ineffective transfer of knowledge 
among junior doctors. It is therefore necessary to establish a 
systematic education system focusing on pain management that 
can resolve the many issues and doubts faced by healthcare 
practitioners when it comes to managing pain. Also, further 
efforts in educating the general public about the effectiveness 
and applicability of opioid therapy should be placed in order to 
correct their unwarranted fear of opioids.
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