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Abstract
Objective  To measure physicians’ experiences with opioid-related adverse events and their perceived level of 
confidence in their opioid prescribing skills and practices.

Design Mailed survey.

Setting The province of Ontario.

Participants A total of 1000 primary care physicians randomly selected from the College of Physicians and Surgeons 
of Ontario registration database.

Main outcome measures Opioid-related adverse events and concerns (eg, number of patients, type of opioid, cause 
of the event or concern); physicians’ confidence, comfort, and satisfaction 
with opioid prescribing; physicians’ opinions on strategies to optimize 
their prescribing; and physicians’ perspectives of their interactions with 
pharmacists and nurses.

Results The response rate was close to 66%, for a total of 658 participants. 
Almost all respondents reported prescribing opioids for chronic pain in the 
past 3 months. Eighty-six percent of respondents reported being confident 
in their prescribing of opioids, but 42% of respondents indicated that at least 
1 patient had experienced an adverse event related to opioids in the past 
year, usually involving oxycodone, and 16.3% of respondents did not know if 
their patients had experienced any opioid-related adverse events. The most 
commonly cited factors leading to adverse events were that the patient took 
more than prescribed, the prescribed dose was too high, or the patient took 
alcohol or sedating drugs with the opioids. Most physicians had concerns 
about the opioid use of 1 or more of their patients; concerns included 
running out of opioids early, minimal access to pain and addiction treatment, 
and addiction and overdose. The reported number of physicians’ patients 
taking opioids was positively associated with their confidence and comfort 
levels in opioid prescribing and negatively associated with their belief that 
many patients become addicted to opioids.

Conclusion  Most physicians have encountered opioid-related adverse 
events. Comprehensive strategies are required to promote safe prescribing of 
opioids, including guidelines and comprehensive office-system materials.

EDITOR’S KEY POINTS
• Opioid prescribing has increased 
dramatically throughout North America, 
accompanied by increases in opioid 
overdose, misuse, and addiction. 

• Physicians’ estimates of the number of 
patients prescribed opioids for whom 
they have concerns and the number 
of opioid-related adverse events their 
patients experience are disturbingly 
high and suggest an urgent need for 
educational intervention.

• Physician comfort with prescribing 
opioids is positively associated with 
how many of their patients are tak-
ing opioids and negatively associated 
with their level of concern over opioid 
prescribing; however, the number of 
patients prescribed opioids was also 
positively associated with the number 
of patients experiencing adverse events.

• Currently, the biggest source of opioid 
education is the pharmaceutical industry; 
this survey shows that physicians would 
be very receptive to unbiased and 
evidence-based guidelines and office 
materials, such as treatment agreements, 
to ensure safe opioid prescribing, increase 
confidence and comfort with prescribing, 
and minimize associated risks.
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Résumé
Objectif Évaluer les cas d’effets indésirables liés aux opiacés qu’ont connus les médecins ainsi que la confiance 
qu’ils estiment avoir en leur habileté et leur façon de prescrire les opiacés.

Type d’étude Enquête postale.

Contexte La province d’Ontario.

Participants Un total de 1000 médecins de première ligne choisis au hasard 
à partir de la base de données des inscriptions au Collège des médecins et 
chirurgiens de l’Ontario. 

Principaux paramètres à l’étude Effets indésirables et inquiétudes liés aux 
opiacés (c.-à-d. nombre de patients, type d’opiacé, cause de l’effet indésirable 
ou de l’inquiétude); confiance, confort et satisfaction des médecins par rapport 
à la prescription d’opiacés; leur opinion sur des stratégies pour optimiser leur 
façon de prescrire; et vision des médecins concernant leurs interactions avec 
les pharmaciens et les infirmières.

