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Background: Use of opioids for chronic intractable pain is increasing globally, and 
their proper use can improve patients’ quality of life. In contrast, opioid use disor-
ders, such as abuse or addiction, caused by prescribing opioids, are a worldwide 
issue. This study aimed to understand current opioid prescribing patterns and pain 
physicians’ experiences with opioid use in South Korea.
Methods: Pain physicians in 42 university hospitals in South Korea were asked to 
complete anonymous questionnaires regarding opioid prescriptions.
Results: A total of 69 surveys were completed. Most pain physicians started pre-
scribing opioids at a pain score of 7/10 and aimed to reduce pain by 50%. Most 
physicians (73.1%) actively explained the prescribed medications and possible side 
effects, and 61.2% of physicians preferred the prescription interval of 4 weeks. 
Immediate-release opioids were the most popular treatment for breakthrough pain 
(92.6%). The most common side effect encountered by physicians was constipation 
(43.3%), followed by nausea/vomiting (34.3%). Of the physicians, 56.5% replied 
that addiction and misuse prevalences were less than 5%. However, the most con-
cerning side effect was addiction (33.0%).
Conclusions: The survey results showed that the prescribing patterns of pain physi-
cians generally followed Korean guidelines. Physicians were most interested in the 
safety and effectiveness of opioid prescriptions. They were most concerned about 
respiratory depression and abuse or addiction. A significant number of physicians 
agreed that the NHIS regulations needed improvement for patient convenience and 
safe and effective treatment, though there were pros and cons of the NHIS restric-
tions on prescription conditions.
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INTRODUCTION
Effective pain treatment can lead to a productive life and 
improve the quality of life (QOL) for many patients [1,2] 
because patients with chronic non-cancer pain (CNCP) 
reportedly have a health-related QOL as poor as those dy-
ing of cancer [3]. Chronic pain has been defined in several 
ways, for example, “pain that lasts for 6 months after in-
jury and beyond the usual or reasonable time of healing [4], 
or “considering pathological degree, pain that lasts for at 
least 3 months or longer than expected” [5,6]. When con-
sidering treatment for patients with CNCP, the optimiza-
tion of non-opioid pharmacotherapy and non-pharmaco-
logic therapy is recommended [7]. However, for those who 
have persistent problems despite optimized non-opioid 
treatment, opioids should be added rather than continuing 
therapy without opioids [8]. Opioids are typically reserved 
for moderate to severe pain that cannot be alleviated with 
acetaminophen or nonsteroidal anti-inflammatory drugs 
[9]. 

As patients and the medical community become aware 
of the need for pain control, physicians have more oppor-
tunities to provide opioid prescriptions [10]. A recent study 
conducted in South Korea showed a dramatic increase in 
opioid use [11,12]. As effective pain relief is an essential 
element of current health care, opioids play a critical role 
in managing CNCP. However, the adverse effects of opioid 
addiction have escalated sharply [13], requiring a careful 
prescription to suppress potential harms [14]. However, 
the opioid prescription pattern for CNCP in Korea appears 
different from that in Europe and America [8,15]. Despite 
the increased consumption of opioids in South Korea, pain 
physicians tend to have opiophobia when it comes to pre-
scribing opioids [16]. Other studies have shown that many 
physicians have a passive attitude toward prescribing 
opioid analgesics because of the risk of opioid use disorder 
[17,18]. 

The Korean National Healthcare Insurance Service 
(NHIS) restricts the quantity and duration of prescribed 
opioids, and the narcotic information management sys-
tem operates under government control [11]. If regulations 
to prevent opioid abuse and addiction are too strict, pain 
control may be insufficient [19]. In contrast, for early users, 
initiation or escalation to higher-dose opioids may lead to 
long-term use. Physicians’ prescription behavior is related 
to increased opioid prescriptions and long-term opioid 
use [20]. The increase in opioid abuse can be attributed 
to physician prescriptions [21]. Before initiating opioids, 
physicians should set treatment goals with patients and 
consider how opioids will be discontinued if the benefits 
do not outweigh the risks [22,23]. Experts from the Opioid 
Research Group have prepared guidelines for prescribing 

opioids for CNCP in Korea by reviewing various research 
data-related issues in Korea and several other countries 
in 2017. Guidelines should be continuously modified in 
light of new clinical evidence. Physicians’ experiences and 
opinions should also be considered in the modification of 
guidelines since they have been working with the guide-
lines in the field. 

