
The Opioid Best Practice – New Standard: New Paradigm educational event was 
held in Brisbane in March 2022. Hosted by the Opioid Stewardship Working Party 
(OSWP), the seminar focused on opioid-reduction strategies, safe opioid 
prescribing, communication between hospitals and GPs, and adapting to the 
new Opioid Analgesic Stewardship in Acute Pain Clinical Care Standard, which 
was subsequently published in April 2022. The seminar comprised eight 
components: the patient journey to surgery, prehabilitation, psychological 
preparedness for surgery, atypical opioids, hospital to GP communication, a 
discharge template developed by the OSWP, an introduction to the concepts 
of the new Clinical Care Standard and two Q&A sessions.

SESSION 1: The patient 
journey to surgery

The eight weeks before surgery is an 
important window where GPs can help 
prepare their patients for surgery and 

improve postoperative pain management by 
weaning existing opioid medications and 
optimising patients’ health generally, accord-
ing to the first presentation, facilitated by 
Professor Ivan Rapchuk. However, this can 
be challenging in general practice and is 
limited by miscommunication, misconceptions 
and a lack of time in GP consultations.

Brisbane-based GP, Dr Monica Steel,  
and anaesthetist, Dr Peter Waterhouse, 
discussed a hypothetical case of Mr JK 
(Box). Mr JK had chronic knee osteoarthri-
tis with a history of chronic pain, and a 
history of spinal surgery and comorbidities, 
including obstructive sleep apnoea and 
depression.

Dr Waterhouse noted that Mr JK had 
several red flags for a complicated post
operative journey, especially for pain 
management. Ideally, Mr JK should undergo 
weaning of pain medications eight weeks 
before surgery, receive preoperative coun-
selling to establish realistic expectations 

of postoperative pain and optimisation of 
his comorbidities to reduce his perioperative 
risks of pain and breathing problems.

Dr Steel acknowledged that although 
patients with similar complex conditions and 
medication regimens to Mr JK were common 
in general practice, their management could 
be very challenging, and often limited by short 
consultation times and infrequent appoint-
ment attendance.

‘We’re almost constantly looking at  
“putting out spot fires” because we have 10 
or 15 minutes each time,’ Dr Steel said. 
‘We’re not able to sit down and give these 
patients the huge amount of time that we 
would like to,’ she said, adding that such 
patients may only be seen once or twice 
during the preoperative period.

Dr Steel also noted that patients plan-
ning to undergo joint replacement surgery 
often had unrealistic expectations of post-
surgical pain outcomes that were difficult 
to change because their surgeons had given 
them the impression that their pain would 
resolve after surgery. Dr Steel said many 
patients at this point had already given up 
on nonmedication pain management 
strategies.
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In addition, she said, trying to improve 
comorbidities and reduce pain medications 
in this period was difficult as once patients 
started these medications, it was challenging 
to convince them to stop taking them. These 
issues could be exacerbated by mental 
health difficulties impacting on patients’ 
motivation and willingness to change their 
behaviour.

Dr Steel noted also that many GPs didn’t 
realise the amount of preoperative opioid 
medications such as that which Mr JK was 
taking would be an issue and that weaning 
these would change a patient’s postoperative 
outcomes. She said education on this would 
be useful, as would a letter from the surgeon 
and communication with the anaesthetist 
preoperatively.

Dr Waterhouse predicted that patients such 
as Mr JK would be likely to have prolonged 
admissions due to pain and functional 

limitations, and be ‘in an even bigger pickle 
postoperatively than they were preoperatively’ 
because they were likely to be discharged 
on even more opioid analgesia than pre
operatively to try to manage postoperative 
pain.

Dr Steel called for more communication 
from specialists to both patients and GPs 
regarding patient expectations for post
operative pain, the likely duration of pain 
postoperatively, the likely duration of the need 
for opioid analgesia, and guidance about when 
and how to wean opioid medications.

Dr Waterhouse agreed there currently was 
significant potential for communication break-
down, especially in the private sector, advocat-
ing for the need for additional discharge 
communication, such as using a nurse- and 
pharmacist-led team to help execute a post-
operative pain management plan after hospital 
discharge.