Résultats  Il y a eu 685 participants, pour un taux de réponse de près de 66 %. 
Presque tous les participants ont déclaré avoir prescrit des opiacés pour des 
douleurs chroniques au cours des 3 derniers mois. Parmi eux, 86 % se disaient 
confiants dans leur façon de prescrire les opiacés, mais 42 % indiquaient 
qu’au moins 1 de leurs patients avait eu un effet indésirable lié aux opiacés 
au cours de la dernière année, généralement avec l’oxycodone, et 16,3 % des 
répondants ignoraient si leurs patients avaient eu des effets indésirables liés 
aux opiacés. Les causes d’effets indésirables les plus souvent mentionnées 
étaient que le patient prenait plus du médicament que ce qui était prescrit, 
que la dose prescrite était trop élevée, ou que le patient prenait de l’alcool 
ou des sédatifs avec les opiacés. La plupart des médecins étaient inquiets 
de la consommation d’opiacés d’au moins un de leurs patients; les causes 
d’inquiétudes comprenaient le fait de manquer d’opiacés trop rapidement, 
l’accès insuffisant aux traitements de la douleur et de la dépendance, et la 
dépendance et la surdose. Le nombre de patients d’un médecin qui prenaient 
des opiacés était directement relié aux niveaux de confiance et de confort du 
médecin dans la prescription d’opiacés, et inversement relié à sa crainte que 
plusieurs patients développent une dépendance.

Conclusion La plupart des médecins ont fait face à des effets indésirables 
liés aux opiacés. Des stratégies globales doivent être instaurées pour 
favoriser une prescription d’opiacés sécuritaire, incluant des directives et de 
la documentation pour le bureau.

Cet article a fait l’objet d’une révision par des pairs. 
Can Fam Physician 2011;57:324-32 
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Points de repère du rédacteur
• Il y a eu une augmentation drama-
tique de la prescription d’opiacés en 
Amérique du Nord, avec une augmenta-
tion parallèle des cas de surdose, d’abus 
et de dépendance aux opiacés. 

• Le nombre de patients qui reçoi-
vent des opiacés et dont le médecin 
s’inquiète, et le nombre d’effets indé-
sirables liés aux opiacés observés chez 
leurs patients atteignent des niveaux 
préoccupants et révèlent un urgent 
besoin de formation.

• Le niveau de confort d’un médecin 
dans sa prescription d’opiacés est en 
relation directe avec le nombre de ses 
patients qui en reçoivent et en relation 
inverse avec leur niveau d’inquiétude 
concernant la prescription d’opiacés : 
toutefois, le nombre de patients à qui 
des opiacés étaient prescrits était aussi 
en relation directe avec nombre de 
patients ayant eu des effets indésirables.

• À l’heure actuelle, la principale 
source d’information sur les opiacés 
est l’industrie pharmaceutique; cette 
enquête démontre que les médecins 
seraient très réceptifs à des directives 
impartiales fondées sur des preuves et 
à de la documentation pour le bureau, 
comme des ententes de traitement, 
pour s’assurer de prescrire les opiacés 
de façon sécuritaire, augmenter leur 
niveau de confiance et de confort 
avec ces prescriptions et minimiser les 
risques associés.
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Opioid prescribing in Canada has increased dra-
matically in the past 10 years, accompanied by 
a marked increase in prescription opioid misuse 

and addiction. A national study1 found that most people 
who inject opioids in Canada are now injecting prescrip-
tion opioids such as morphine (54%) and hydromor-
phone (50%) rather than street-derived heroin (42%). 
North America has seen a dramatic increase in visits to 
the emergency department, hospitalizations, and deaths 
from prescription opioid overdose.2-7

Previous surveys of North American physicians have 
documented varying levels of comfort and confidence in 
prescribing opioids. Both American and Canadian surveys 
found that primary care physicians were concerned that 
opioid prescribing would cause or contribute to addic-
tion.8-11 To our knowledge, however, previous surveys 
have not attempted to measure the type, frequency, and 
causes of opioid-related adverse events, factors contrib-
uting to adverse events, or physicians’ specific concerns 
about patients taking opioids. A more nuanced under-
standing of these events and concerns could help in plan-
ning educational interventions. For example, if physicians 
are concerned that their opioid prescriptions are contrib-
uting to overdose or addiction, then educational events 
should focus on strategies to mitigate these risks, such as 
careful dose titration, prescribing cautions with benzodi-
azepines, and methadone or buprenorphine treatment of 
opioid addiction.12-14