Therefore, we conducted the survey to review the latest 
trends in prescribing opioids and to collect the physicians’ 
opinions regarding the guidelines. This survey investi-
gates the starting point, pattern, and treatment goal of opi-
oid prescriptions; opinions about the limited period and 
dose of opioid prescription by the NHIS; and physicians’ 
experiences with opioid medication in South Korea. 

MATERIALS AND METHODS
The requirement for ethical approval for this study was 
waived by the Institutional Review Board of Konkuk Uni-
versity Medical Center (IRB file No. 2019-12-014). The sur-
vey was conducted by the Public Relations Committee of 
the Korean Pain Society between September and October 
2018. Based on the results of this anonymous survey, this 
manuscript was drafted in 2022. 

Physicians who worked at pain clinics in 42 university 
hospitals in Korea were asked to complete anonymous 
questionnaires regarding opioid prescription. Physicians 
were informed that the survey aimed to investigate the 
actual situation and patterns of opioid prescription by 
physicians in Korea and that there would be no personal 
advantage or disadvantage, regardless of whether they 
participated in the survey. Physicians who agreed to par-
ticipate in the study were surveyed, and those who did 
not agree to participate were excluded. The questionnaire 
consisted of the following questions (Appendix): (1) gener-
al information such as experience in pain clinics, diseases 
requiring frequent opioid prescription, and the propor-
tion of patients prescribed opioids; (2) opioid prescription 
behavior (e.g., pain score for the first opioid prescription, 
pain relief goals, whether to explain the side effects in 
advance, preference for combination opioids, prescrip-
tion intervals, and treatment for breakthrough pain); (3) 
opinions regarding sanctions imposed by the NHIS on 
prescription intervals and dose; and (4) experience with 
opioid medication (e.g., side effects and patient compli-
ance, abuse, and addiction) investigated using a specially 
designed survey.
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RESULTS
A total of 69 pain physicians from 42 university hospitals 
completed the questionnaire. Table 1 summarizes the sur-
vey’s basic statistics: the practice period of physicians who 
responded to the questionnaires, diseases requiring fre-
quent prescription of opioids, and proportion of patients 
prescribed opioids. More than half of the respondents 
(53.6%) had pain clinic careers for more than 10 years, and 
only one physician did not prescribe opioids (1.5%). Cancer 
pain (31.3%) and complex regional pain syndrome (CRPS) 
(29.7%) were representative diseases for which physicians 
frequently prescribed opioids.

Sixty-eight physicians (98.6%) with experience prescrib-
ing opioids, excluding one who said they did not prescribe 
drugs, were asked about the patients’ pain scores when 
they started to prescribe opioids. Fig. 1 shows that 57.4% 

of physicians decided to prescribe opioids to patients with 
a pain score > numeric rating scale (NRS) 7. The opioid 
prescription prevalence decreased according to pain 
score; for example, 23.5% of physicians began to prescribe 
opioids when the pain score was more than NRS 6 and 
17.6% for a pain score more than NRS 5. When prescribing 
opioids, most physicians (72.1%) aimed to reduce pain by 
50% and 17.6% of physicians by 25%, as shown in Fig. 2. In 
addition, 2.9% of physicians expected to eliminate pain. 

When physicians prescribed opioids, most respondents 
(73.1%) actively explained their prescription of opioids 
and the possible side effects. Only 1.5% of respondents did 
not explain their opioid prescriptions, as shown in Fig. 3. 
Fig. 4 illustrates two extreme prescription behaviors for 
combination opioids; for 34.8% of respondents, combi-
nation opioids accounted for less than 10% of their total 
opioid prescriptions, while 30.3% preferred combination 
opioids (more than 40% of the total opioid prescriptions). 

