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Supplementary file 4 

Barriers and Promotors of the Perioperative Opioid Stewardship Program

	Program component
	Barriers
	Promotors

	General intervention
	
The ongoing turnover of staff, and high number of subspecialty units that operate with their own practices makes an overall global opioid stewardship program difficult to implement.  Culture, Pain Physician

It would come at the expense of something else. So to put the time and effort into that [perioperative opioid stewardship] something else would have to give. Resourcing It became if it wasn't easy to do, like if the leaflet wasn't there, they didn't go and chase it. You have to make it easy for people to do the right thing. Compatibility; Pharmacist

At the prescribing level, there's no power of the experts. So for an opioid analgesic stewardship program to work, you need to approach [with a] strategy, which is all post-operative analgesic orders go through the acute pain service. Now that's not feasible because there's not sufficient funding for such a service. Leadership Engagement; Pain Physician

There's good evidence of optimal opioid prescribing, including liberal access improves outcome. So there's potentially poor clinical outcomes from this crackdown on opioid prescribing. As a pain clinician, that worries me because it actually will increase our workload down the line. A lot of the pain services in many hospitals are now run by physicians, because anaesthetists don't want to do it. So there's a real risk that we're going to grow a whole range of opioid phobic clinicians, opioid phobic health systems, etc.. And that leads to worse outcomes clinically for patients with pain. Patient Needs & Resources, Pain Physician

	
We speak to each other quite easily. get the sense that it's a team rather and inter-departmental warfare.  Culture, Anaesthetist Manager

Once the program got underway, it was really good. We didn't have very much pushback. Doctors are happy to follow the advice of pharmacy. I think our acute pain service were always very happy to take calls for patients where the doctor may have been unsure whether they may require larger quantities. And that worked very well Compatibility; Pharmacist

I think that pain is difficult because there's a lot of distress transference to staff when a patient is distressed. We get distressed and we want to give them something quickly. I think it's important that we get as many of our peers on board to realise that sometimes, despite being time poor, the best thing for our patients is to make them feel safe rather than throw drugs at them…it’s harder, but it's ultimately more effective.
Knowledge and Beliefs about the intervention; Pain Nurse

	Discharge opioid prescription guideline
	The upside is that a [smaller] box means that they are not stockpiling strong opioids at home. But the downside is that they are left in pain on discharge home with very little analgesia from the hospital with its negative implications to the pain service or the health care workers. It's hard to balance that. If you have a strategy that caters to 90 to 95% of people that means one-in-ten or one-in-20 are going to fall outside that range. Patient needs and resources, Pain Physician

The two medications Panadol [and] the anti-inflammatory…People seem to be scared of [prescribing] anti-inflammatories...no one gets commended for [prescribing] anti-inflammatories, but they're happy to be criticised in retrospect…blaming them for [the] risks [of] bleeding and kidney failure. Also the physicians are pretty anti anti-inflammatory. Culture; Pain Physician

	At [our] hospital that was 12…oxycodone, immediate release tablets for the majority of our patients, unless there was approval from the acute pain service for a larger quantity. We encouraged the use of adjuvant painkillers where possible - that included paracetamol and anti-inflammatories. Patient needs and resources; Pharmacist

Most of the patients use about ten or less opioid [tablets] on discharge. Before all of our patients would get…20 tablets of Endone or Tramadol, but now the standard practice is to prescribe ten Endone or Tramadol to go home with, so it's definitely a big improvement. Patient needs and resources; Pharmacist

I think there's a culture…of optimisation and maximisation of non-opiate adjuncts. So, all patients on regular paracetamol unless there's a contraindication and patients on regular anti-inflammatories, unless there's a contraindication and if there is, then even a short course. Culture, Junior Medical Officer


	Patient education
	I don't know whose job it was to discuss with patients. Knowledge and beliefs, Junior Medical Officer

Without the emergency department or emergency surgery, most of our patients would have been to pre-admission clinics so that pain education and patient education has commenced a long time ago. So they are aware of what's happening to them, and around them, pre-op and post-op and they are rarely lost to follow up because of their diagnosis. So we are fortunate in that way. I believe in other hospitals…it will be much harder because of the patient population, the health literacy and the single interaction nature of most anaesthetists and also because the patient load…We have the luxury [of time] to provide them with patient education. Patient Needs & Resources; Pain Physician

The patient information on discharge leaflets that contained information about analgesics that's happening on a less than consistent basis. But some pharmacists are employing it [and] enjoy using it. Other pharmacists, depending on workload -it's another thing for them to do. And if they're already drowning in [their] workload…then that doesn't make the cut. Resourcing, Pharmacist



	For surgical patients who are electively admitted, [education] can start in the…pre admission clinic. And then repeat it again on discharge. [Education] can be done [at] discharge whether from an elective or an emergency setting. The education should be given on anticipated requirements, what they should do if they feel that they have ongoing requirements and then how they should dispose of their opioids if there are any excess. Compatibility, Pain Physician