This survey was part of a larger research proj-
ect designed to develop and evaluate an interpro-
fessional education program to improve the safety 
of opioid use in community settings. The first phase of 
this research was to conduct a needs assessment sur-
vey for physicians, pharmacists, and nurses. Here we 
report the findings of the assessment of physician needs. 
The objectives of the assessment were to categorize  
opioid-related adverse events (eg, by number of patients, 
type of opioid, cause of the event), the number of patients 
for whom physicians had concerns, and the nature of phy-
sicians’ concerns. We also wanted to measure physicians’ 
confidence, comfort, and satisfaction with opioid prescrib-
ing, their opinions on strategies to optimize their prescrib-
ing, and their interactions with pharmacists and nurses.

METHODS

Questionnaire design
The questionnaire (which is available on CFPlus*) asked 
about physicians’ confidence, comfort, satisfaction, and 

expectations of a positive outcome when prescribing 
opioids for chronic pain. The questions were based on 
attitudinal questions that are frequently used in surveys 
about physician attitudes and practices.9,15-20 Research 
suggests that these attitudes are associated with physi-
cians’ willingness to prescribe opioids.10,11,16,21 The ques-
tionnaire was pretested on 10 family medicine residents 
at St Joseph’s Health Centre in Toronto, Ont. A fax-back 
method was adopted, using a modified Dillman proce-
dure.22 A total of 2 reminders were sent to the physicians 
invited to participate.

Sample selection
One thousand physicians were randomly selected from 
the College of Physicians and Surgeons of Ontario (CPSO) 
registration database. Criteria for inclusion in the ran-
dom selection pool included having an active, indepen-
dent practice licence; having a primary practice address 
in Ontario; having Certification with the College of Family 
Physicians of Canada or being registered as a general 
practitioner; and indicating on the annual CPSO member-
ship renewal survey that 40% of the practice comprised 
general or family practice activities, with or without 
active or admitting hospital privileges. These selection 
criteria were established to ensure that only family physi-
cians or general practitioners with primary care practices 
were included in the sample, as opposed to those with 
focused practices (eg, psychotherapy or sports medicine).

Ethics
To protect the anonymity of the respondents, all contact 
with physicians was made by the CPSO, the list of phys-
icians contacted was not released to the research team 
by the CPSO, and the survey responses were returned 
directly to the research team with no physician identifiers. 
Ethics approval was granted by the Centre for Addiction 
and Mental Health Ethics Review Board. The study was 
funded by the Canadian Patient Safety Institute.

Analysis
Descriptive analyses of the survey results are reported. 
Simple measures of association, such as rank order cor-
relation testing (using the Spearman rank correlation 
coefficient [ρ]), were used to determine the relation-
ships between volume of patients with chronic pain and 
opioid prescribing beliefs and behaviour as well as the 
relationship between physician confidence in their pre-
scribing skills and their concerns about patient safety.

RESULTS

Respondent demographics
From the 1000 sample physicians who were sent the 
questionnaire, 658 (65.8%) responded. Respondent ages 

*The survey questionnaire is available at www.cfp.ca. 
Go to the full text of this article online, then click on 
CFPlus in the menu at the top right-hand side of the page.

GOCFPlus
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ranged from 27 to 83 years, with a mean age of 52.2 
years. Years in practice ranged from 1 to 61 years, with 
a mean of 26.8 years in practice. Age and years in prac-
tice were highly correlated (ρ = 0.95, P < .001). Male phy-
sicians represented 65.7% of the respondent population. 
Male physicians were significantly older than female 
physicians (54.9 years vs 46.8 years, P < .001). Most 
(79.4%) respondents practised in larger urban centres 
with populations of more than 30 000 people.