SESSION 2: Prehabilitation

The presurgery period is an opportune 
time to initiate interventions that can 
reduce perioperative morbidity and  

help patients withstand postsurgical chal-
lenges, according to the second speaker,  
Dr Usha Gurunathan.

Dr Gurunathan, an anaesthetist at The Prince 
Charles Hospital, Brisbane, introduced the 
concept of ‘prehabilitation’: a personalised risk 
assessment with targeted multimodality inter-
vention aimed to reduce perioperative morbidity. 
This was an increasingly important concept, she 
said, especially with the growing prevalence of 
joint replacement surgeries globally coupled 
with the rising prevalence of risk factors and 
comorbidities, e.g. old age, obesity, frailty  
and polypharmacy. Long waiting periods for joint 
replacement surgeries, although detrimental 
to a patient’s health status, had also created 
an opportune time for its optimisation.

Dr Gurunathan said multimodal interven-
tions were associated with increased compli-
ance compared with single modal interventions, 
and should incorporate:
•	 exercise and physical activity: to  
	 improve strength, balance, core and  
	 respiratory functions

•	 nutritional optimisation: including  
	 increasing anabolism and preventing  
	 catabolism, micronutrient optimisation,  
	 weight reduction strategies, improving  
	 energy reserves and improving protein  
	 stores
•	 optimisation of psychological wellbeing:  
	 including stress and anxiety reduction  
	 with strategies such as cognitive  
	 behavioural therapy and mindfulness.

Dr Gurunathan outlined the surgical pre
habilitation program at The Prince Charles 
Hospital and said one of its greatest strengths 
was that it was a ‘patient co-designed’ 
program, creating patient empowerment 
and subsequent compliance. A counselling 
session at the start of the program enabled 
the needs and preferences of the patient to 
be addressed, and the program to be designed 
based on their capabilities. ‘Ninety percent of 
the patients rated the program very highly,’ 
said Dr Gurunathan.

Box 1 lists key features of the program.
Dr Gurunathan said prehabilitation may 

have a role in reducing opioid use after surgery, 
and cited research that found patients who 
had undergone a prehabilitation program had 
similar postoperative pain scores to those 
who hadn’t, but their opioid use was 25% 
lower.

Individual components of prehabilitation, 
including exercise, nutrition and weight loss, 
had also been studied and seemed to be 
beneficial, Dr Gurunathan said; however, 
more evidence was needed to confirm vari-
ables like optimal duration, intensity and type 
of exercise, as well as how to design targeted 
educational programs.

Dr Gurunathan said that preoperative 
education had been found to reduce length 
of stay, preoperative anxiety, perioperative 
pain and readmission rates. However, she 
noted that preoperative education was often 
lacking, with some surveys finding fewer than 
half of patients undergoing arthroplasty 
received adequate information on pain 
despite feeling concerned about this and 
seeking out information; patients who received 
helpful information had lower pain scores and 
drug use.

Hypothetical case study, Mr JK

Mr JK is a 62-year-old man with a body 
mass index of 39 kg/m2 who is 
undergoing a total knee arthroplasty.

Surgical history
•	 Transurethral resection of the prostate
•	 Lumbar fusion
•	Carpal tunnel release
•	Anaesthesia: uncomplicated

Medical history
•	 Type 2 diabetes mellitus
•	Hypertension
•	Obstructive sleep apnoea; poor 

continuous positive airway pressure 
treatment compliance

•	Gastro-oesophageal reflux
•	Depression

Medications
•	Metformin 1 g, twice daily
•	 Lercanidipine 20 mg, once daily
•	Desvenlafaxine 50 mg, once daily
•	Esomeprazole 40  mg, once daily
•	Pregabalin 150  mg, once daily
•	Oxycodone 20 mg, naloxone 10  mg 

(controlled release), twice daily
•	 Tramadol (slow release) 100  mg,  

twice daily
•	Oxycodone 5 to 10 mg, as required
•	Diazepam 5 mg, as required
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Suggested strategies for preoperative 
education included:
•	 discussing prior experiences, preferences 
 	 and patient expectations
•	 setting realistic goals about pain  
	 management
•	 discussing analgesic options, including  
	 multimodal analgesia
•	 providing education on risks of opioids  
	 and appropriate opioid use
•	 developing a transitional pain management 
	 plan
•	 tailoring education to age, language and  
	 ability to understand
•	 providing both verbal and printed or video 
 	 educational materials.