Table 1. Demographic data

Demographic variables Categories Number (%)         

Career in pain clinics (Total n = 69) > 10 years 37 (53.6)
5–10 years 16 (23.2)
3–5 years 8 (11.6)
< 3 years 8 (11.6)

Diseases with frequent prescription of opioid (Total n = 182) End stage cancer pain                  57 (31.3)
CRPS         54 (29.7)
PHN 33 (18.1)
Spinal or joint pain 26 (14.3)
Fibromyalgia             8 (4.4)
Peripheral neuropathy    4 (2.2)

Proportion of patients prescribed opioids (Total n = 69) < 10%                25 (36.2)
11–20%               15 (21.8)
21–30%               17 (24.6)
31–40%               6 (8.7)
41–50% 2 (2.9)
> 50% 3 (4.4)
No prescription               1 (1.5)

CRPS: complex regional pain syndrome, PHN: postherpetic neuralgia.
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Fig. 1. What is the pain score for prescribing opioids for the first time? 
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Most physicians (61.2%) preferred the prescription inter-
val to be 4 weeks (Fig. 5). Patients often complained of 
breakthrough pain, and Fig. 6 shows how the physicians 
responded to it. Immediate-release (IR) opioids were the 
most popular treatment (92.6% of respondents), and an ad-
ditional dose of current drugs was the second most favored 
treatment (5.9% of respondents). 

Regarding the 30-day limitation, 52.9% of 68 respon-
dents said it was reasonable, 45.6% thought the period 

should be extended, and one physician (1.5%) believed 
that the period should be shortened (Fig. 7A). Fifty respon-
dents provided a reason for increasing the number of lim-
ited prescription days (Fig. 7B). Approximately 88% said it 
was for the patients’ convenience, and 8% thought there 
should be no limit on the prescription interval because 
they believed opioids were safe. Thirty-nine respondents 
provided a reason for decreasing the number of prescrip-
tion days (Fig. 7C). Of the respondents, 48.7% reported 
abuse or addiction. Another 48.7% attributed it to monitor-
ing efficacy and adverse reactions.

The NHIS imposes restrictions on the dose of opioids for 
noncancer pain. Physicians’ views on this dose limit were 
collected and analyzed (Fig. 8). Among the 68 respondents, 
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50% wanted the dose limit raised, whereas 45.6% said that 
the current limitation was appropriate. Fifty-two physi-
cians provided a reason for increasing the dose limit, and 
50% of physicians pointed out the need for another drug 
resulting from the limited opioid dose. This was ascribed 
to the decrease in analgesic effect due to opioid tolerance 
(28.8%). Only 5.8% thought dose limits were unnecessary 
because opioids are safe. 

Factors considered while prescribing opioids (Fig. 9) 
were persistent efficacy (33.7%), side effects (21.5%), pa-
tient compliance (19.5%), insurance standards (14.1%), 
rapid effect (8.3%), and the patient’s financial burden 
(2%). The most common side effect of opioid medication 
was constipation (43.3% of the total 134 responses), fol-
lowed by nausea/vomiting (34.3%), and dizziness (14.9%). 
Dysuria, addiction, and misuse remained at the bottom 
of the ranks (3.0% each). However, physicians were most 
concerned about addiction and misuse of opioids (33.0% 
of the total 115 responses). Respiratory depression or loss 
of consciousness (27.8%) were observed. Nausea/vomiting 
(13.9%), dizziness (8.7%), dysuria (8.7%), and constipation 
(7.8%) were relatively minor concerns for physicians (Fig. 

10). 
Pat ient compliance w it h opioid medicat ion was 

high: compliance > 75% was 41.2%, 51%–75% was 39.7%, 
26%–50% was 17.6%, and < 25% was only 1.5% (Fig. 11). 
Regarding the percentage of misuse or abuse, 56.5% of 67 
physicians replied that it was less than 5% (Fig. 12). Of 67 
respondents, 66.7% reported that only 5% of their patients 
were addicted. Three physicians (4.5%) answered that 
more than 26% of their patients were addicted (Fig. 12).

DISCUSSION
Several studies have shown that chronic pain is prevalent 
in 2%–40% of the adult population [4]. In the United States, 
one-third of individuals reported experiencing chronic 
pain [13]. The high medical costs of treating chronic pain 
and low labor productivity have resulted in a national eco-
nomic burden. Moreover, pain-related medical expenses 
are reportedly greater than those for heart disease, cancer, 
and diabetes in the United States [24]. The effective treat-
ment of chronic pain enables many patients to lead pro-
ductive lives and improve their QOL. 

Although opioids are not the most effective drugs for 
CNCP, their administration to patients with chronic pain 
has drastically increased [23,24]. Opioid prescriptions in 
Korea are steadily increasing, although they are still fewer 
than the average in Organization for Economic Coopera-
tion and Development countries [15,25]. Table 1 lists dis-
eases requiring frequent prescription of opioids in pain 
clinics; cancer pain (31.3%) ranked as the top single con-
dition requiring opioid prescription, but the sum of non-
cancer pain treatments (around 69%) outnumbered cancer 
pain as coinciding with global trends of increased opioids 
use in CNCP [26,27].