The respondent population was comparable in age 
and sex distribution to that found in the total sample 
population of 1000 physicians, minimizing our concern 
of nonresponse bias. The mean age of physicians in 
the sample population was 50.0 years compared with 
52.2 years in the respondent population. Women made 
up 36.5% of the sample population, whereas 34.3% of 
respondents were women. Compared with the 2007 
average Ontario physician population, the respondent 
population was slightly older (52.2 years compared 
with 51.2 years) and had a marginally higher proportion 
of female physicians (34.3% compared with 32.1%).23 
Compared with the overall population of Canadian 
family physicians, the respondents were slightly older 
(mean age 52.2 years vs 49.3 years across Canada) 
and comprised fewer women than are found nationally 
(34.3% female respondents vs 41.8% female physicians 
across Canada).24 The respondent population was com-
parable to the national population with respect to the 
urban-rural distribution.25

Opioid prescribing volume
Of the 658 participating physicians, 651 responded to 
questions about their opioid prescribing volume in the 
past 3 months. Almost all physicians reported prescrib-
ing opioids within the past 3 months (95.4%). The median 
numerical range of patients receiving prescriptions was 6 
to 10 (26.4%); 36.4% of respondents had prescribed opi-
oids to 11 or more patients. Reasons for not prescrib-
ing opioids in the past 3 months included choosing not 
to provide this service (n = 6), having no patients with 
chronic pain (n = 9), being concerned about opioid mis-
use and addiction (n = 9), and having a licence restriction 

(n = 1). No physicians cited uncertainty about the efficacy 
of opioids as a reason for not prescribing them.

Comfort, confidence, efficacy, and concerns
Physicians’ levels of comfort and confidence in their pre-
scribing skills are reported in Table 1. Briefly, 75.1% and 
86.4% of the respondents indicated that they strongly or 
somewhat agreed with the statements “I am comfortable 
prescribing opioids for pain” and “I am confident in my 
clinical skills in prescribing opioids,” respectively. A large 
proportion of respondents somewhat or strongly agreed 
that “many patients experience substantial relief with 
opioids” and “many patients function better with opi-
oids” (92.1% and 86.3%, respectively); 57.2% agreed that 
“many patients become addicted to opioids.” Physicians 
who strongly or somewhat agreed that their patients 
might become addicted to opioids were significantly older 
(t = -3.107, P = .002) than those who disagreed.

Adverse events and patient concerns
Of the 640 physicians responding to questions about 
adverse events, 42.0% indicated that no patients had 
had adverse events in the past year; 9.7% had 1 patient, 
12.5% had 2 patients, 6.9% had 3 patients, and 12.7% 
had 4 or more patients who had had opioid-related 
adverse events in the past year; and 16.3% did not know 
whether any patients had experienced adverse events. 
The opioid most commonly cited as being involved in 
the most recent adverse event was oxycodone (n = 93), 
followed by codeine (n = 41) and morphine (n = 39). The 
most commonly cited factor believed to contribute to 
the adverse event was that the “patient took more than 
prescribed” (n = 88), followed by “prescribed dose was 
too high” (n = 48) and “patient took alcohol or sedating 
drugs along with opioids” (n = 39). Other factors included 
patient misunderstanding about dosing (n = 24) and the 
patient not contacting the physician about symptoms 
(n = 32). Further details are presented in Table 2.

Approximately 15% of physicians had no current 
concerns about the opioid use of any of their patients, 
while 84.9% (550 of the 648 who responded to this ques-
tion) were concerned about at least 1 patient. Of the 

Table 1. Physicians’ levels of comfort and confidence with prescribing opioids

STATEMENT
no. of 

respondents
Strongly Agree, 

%
Somewhat 
Agree, %

Somewhat 
Disagree, %

Strongly 
Disagree, %

I am comfortable prescribing opioids for chronic pain 643 24.7 50.4 17.7   7.2

I am confident in my clinical skills in prescribing 
opioids 

639 30.7 55.7 11.1   2.5

Many pain patients experience substantial pain relief 
with opioids 

638 40.8 51.3   6.7   1.3

Many pain patients function better with opioids 633 35.9 50.4 10.4   3.3

Many pain patients become addicted to opioids 631 23.8 33.4 30.9 11.9

I find it satisfying to prescribe opioids to pain patients 630   7.1 36.7 37.9 18.3
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doctors who were concerned, most (47.9%) were con-
cerned about 1 to 3 patients. Of those patients, more 
than half (56.1%) were prescribed oxycodone (Figure 1).