Dr Gurunathan discussed the importance 
of a close collaboration between primary and 
secondary models of care in perioperative 
medicine. She said presurgical optimisation in 

the primary care setting would enable full 
utilisation of the preoperative waiting period, 
patient-​centred and place-based care, conti-
nuity of care, less reliance on hospital-based 
care and minimisation of issues relating to 
geographic location, transport and financial 
burden.

However, she said there was a ‘guideline 
to practice gap’ in osteoarthritis manage-
ment, citing Australian research that found 
low levels of nonpharmacological treatments 
used by GPs as first-line management for 
patients with hip and knee osteoarthritis, 
compared with higher rates of pharma
cological management and surgical refer-
rals.1 Guidelines from the Royal Australian  
College of General Practitioners (https://
www.racgp.org.au/download/Documents/ 
Guidelines/Musculoskeletal/guideline-for-the-  
management-of-knee-and-hip-oa-2nd-edition.pdf) 

recommended nonpharmacological strate-
gies as first-line care and strongly recommended 
against using opioid medications for osteo
arthritis, she said.2

Key strategies suggested by Dr Gurunathan 
for how primary care physicians could help 
with preoperative preparation are listed in 
Box 2. One strategy was the identification of 
patients at risk of persistent postsurgical 
opioid use because she said presurgical 
moderate pain was usually indicative of a 
neutral or positive pain trajectory. Factors 
associated with poor postoperative pain 
control are listed in Box 3.

‘If we can identify someone with high pain 
or moderate pain, perhaps we could imple-
ment measures that could change the pain 
trajectory afterwards,’ Dr Gurunathan said. 
‘Pain is not a static concept, it is a dynamic 
concept.’

2. Suggested strategies for how 
primary care physicians can help 
with preoperative preparation3

•	Working partnerships with 
anaesthetist-led preoperative services

•	 Identification of those at risk of 
persistent postsurgical opioid use

•	Preoperative education and counselling
•	Guidance on smoking cessation, 

exercise and weight reduction to improve 
fitness before surgery

•	Preoperative weaning of opioids
•	Referral to pain physicians for complex 

pain cases

1. Key features of The Prince Charles Hospital prehabilitation program

•	Patient co-designed program
•	Multidisciplinary team, including anaesthetists, pharmacists, social workers, 

physiotherapists and dietitians
•	General health optimisation by anaesthetists and pharmacists included smoking 

cessation, drug and alcohol abuse screening, and anaemia management
•	Exercise programs

–  All patients were assessed at baseline for their current activity level and frailty level
–  Patients were then given a choice of three intervention options: 

◊  a home exercise program with phone follow up 
◊  a home exercise program with a weekly exercise class 
◊  a home exercise program with a twice-weekly exercise class

–  Compliance was monitored by ‘Fitbits’ and reviews of exercise diaries
•	Psychological support

–  All patients were provided with a psychological needs questionnaire and patients with 
pre-existing anxiety or depression were provided with a distress screening 
questionnaire

–  One of three levels of psychological support were provided to patients depending on 
the level of support required: 
◊  low-level support: counselling, psychoeducation, support organisations, advanced  
    care planning 
◊  medium-level support: referral to a mental health professional, counselling about 
    stress management and relaxation techniques 
◊  high-level support: acute mental health services referral

•	Nutritional support
–  All patients were assessed with malnutrition score tools at baseline 

◊  patients deemed ‘low risk’ for malnutrition were provided with a high protein diet  
    educational handout 
◊  patients deemed ‘high risk’ were referred to a dietitian for further assessment  
    and education

3. Features associated with 
poor postoperative pain control3,4

•	Presurgical moderate pain
•	Poor physical fitness 
•	Body mass index ≥35 kg/m2

•	Distress, catastrophising trait, anxiety
•	Expected pain
•	Young age
•	 Female
•	Sleep difficulties
•	Preoperative opioid use
•	Cigarette smoker
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SESSION 3: Psychological 
preparedness for surgery

Patients feeling anxious before surgery can 
go into a trance-like state, a phenomenon 
which impairs critical thinking and makes 

people more open to suggestion, according 
to Dr Dinah Blunt, an anaesthetist and medical 
hypnotherapist in Brisbane.