Oral opioids are reportedly effective in the treatment of 
CNCP in patients without a history of mental illness, and 
the possibility of addiction is low [22]. Opioids for CNCP 
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[28] include chronic low back pain [28], osteoarthritis, and 
neuropathic pain [29]. Opioids are also continuously pre-
scribed to patients with cancer [30] and postoperative pain 
[31]. In patients with fibromyalgia, a common pain condi-
tion, only tramadol is of modest benefit; however, strong 
opioids (oxycodone or morphine) are not recommended 
[32]. In this study, common CNCP diseases with frequent 
opioid prescriptions were CRPS, postherpetic neuralgia 
(PHN), and spinal/joint disease. In previous multicenter 
study [33], 80.3% of CRPS patients had been consuming 
opioids. The severe pain of CRPS can be related to the high 
prescriptions of opioids. 

A randomized controlled trials (RCT) meta-analysis in 
patients with CNCP demonstrated that the effect of opioid 
use was statistically significant; however, improvement in 
physical function and pain were small and showed short-
term efficacy [7]. Moreover, evidence of its long-term ef-
fectiveness is lacking [7,34]. In contrast, a national poll of 
long-term opioid users in the United States revealed im-

provements in physical function and significant differenc-
es in life. It showed that opioids reduced pain, and that the 
users’ QOL was better than that of opioid-free patients [35]. 
Amid this controversy, opioids may be viewed as a second- 
or third-line treatment method when all other treatment 
methods are unsatisfactory. If the physician decides to 
start opioid therapy, opioid analogs (codeine or tramadol) 
are suggested as first-line opioids for mild-to-moderate 
CNCP. The use of more potent opioids (morphine, oxyco-
done, and hydromorphone) may be considered from the 
beginning as first-line opioids for patients with severe 
CNCP [8,14].

As shown in Fig. 1, 57.4% of pain physicians started pre-
scribing opioids to patients with NRS pain scores ≥ 7. Fig. 
1 also shows that all physicians began to prescribe opioids 
to patients with NRS pain score > 4. A review article sum-
marizes that among patients with non-cancer pain, NRS 
scores of 4 and 6 define mild-to-moderate and moderate-
to-severe pain, respectively. It can be used as a guide for 
selection and initiation of pain treatment [36]. 

Clinically meaningful improvement has been defined as 
a 30% improvement in scores for both pain (approximately 
2 points on an 11-point scale [14]) and function [23]. In ad-
dition, the Korean guidelines recommend that pain relief 
and functional status improvement be at least 30% without 
adverse consequences [8]. In this survey, 72.1% of physi-
cians aimed to reduce pain by 50%, and 82.4% of physi-
cians aimed to reduce pain by 50% or more; however, only 
17.6% of physicians expected a pain relief of 25%. As shown 
in Fig. 2, 2.9% of physicians hoped to resolve the pain al-
together. It appears that expectations were higher than 
the standards recommended in the guidelines. Physicians 
should emphasize that elimination of pain is unlikely, and 
complete improvement of chronic pain by opioids is lim-
ited [14].

Recently, the importance of informing patients of opioid 
prescriptions and explaining side effects before prescrip-
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tion has been highlighted. Several medical litigation cases 
in Korea dealt with plaintiffs’ claims of physicians violat-
ing explanation obligations in advance [37]. In this sur-
vey, 73.1% of physicians believed that they gave an active 
explanation to patients, and 23.9% thought that they gave 
a rough description. In other words, 97% of physicians 
seemed to explain opioid prescriptions and their side ef-
fects in advance. Only 1.5% of physicians confessed that 
they did not. In another survey of Korean patients, 7.2% in-
sisted that they did not receive any explanation regarding 
opioids from physicians [38]. There was a gap between the 
patient’s view and that of the physicians on how faithfully 
the physicians did their duty of advance explanation. This 
gap implies that physicians must provide an explanation 
from the patient’s point of view and obtain informed con-
sent. Physicians should discuss opioid therapy periodi-
cally and regularly with patients [23]. 