With respect to opioid prescribing, respondents were 
most concerned about patients running out of medi-
cation early, demanding fit-in appointments, or los-
ing prescriptions, with 71.0% indicating that they were 
either somewhat or very concerned (Table 3). Many 
respondents (70.5%) indicated that they were some-
what or very concerned about causing an addiction by 
prescribing opioids, and many were concerned about 
the lack of addiction treatment resources (59.4%) and 
specialized pain clinics (69.7%). Other frequent con-
cerns were patients taking high doses (59.4%), dis-
agreements with patients (57.6%), and overdose 
(44.0%). One-third (36.7%) of respondents were some-
what or very concerned about getting into trouble with 
regulatory authorities.

Education and resources
More than half of respondents (n = 360, 54.7%) indi-
cated that they had participated in educational events 
on opioids for treatment of chronic non-malignant 
pain in the previous year. Of those who did partici-
pate in educational activities, 62.2% participated in  
pharmaceutical-sponsored dinners or workshops, 
51.7% read journal articles, 44.7% attended presenta-
tions at conferences or hospitals, 20.3% read pharma-
ceutical publications, and 11.1% participated in some 
other educational activity.

PERCENT OF RESPONSES*

O
PI

O
ID

Methadone

Fentanyl

Hydromorphone

Oxycodone

Morphine

Codeine

7.8

8.1

8.9

56.1

17.6

1.5

Figure 1. Opioids taken by patients for whom physicians (n = 538) have concerns

* Some physicians indicated more than one opioid with which they were concerned, for a total of 1249 responses.

Table 2. Factors contributing to adverse events due to 
opioids: N = 268.*
Factor n

Patient took more than prescribed 88

Prescribed dose was too high 48

Patient took alcohol or sedating drugs along with 
opioids

39

Patients did not contact the physician or pharmacist 
about symptoms

32

Patient or caregiver misunderstanding about dosing 24

Patient injected, crushed, or snorted the tablet 12

Loss of tolerance following a period of noncompliance  9

Physician, pharmacist, or nurse did not take into 
account that the patient was at high risk of overdose 
(eg, elderly)

 8

Lack of communication between physician and 
pharmacist or nurse

 6

Physician, pharmacist, or nurse involved did not 
recognize seriousness of symptoms

 5

Patient refused to go to the emergency department  1

Dispensing error  1
*Some physicians indicated more than 1 factor.
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Most respondents rated the following strategies as 
very or somewhat helpful in managing opioid therapy 
(Table 4): access to a provincial database of patients’ 
prescriptions (77.5%); guidelines for management 
of high-risk patients (86.6%); office materials, such 
as patient information (76.2%); a quick-reference 
pocket guide (71.0%); and CPSO guidelines on opioid  
prescribing (75.5%).

Interprofessional interactions
Most responding physicians (73.9%) indicated that they 
had interacted with pharmacists in the past year regard-
ing opioid therapy and prescriptions. In contrast, only 
36.2% reported interacting with nurses about opioid 
therapy. The most frequent contacts between physicians 
and pharmacists involved verification of, or changes 
to, prescription wording, with 59.1% and 58.3% of 
respondents indicating that this occurred sometimes 
or frequently (Table 5). Almost all respondents (97.0%) 
indicated that pharmacists adequately answered their 

questions or addressed concerns regarding opioids. In 
addition, 86.8% of respondents indicated that phar-
macists were knowledgeable about opioids and 84.2% 
agreed that they were not difficult to reach directly. The 
overall responses regarding nurse-physician interactions 
were positively skewed—28.8% of respondents indicated 
that nurses sometimes or frequently pressed them to 
prescribe benzodiazepines or analgesics for patients to 
keep them calm or quiet (Table 5); 17.2% of respondents 
indicated that they sometimes or frequently disagreed 
when nurses thought a patient displayed drug-seeking 
behaviour or was difficult; and 16.0% of respondents 
indicated that they sometimes or frequently felt that a 
nurse’s assessment of intoxication, withdrawal, or pain 
was inaccurate.