The nurses are the anchors and… they prompt the junior registrars or the senior registrars and pain fellows…to initiate the patient education. Also the pharmacist who is attached to the pain service is also the peri-operative pharmacist and was involved in implementing this opioid stewardship program. They will flag patients whom we [Acute Pain Service] have discharged but are still on doses of opioids that are considered to be medium or high, or flag other patients that are not on the pain round but are at risk of relapsing or who need referral to the pain round.  Patient Needs & Resources Pain Physician

Generally if someone were to be on higher doses, they would receive instruction that weaning will be necessary rather than just cessation. We give pretty good instructions…that pain free is probably not to be expected, but we want to facilitate function. We want to allow people to move and breathe and cough and do the activities that are going to help them recover. That's what the analgesia is for. And if they do need additional analgesia beyond what they've been supplied, they can either go to their GP or call us directly. And quite often if anyone's been started on any anti-neuropathics [non-opioid pain medication], they're given our card…with a direct line to the pain service nurse. Patient Needs & Resources; Pain Nurse

Secure storage is something that wasn't necessarily front of mind prior to getting involved. I think that's where the leaflet was really helpful as a prompt. I need to just remind people that [they] shouldn't leave these [prescribed opioid medications] lying around. Take them back to the pharmacy after. Knowledge and Beliefs; Pharmacist


	Provider education and integration
	When I was on my first ever rotation as an intern [named surgical unit], we almost never got to go to teaching. I think I made it to teaching probably once or twice during that whole rotation, and it felt like there was a degree of expectation that you would prioritise all of your jobs above going. Culture, Junior Medical Officer

Prior to implementing something new, you have to engage with the people who are going to be implementing it... They need to know what it is that's being implemented, why and what they hope to achieve...that they're supportive of that change and approve of its practicality. And that is not going to make people's lives more difficult. If you [are] just going to do something at a committee level and then think you've got to implement it, it's not going to happen. Implementation Climate; Pain Nurse

Physicians are hopeless at engaging with pain specialists. They prescribe colossal amounts of opioids and…it seems to come from a position of assumed greater knowledge than the people who do it as a specialty.  Whereas surgical consultants go “you seem to know best you deal with it [to pain specialists]” And it's I think that's a healthier attitude in terms of community opioid management - we know best, we're happy with our prescribing practices. Implementation climate, Pain Physician

	When all the new medical staff start at [hospital], it's sort of drilled into their minds that ten is the maximum [quantity of discharge opioids to prescribe]. Planning quality; Pharmacist

[Junior medical staff] don't have the same level of confidence or experience to develop our own brand of prescribing. We're very much following the norm of the institution…if someone told me what to prescribe, I'd prescribe it every time, and most others would as well. Culture; Junior Medical Officer

Time is one barrier, but it's not an absolute barrier. It can be overcome if it's emphasised as something that's important. The biggest facilitator would be consultants being verbal about it as a thing of importance. Most junior doctors just want to please the consultants and their senior registrars and hopefully get onto training at some stage. If your own consultant group brought it up and said it was important, then you'd be much more likely to act on it.  Leadership Engagement; Junior Medical Officer


	Hospital-community prescriber communication
	There's a drop off [in communication] from pain service activity, discharge from the acute pain service, discharge from the hospital unit, to the GP. So the messages get sequentially lost as it goes down that path. Discharge communication; Pain Physician
I had a few discussions with consultants [about communicating the discharge opioid plan with the GP], where I felt that it was an important component of care, particularly for the more complicated patients. But there was a reluctance by some, not all, senior medical staff that I would take time to do that and a feeling that it was essentially time that I could spend doing…other duties. Knowledge and Beliefs; Junior Medical Officer

The abilities for the GP's to get hold of us was always limited, there wasn't much information on how to contact us. Discharge communication, Pain Physician

So I wouldn't say it was an optimal system, but in simple cases it probably was adequate. In more complex cases where the surgery resulted in issues that would have chronic pain…I think that's probably inadequate. Discharge communication, Junior Medical Officer

	We write a letter to the GP offering them a three step wise weaning plan, and then…information if they require follow up. The assumption is made that if they're on [lower dose opioids] then most GP's feel comfortable with weaning. But that's a big assumption. Knowledge and Beliefs; Pain Physician

Not necessarily all patients that go home on a limited supply of immediate release [opioids], but certainly anyone that's got more complex needs or is on slow release opioids, that we want to wean, we will always do a letter to the GP with recommendations. If the patient is struggling in the community then they can be referred to our acute pain transitional clinic. Patient needs and resources, Pain Nurse




Note. Study themes in bold per the codebook (Table 2). Clinical role indicated for respondent also in bold. 