Pain physicians should prescribe a single opioid analge-
sic and titrate it to a stable dose for cancer pain [39]. There 
is little evidence to support the practice of combining dif-
ferent opioids [14]. If pain is not adequately improved over 
a certain period of time, another opioid may be added in 
cooperation with a pain physician according to the Korean 
guidelines [8]. We investigated the rate of prescription of 
combination opioids and found that 34.8% of physicians 
prescribed combination opioids in fewer than 10% of their 
prescriptions, while 30.3% prescribed them more than 
40% of their prescriptions (Fig. 4). We cannot determine 
which behavior is preferred or better because prescription 
details, such as the composition of combined drugs, are 
unknown and require further investigation. Combination 
opioid pills might improve analgesic efficacy over existing 
analgesia [40], however, physicians should maintain drug 
prescriptions at a lower dose and prescribe short- or long-
acting opioid combinations with extreme caution. 

Before initiating opioids, physicians should establish 
treatment goals for patients and consider how opioids will 
be discontinued if the benefits do not outweigh the risks. 
Physicians must prescribe opioids according to their best 
judgment, and it is essential to establish an appropri-
ate goal, even if it goes against the wishes of patients [14]. 
When initiating opioid therapy for chronic pain, physi-
cians should evaluate the benefits and harm to patients 
within 1–4 weeks of initiating opioid therapy for chronic 
pain or of dose increase [8,23]. Moreover, physicians 
should evaluate continued therapy with patients every 3 
months or more frequently. Korean guidelines recommend 
that physicians should be reviewed every 1–2 months or 
even earlier. This survey showed that most physicians 
(92.6%, Fig. 5) followed the guidelines well by prescribing 
opioids at 1–4-week intervals. In the United States, if a pa-
tient has a low risk of drug abuse or low dose fluctuations, 

the patient’s visit interval may be prolonged, and the pros 
and cons of continuous treatment for 3 months or more 
will be evaluated [23]. 

Korean guidelines recommend that patients who need 
long-term therapy be evaluated every 1–2 months or even 
earlier. Patients with a high risk of aberrant drug-related 
behaviors or those requiring frequent dose adjustments 
should have shorter visit intervals. Aberrant drug-related 
behaviors, analgesia, adverse effects, and the activities of 
daily living should be described at every visit [16].

Breakthrough pain should be evaluated separately from 
baseline pain and may be related to the progression of the 
underlying condition or a new or unrelated pain condition 
[41]. The Food and Drug Administration (FDA) has recom-
mended that long-acting opioids not be used on a pro re 
nata (PRN) or as-needed basis [35]. Canadian guidelines 
state that most breakthrough pain should be treated with 
IR opioids at no more than 10%–20% of the total daily dose. 
If a patient consistently uses breakthrough doses several 
times a day (three or more times) [16], the continuous dose 
can be increased using controlled-release opioids. In ad-
dition, IR opioids can be administered immediately before 
severe pain exacerbation [14]. In this survey, most physi-
cians (92.6%) preferred IR opioids to control breakthrough 
pain. This prescription tendency complied with the FDA 
and Canadian guidelines, as mentioned earlier. Only 5.9% 
of patients were prescribed an additional dose of the cur-
rent medication. 

As Korea has restrictions on opioid prescriptions, the 
NHIS provides a monitoring system for patients on opi-
oids. The NHIS also restricts prescription intervals be-
cause of concerns about opioid abuse or addiction, and 
sometimes this causes insufficient control of pain [16]. We 
surveyed physicians about the restrictions on prescription 
intervals, and the results are summarized in Fig. 7. More 
than half of the physicians (52.9%) thought this restriction 
was appropriate, while 45.6% responded that the prescrip-
tion intervals should be increased. Regarding the dose 
limits covered by the NHIS, 50% of physicians insisted that 
the dose limit should be increased, while 45.6% thought 
that the current restriction was appropriate. These results 
indicate that many physicians thought that some patients 
needed more opioids for pain control than the dose limit 
recommended by the NHIS, and some physicians encoun-
tered drug tolerance to opioids during long-term opioid 
prescription. For more sufficient pain control in patients 
with chronic pain, increasing the dose limit may be neces-
sary. However, the dose limit can be a Maginot line that 
prevents addicts from being prescribed more drugs cov-
ered by insurance. A dose limit may also be a factor that 
allows physicians to find the best treatment method, such 
as a combination of drugs, nerve blocks, or other interven-
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tions within the limitation. Therefore, to increase the dose 
limit, much discussion and research are needed in the fu-
ture.