Opioid prescribing beliefs and behaviour
As the number of pain patients per physician increased, 
so did the number of patients with adverse events 
reported in the past year (ρ = 0.546, P < .001). Spearman 

Table 3. Level of concern about negative opioid prescribing outcomes

OUTCOME
no. of 

respondents
Not at all 

concerned, %
A little 

concerned, %
Somewhat 

concerned, %
Very 

concerned, %

Patient addiction 641    4.1 25.4 32.1 38.4

Getting into trouble with the CPSO 632 32.0 31.3 23.4 13.3

Patient noncompliance 622 19.6 31.7 32.5 16.2

Patients running out early, demanding fit-in 
appointments, or losing prescriptions 

634    9.6 19.4 26.2 44.8

Overdose 639 15.8 40.2 25.2 18.8

Lack of addiction treatment resources 637 15.7 25.0 33.0 26.4

Lack of specialized pain clinics 637 12.6 17.7 27.5 42.2

Disagreements with patients about opioids 640 11.7 30.6 35.6 22.0

Patients getting high doses 636 11.5 29.1 31.4 28.0

CPSO—College of Physicians and Surgeons of Ontario.

Table 4. Rating of strategies to help manage chronic pain patients taking opioids

strategy 
no. of 

respondents
Not at all 
helpful, %

Slightly 
helpful, %

Somewhat 
helpful, %

Very 
helpful, %

Toll-free help line 596 23.8 23.5 31.0 21.6

Quick-reference pocket guide on opioid prescribing 613   8.8 20.2 37.4 33.6

One-day course on opioid prescribing 612   7.7 20.6 41.7 30.1

Access to provincial database of patients’ prescriptions 613   8.6 13.9 25.0 52.5

Online prescribing course 605 20.5 28.9 32.6 18.0

CPSO guidelines on opioid prescribing 621   5.0 19.5 42.5 33.0

Guidelines for management of high-risk patients 618   2.3 11.2 39.2 47.4

Office materials, such as treatment agreements and patient 
information

615   5.4 18.4 39.0 37.2

Website with clinical information 608 12.5 25.2 38.2 24.2

Physician mentor who can be contacted by telephone or e-mail 614 15.8 28.2 31.9 24.1

CPSO—College of Physicians and Surgeons of Ontario.
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correlation coefficients indicated that the number of 
pain patients a physician saw who were prescribed 
opioids was positively associated with their levels of 
comfort and satisfaction with opioid prescribing and 
negatively associated with the belief that many patients 
become addicted to opioids (comfort: ρ = 0.29, P < .001; 
satisfaction: ρ = 0.162, P < .001; addiction: ρ = -0.11, 
P = .008). In addition, increasing numbers of pain 
patients were associated with higher levels of confi-
dence in opioid prescribing skills (ρ = 0.14, P < .001) and 
a stronger belief that many patients experience sub-
stantial pain relief (ρ = 0.18, P < .001) and better function 
with opioids (ρ = 0.25, P < .001).

