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Supplementary file 5	 

Stakeholder Perspectives on Program Sustainment and Optimisation 

	Program component
	Sustainment
	Optimisation

	Program implementation

	It just had to be easy. You have to make it easy for people to do the right thing. And so it was, [and] people were accepting of it. I think to get things consistently done [it] has to be [a] somewhat automated process. Compatibility; Pharmacist

I don't want a forever commitment -I want to trial commitment. So if it works fabulous, this is the return you'll get. If it doesn't work, we'll pull back and we'll seek alternative strategy. I think your exec [hospital executive] are willing to support you if they understand the rationale, but they've also got the ability to pull back if they feel it's not working. Resourcing; Anaesthetist Manager

	The hierarchy of effectiveness of implementation in health services research and or quality assurance implementation projects: Policies and procedures - no one reads. Education only lasts until the next transitional group of junior doctors. Patients are fluid and GP's [general practitioners] are fluid, everything's pretty dynamic. So, it has to be a system of easy recommendations, force functions, etc., within the system. This is where we should leverage off the power of the EMR [electronic medical record]. So anything that is readily available and known in the EMR which can aid decision support and facilitate the correct prescribing of drugs all in one area and the safe transition would be perfect. Knowledge and beliefs/Electronic Medical Record; Anaesthetist Manager

I think once it's been decided how the program is going to run, having something in writing and having something in a policy is very important because that's something that you can direct people to. So you can say, "we have this program and this is what the program involves and this is what you must do". Planning; Pharmacist


	Discharge opioid prescription guideline 
	Keeping in mind that you might go to look up the protocol and be about to write the discharge script and have the protocol and the discharge script there and then be interrupted five times for other things. So it has to be user friendly in the environment that is being used. Compatibility; Junior Medical Officer

	I believe there needs to be less choices. And then more. Pathway or algorithm driven. Knowledge and beliefs; Pain Physician

I think reviewing the opioid data sets in the electronic prescribing systems that we use to make sure that the data sets aren't auto populated with PBS [pharmaceutical benefits scheme] quantities of opioids…that just encourages the prescriber to click on that and to not be thinking about the quantity that they're prescribing. I think that's that would be valuable. Planning/Electronic Medical Record; Pharmacist


	Patient education and medication handling
	
	Given we do all prescriptions through the EMR when you print a script…it should automatically print written information for the patient about opioid handling. An easy pamphlet. Electronic Medical Record/Patient needs and resources; Junior Medical Officer

I think we need to start at the beginning in regards to patient engagement within either the pre admission clinic area or through the surgical nurses and ensure that we've set some patient expectations in regards to their pain, that we will be able to get them reasonably comfortable, but not pain free. So then you've got a patient that comes in without that high expectation where they want to get pain free and that's when they tend to overuse a lot of opioids. You need to also highlight the roles of simple analgesia and…opioids. How they're strong, they're effective but only useful…for a short time postoperatively when acute pain is an issue that beyond that period of healing, that opioids aren't useful and in fact can be dangerous. Planning quality; Pain Nurse

A simple video which in pre admission clinic you could have constantly running for patients to watch or…why can't we send it out to patients so they can click on the video? they could get a really simple video around pain expectations and analgesics post op. Patient needs and resources; Pain Nurse

I think we need to get the surgeons…at the end of every appointment, [to ask] "are you still taking painkillers?" And if you aren't…bring them in at the next appointment and we'll dispose of them for you…I think you need every member of the team saying the same thing. Bring them in, get rid of them. [The hospital] will reimburse you the cost of that prescription. We'll do those things, rather than just leaving this pool [of prescribed opioids] out there.
Knowledge and Beliefs; Pain Physician


	Provider education and integration
	I think providing that feedback to staff to show that it is working. That feedback loop so that people can see that yes, what we're doing is making a difference. Positive feedback always…makes people see the benefit in doing something. Culture/Planning quality; Pharmacist

I'm giving [tutorials] four [times] a year because of the rotation of registrars. And then for nursing midwifery is by invitation and I'm doing it once a year. I delegated some of this work to my nurse coordinator. They are skilled enough. But everyone in our project had do it on their own time. There's not much resource into it. But that's the way it is, isn't it? That's the way it is. Across the board. Resourcing, Pain Physician
	A detailed timeframe and plan of the change so that staff are aware in advance. Because I do see things happen on the spot. You get a lot of negative feedback from the staff saying that we weren't notified so there's a lot more questions and resistance. But when it's done properly, a lot of education sessions that happen before the change then usually [they] receive [the change] a lot better. Planning quality; Pharmacist

We would…target the HMOs in their particular units…we would have to deliver the teaching more often to different surgical and medical units. But targeting the HMOs with their registrars and their consultants, having made that time for them to do that teaching, they would understand that it's important as opposed to generic hospital HMO teaching. Within a particular unit there is more individual and focused teaching…that that would influence their behaviour. With generic teaching, there may be a propensity to think that doesn't apply to them if they are working in a particular role with a particular unit that has a particular way of doing things. Implementation climate; Pain Physician


	Beyond hospital discharge
	It should be an acute / subacute clinic for people with pain and or dependency issues [of] less than six months duration. You'd have a multidisciplinary cohort of doctors seeing them, and you'd potentially fund them in multiple different ways, partly compensable, partly MBS [Medicare benefits schedule], partly hospital based activity. Resourcing; Pain Physician




	Do I think everyone needs a GP letter? I don't think it can harm. So I guess we could make it more of a ubiquitous response. Patient needs and resources; Pain Physician

I think the ideal program would [be] supported by a 'nurse on call' type thing, like "I've still got pain, hasn't got better, what do I do?" Not just we're checking you out with ten Endone [oxycodone immediate release] tablets, there is a way to be flexible or to liaise with the GP, to book people in with follow up, either with the GP or the hospital via a phone call system in three or four days time to say, "how are you going?" Because often that's enough for people. Patient needs and resources; Pain Physician

A good way to do it, I think, now with the EMR, would be to have a standard SmartForm [component of the electronic medical record] that would be available to the JMOs regarding what should go to the GP's and this would take a lot of the stress off the JMO. That could be a [standard] phrase that goes through what they can expect, what they're being prescribed, and then when to see their GP and when to present back to ED if their requirements are ongoing and then storage and disposal. Electronic Medical record/Discharge communication; Pain Physician




Note. Study themes in bold per the codebook (Table 2). The clinical role indicated for the respondents is also in bold. 