Even though only 2.9% of physicians thought that the 
NHIS should decrease the dose limit, the most common 
reason for decreasing the dose limit was concern about 
abuse and addiction (67.6%). As mentioned previously, 
concern about abuse and addiction was the main reason 
why physicians hesitated to use opioids actively. The most 
common factors considered when prescribing opioids 
were the persistence of effectiveness (33.7%), side ef-
fects (21.5%), and patient compliance (19.5%). Insurance 
standards (14.1%), rapid effect (8.3%), and the patients’ 
financial burden (2%) were minor factors. Therefore, pain 
physicians had a greater interest in safer and more effec-
tive medical treatment than other administrative and 
financial factors. The side effects of opioids that physi-
cians frequently encounter include constipation, nausea 
or vomiting, dizziness, dysuria, abuse or addiction, and 
respiratory depression. Interestingly, the most concerning 
adverse effects were abuse or addiction, followed by re-
spiratory depression. Both were the least experienced side 
effects but the most concerning. 

Nausea, vomiting, constipation, dizziness, and dysuria 
were relatively less concerning factors. Constipation is the 
most common long-term side effect, and opioid-associated 
constipation generally does not improve with time [6,41]. 
Respiratory depression is the most critical adverse effect of 
opioids as it can be life-threatening and typically occurs in 
individuals taking high doses of opioids [6]. Approximately 
80% of patients taking opioids experience at least one side 
effect [42].

Opioid use disorder refers to the continued use of opioids 
despite the harmful effects. According to the Diagnostic 
and Statistical Manual of Mental Disorders Fifth Edition, 
substance use disorders include abuse and dependence, 
which are considered not as separate disorders but as a 
single disorder with symptoms of different severities [43]. 
As the use of opioids has increased dramatically in many 
countries, the abuse of prescribed opioids and accidental 
opioid overdoses have been increasingly observed [44,45]. 
If a patient’s opioid dose increases frequently or abruptly, 
incorrect medication or opioid abuse should be suspected 
despite pain improvement. As the number of patients tak-
ing opioids has increased, the opioid overdose-related 
death toll has also increased [46] and opioid dependence 
has become a public health crisis in many countries [45,47]. 
For example, in the United States, northeastern states run 
the Prescription Drug Monitoring Program to address 
overprescribing, which results in less opioid prescrib-
ing volume in the northeastern states than that in the 
southern states [48]. The initiative has contributed to the 

decrease in opioid prescription in the United States since 
2013, though the amount of opioids prescribed is still three 
times higher than in 1999 [49] . 

Addiction is a primary neurobiological disease with 
genetic and psychosocial factors [43] and can be charac-
terized by symptoms such as an inability to control the 
urge to take the drug and craving [14]. Many patients with 
opioid addiction also have concomitant psychological 
disorders [11]. Those with a history of alcohol or other drug 
addiction seemed to be at the most significant risk [14]. 
Opioid addiction arises from repeated exposure to opioids 
[22,50]. As discussed previously, abuse and addiction were 
the most concerning side effects for physicians. It is worth 
investigating how many patients have experienced opioid 
abuse or addiction. As shown in Fig. 12, 56.5% of physi-
cians said that fewer than 5% of patients prescribed opi-
oids misused them, and 66.7% reported that fewer than 5% 
of patients receiving opioid treatment were addicted.

However, in a survey of Korean patients [38], only 2% 
of patients were reported to have experienced addiction. 
Since patients try to avoid revealing opioid addiction by 
hiding behaviors or symptoms suggesting addiction, di-
agnosis of addiction can be difficult [14]. Moreover, there 
are no physical instruments to measure the degree of pain 
or addiction. The degree of pain can only be reported by 
patients themselves, and the degree of addiction can only 
be ambiguously determined [44]. Effective alleviation of 
suffering associated with pain falls within the physician’s 
professional obligation. The current situation of opioid 
prescription should be considered in the amendment of 
the first Korean guidelines by the Korean Pain Society.

It should be noted that this study is subject to some limi-
tations. Since the survey was conducted only in univer-
sity hospitals, pain physicians in primary and secondary 
hospitals were not included; therefore, the study does not 
reflect all current prescribing trends. 