Confidence and comfort with prescribing skills
Physicians who indicated that they somewhat or 
strongly agreed that they were confident (P = .016) 
and comfortable (P = .024) with respect to opioid pre-
scribing were significantly younger than those who 

indicated that they somewhat or strongly disagreed 
with that statement. Generally speaking, physicians 
who were comfortable and confident in their pre-
scribing skills were less likely to be concerned about 
patients getting addicted, getting into trouble with the 
regulatory authorities, overdoses, lack of resources, 
disagreements with patients, or patients getting overly 
high doses (Table 6). The more comfortable physicians 
were with prescribing opioids, the less helpful they 
felt a 1-day course on prescribing opioids (ρ = -0.082, 
P = .045), a toll-free number (ρ = -0.09, P = .031), or 
CPSO guidelines (ρ = -0.137, P = .001) would be. Similar 
patterns of correlation were found between improve-
ment of education strategies and increasing physician 
confidence in their prescribing skills. However, the 
more confident physicians were in their prescribing 
skills, the more likely they were to indicate that access 
to provincial patient prescription databases would be 
helpful (ρ = 0.088, P = .031).

Table 5. Nature of interprofessional encounters regarding prescription opioids in the past 3 months

nature of encounter
no. of 

respondents
NOT AT ALL, 

%
SOMETIMES, 

%
freQUENTLY, 

%

Pharmacists 

• Pharmacist was difficult to reach directly by telephone 494 84.2 13.4 2.4

• Pharmacist challenged a prescription I felt was appropriate 493 75.9 23.3 0.8

• Pharmacist made a recommendation to a patient that I thought 
was inappropriate; then the patient wanted me to prescribe what 
the pharmacist had suggested

493 78.7 19.7 1.6

• Pharmacist requested a change in the wording of the prescription 499 41.7 51.9 6.4

• Pharmacist paged or called for minor issues or nonemergencies 491 62.1 33.8 4.1

• Pharmacist called to verify something that was already stated on 
the prescription

494 40.9 52.6 6.5

• Pharmacist dispensed opioid earlier than the time stated on the 
prescription

491 88.4 10.8 0.8

• Pharmacist dispensed medication without a prescription when the 
physician could not be reached

494 93.9 5.9 0.2

• Pharmacist did not adequately answer my question or address my 
concern about opioids

494 97.0 3.0 0

• Pharmacist did not seem very knowledgeable about opioids 492 86.8 12.0 1.2

Nurses

• Nurse was uncomfortable administering the opioids that I 
prescribed

389 84.6 14.7 0.8

• Nurse disagreed with my prescription or medical order 359 91.3 8.5 0.3

• Nurse felt that the patient was displaying drug-seeking behaviour 
or was difficult and I did not necessarily agree

390 82.8 16.9 0.3

• Nurse pressured me to prescribe something to keep the patient 
calm or quiet, such as benzodiazepines or painkillers

388 71.1 26.0 2.8

• I did not think that the nurse’s assessment of opioid intoxication, 
withdrawal, or pain was accurate

387 84.0 14.0 2.0
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DISCUSSION

To our knowledge this survey is the first to attempt to 
quantify physicians’ estimates of the number of patients 
prescribed opioids for whom they have concerns and the 
number of opioid-related adverse events their patients 
experience. These estimates are disturbingly high and 
suggest an urgent need for educational intervention.

While recognizing the important role of opioids in 
chronic pain management, respondents were concerned 
that their prescribing could inadvertently contribute to 
their patients’ risk of overdose and addiction. Recent 
evidence suggests that these concerns are legitimate 
(ie, both medically prescribed and diverted or “street” 
opioids are involved in overdoses and addiction). For 
example, among 1095 patients in the Ontario Drug 
Benefit Program who died of opioid overdose, 56% had 
received opioid prescriptions within 4 weeks of their 
deaths.6 Chronic pain patients taking opioids have a 
dose-related risk of overdose; those taking more than 
100 mg of morphine or its equivalent per day have a 
9-fold increased risk relative to those taking 20 mg 
or less (1.8% vs 0.2% annual overdose rate).12 Among
opioid-addicted patients admitted to a treatment facil-
ity in Toronto, 37% received their opioids primarily from 
physician prescriptions, 26% from both prescriptions 
and the street, and only 21% entirely from the street.7 
In a national US study of 1408 patients entering treat-
ment for opioid abuse, 79% of male and 85% of female 
patients were first exposed to opioids through prescrip-
tions for pain relief.26 Safe opioid prescribing will mini-
mize these risks. It will also limit the supply of diverted 
opioids; the total amount of diverted opioids is directly 
related to the total amount of prescribed opioids.27