In this study, the prescription patterns of pain physi-
cians generally followed Korean guidelines. All physicians 
in the survey insisted that they began to prescribe opioids 
to patients with NRS pain scores > 4. Physicians gave the 
greatest consideration to safety and effectiveness during 
prescription, and they were most concerned about respi-
ratory depression and addiction or abuse. The survey re-
vealed the pros and cons of the restrictions on prescription 
intervals and doses imposed by the NHIS. However, many 
physicians agreed that regulations needed improvement 
for patient convenience and safety, and foreffective treat-
ment.
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Appendix. Questionnaire regarding opioids

Investigation of pain physicians’ prescribing patterns and current situation of opioids (English version)

1. How long is the operation period of the pain clinic?
① Below 3 years ② 3–5 years ③ 6–10 years ④ More than 10 years

2. For what diseases are opioids prescribed frequently in the pain clinic? (Select up to three)
① Spinal or joint pain ② Postherpetic neuralgia ③ Peripheral neuropathy ④ Complex regional pain syndrome (CRPS) 
⑤ Fibromyalgia ⑥ End stage cancer

3. What is the proportion of patients prescribed opioids?
① < 10% ② 10%–19% ③ 20%–29% ④ 30%–39% ⑤ ≥ 40% (show specific figures)

4. What are the pain scores (NRS, VAS) for prescribing opioids for the first time? (0, no pain -10; the greatest pain one can  
          think of)

① 3 ② 4 ③ 5 ④ 6 ⑤ 7 or more

5. What is the pain relief goals when prescribing opioids? 
① 25% ② 50% ③ 75% ④ 100%

6. Whether side effects are explained when prescribing opioids?
① Not at all ② Explained roughly ③ Explained actively 

7. What is the ratio of two or more opioids prescribed when prescribing opioids? 
① < 10% ② 10%–19% ③ 20%–29% ④ 30%–39% ⑤ ≥ 40% 

8. How long is the normal duration of opioid prescription? (Commonly prescribed period)
① 1 week ② 2 weeks ③ 3 weeks ④ 4 weeks ⑤ More than 4 weeks

9. Whether opioids with breakthrough pain are prescribed to patients taking opioids?
① No prescription 
② Prescribe immediate-release (IR) opioids if needed (PRN)
③ Allow patients to take additional medications that they are currently taking

10. Opioids used to control pain may not be sufficiently prescribed because of the limited 30 days of public insurance  
            coverage. What is your opinion of the prescription period being limited by the National Health Insurance?

① Appropriate ② Should be increased ③ Should be decreased

11. If increasing the limited prescription day is needed, select the reason.
① Patient’s convenience 
② Doctor’s convenience 
③ There is no need to limit the medicine because it is safe. 
④ Other opinion (                                                                         )

12. If decreasing the limited prescription day is needed, select the reason. 
① Concerns regarding abuse and addiction 
② Need to monitor effects and side effects
③ Other opinion (                                                                         )

13. What is your opinion on the prescription dose limit?
① Appropriate ② Should be increased ③ Should be decreased
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14. If increasing the limited prescription dose is needed, select the reason.
① Additional drugs are required due to limited drug quantity.
② Reduction in analgesic effect due to drug tolerance
③ There is no need to limit the medicine because it is safe. 
④ Other opinion (                                                                         )

15. If decreasing the limited prescription dose is needed, select the reason.
① Concerns regarding abuse and addiction 
② Need to monitor effects and side effects 
③ Other opinion (                                                                         )

16. What are the three major factors you consider when prescribing opioid?
① Side effects ② Persistent efficacy ③ Rapid effect
④ Patient compliance ⑤ Health insurance ⑥ Patient’s financial burden 
⑦ Other opinion (                                                                         )

17. What are the most common side effects of opioid that you have experienced? (Mark two items)
① Constipation ② Nausea or vomiting ③ Dizziness ④ Dysuria ⑤ Abuse or addiction  

18. What are the side effects of opioids that you are most worried about? (Mark two items)
① Constipation ② Nausea or vomiting ③ Dizziness ④ Dysuria ⑤ Abuse or addiction

19. How much is the patients’ compliance with opioids (degree to which a prescription is taken correctly) (what%)? 
① Below 25% ② 25%–50% ③ 51%–75% ④ 76% or more

20. What is the prevalence of opioid abuse?
① Below 5% ② 5%–10% ③ 11%–25% ④ 26%–50% ⑤ 51%–75%

21. What is the prevalence of opioid addiction?
① Below 5% ② 5%–10% ③ 11%–25% ④ 26%–50% ⑤ 51%–75%