We acknowledge limitations to our study. The sur-
vey asked about chronic pain, without excluding 

cancer or palliative pain; different opioid prescribing 
protocols apply to palliative patients. The study did not 
ask respondents about their interest in learning more 
about specific clinical topics, such as the use of addic-
tion screening tools. Also, it would have been helpful 
to measure the frequency of urine drug screening and 
other clinical practices for identifying and managing opi-
oid misuse. Future studies should seek to validate the 
reliability of perceived levels of confidence in opioid pre-
scribing with actual practice patterns. A qualitative study 
will be helpful in characterizing more fully physicians’ 
perspectives of both their concerns and the adverse 
events the patients experienced.

It is concerning that the respondents’ most common 
source of education was the pharmaceutical indus-
try. Our survey indicates that physicians would be very 
receptive to unbiased and evidence-based guidelines 
and office materials. The response rate for the survey 
was unusually high for physicians (65.8%), attesting 
to their interest in this topic. The respondents clearly 
stated what they needed to prescribe opioids more 
safely. A provincial prescribing database would help 
physicians identify and manage patients who misuse 
opioids. Guidelines and office materials can assist phy-
sicians with specific clinical protocols such as opioid 
titration, the use of treatment agreements and urine 
drug screening, tapering of benzodiazepines and opi-
oids, and the prevention of overdose in patients at risk 
of opioid toxicity.

Given the concerns elicited from this survey, as well 
as emerging evidence of serious public health harms 
due to opioids, medical organizations must undertake 
initiatives to promote safe and appropriate opioid pre-
scribing. Some might worry that this will further dis-
courage physicians from prescribing opioids; however, 
contrary to previous surveys,10 our survey found little 

Table 6. Physicians’ comfort and confidence with prescribing in relation to potential patient concerns: N=658.
Comfortable with Prescribing Confidence in Prescribing Skills

CONCERN Spearman ρ P value Spearman ρ P value

Getting patient addicted   -0.381 < .001 -0.223 < .001

Getting into trouble with the CPSO   -0.163 < .001 -0.202 < .001

Noncompliance (eg, missed appointments)     -0.013*          .748*   -0.043*     .288*

Running out early, demanding fit-in appointments, losing 
prescriptions

-0.111        .006 -0.099    .015

Overdose   -0.190 < .001 -0.144 < .001

Lack of addiction treatment resources   -0.162 < .001 -0.153 < .001

Lack of specialized pain clinics     -0.079*    .061* -0.167 < .001

Disagreements with patients about opioids   -0.287 < .001 -0.203 < .001

Patients getting high doses   -0.323 < .001 -0.213 < .001

CPSO—College of Physicians and Surgeons of Ontario.
*Results are not significant.
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evidence of physician reluctance to prescribe opioids. 
Only 4.6% of respondents had not prescribed opioids for 
chronic pain within the past 3 months, and most physi-
cians were confident in their prescribing and believed 
that opioids had an important role to play in chronic 
pain management.

Furthermore, evidence suggests that education on 
opioid prescribing and misuse does not discourage 
physicians from prescribing opioids. A controlled trial 
and a pre-post study demonstrated that education on 
managing opioid prescribing and opioid addiction actu-
ally increased physicians’ confidence and comfort in 
opioid prescribing.28,29 Our survey results showed that 
the number of patients for whom the physicians had 
prescribed opioids in the past year was positively asso-
ciated with their confidence and comfort level in pre-
scribing and negatively associated with their concern 
about addiction.

Conclusion
Most physicians have encountered opioid-related 
adverse events, including opioid intoxication and 
misuse. Comprehensive educational strategies are 
required to promote safe prescribing of opioids. The 
strategies should emphasize the clinical skills required 
to identify, prevent, and manage opioid overdose, mis-
use, and addiction. 
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