‘It is important to be very careful what you 
say to these patients because they will take 
everything literally, they are not going to filter 
anything,’ Dr Blunt said. ‘Some of the things 
we say are very well-meaning but the language 
that we are using actually can have unintended 
effects on these patients.’

Dr Blunt explained that a hypnotic trance itself 
was normal and quite common, e.g. it might 
happen to us when we were watching a movie 
or on a long car drive, and that during these times 
we allowed our critical thinking to go ‘offline’.

Dr Blunt referred to the neuro-linguistic 
programming model, which explains how infor-
mation is subjected to a range of filters, allowing 
the brain to decide what information to keep or 
disregard so that it retains a manageable amount 
of information. She explained this is why a 
patient’s impression of what was going on might 
be completely different from the practitioner’s, 
and that it could also be significantly influenced 
by the patient’s emotional and physical state.

Dr Blunt said that patients who were 
feeling anxious may have impaired critical 
thinking and generally benefit from certain 
communication techniques.

‘The subconscious mind is immensely 
powerful,’ Dr Blunt explained. ‘It is able to do 
so many things at the same time, it is thinking 
in abstract, it’s thinking in dreams, emotions 
and visions, not in a logical, linear fashion. It 
is unable to process negatives, and this has 
profound consequences as far as communi-
cating with someone who is tending to go into 
a trance.’

‘The primary function of the subconscious 
mind is survival,’ Dr Blunt said, but that when 
it comes to surgery, a focus on survival and 
danger could be very unhelpful. Moving a 
patient to a more positive outlook required 
clinicians to communicate to both the conscious 
and subconscious mind, she said.

Given the subconscious mind was unable to 
process negatives, Dr Blunt advised against 
instructions such as ‘Don’t be scared’. Words to 
avoid and more helpful alternatives are listed in 
the Table. Some commonly used phrases during 
the perioperative period could make erroneous 
assumptions about patients’ experiences, e.g. 
asking a patient ‘How nauseous are you?’, when 
the patient might be feeling malaise but not spe-
cifically nausea. She advocated for a focus on 
comfort and function, and using language that 
helped patients feel hopeful about their ability to 
cope with the surgery and recovery.

The more anxious and distressed the patient 
or family became, the less they would be able 
to cope with pain and nausea, follow instruc-
tions, undertake rehabilitation, follow their diet, 
do physiotherapy, etc, Dr Blunt said. She  encour-
aged practitioners to consider that patients 
might have many worries, not just about post-
operative pain or nausea, and advocated for a 
patient-centred approach to understand their 
situation and not to make assumptions.

‘A common cause of worry can be a sense 
of loss of control,’ Dr Blunt said. ‘Providing 
reframes to the patient can assist with this worry, 
such as, “Your brain will go to sleep but your 
body is still directly communicating to the anaes-
thetist through the monitors; your body is in 
control.” Another strategy was offering patients 
"binds" – an illusion of choice – e.g. by asking 
patients whether they would like to sit up or lie 
down, whether they would like their drip in their 
left or right arm.’

Dr Blunt emphasised the importance of using 
the presurgery window to help patients with 
nutrition, smoking cessation, exercise, optimising 
medical care and tailoring off opioid medications 
to improve their postoperative pain relief options.

‘You have a window of opportunity here for 
patient education, where a patient coming up 
for surgery has a very strong emotional reason 
to get themselves to be as healthy as they can,’ 
Dr Blunt said. ‘You really have to talk to the 
patients to see what they think are the most 
important things to look after.’

SESSION 4: Atypical opioids

The concept of multimodal analgesia is 
that a combination of analgesics with 
different modes or sites of action can 

improve analgesia, reduce opioid requirements 
and reduce adverse effects of opioids in the 
postoperative period, as explained by Associate 
Professor Jennifer Stevens, an anaesthetist 
at St Vincent’s Hospital, Sydney, in her talk on 
atypical opioids.

Professor Stevens said that this meant the 
postoperative outcomes we should be focusing 
on were that a patient’s pain relief was improved 
and adverse events were fewer.

The concept of ‘mu load’ was discussed, 
whereby the analgesia and adverse effects of 
the commonly used intravenous opioids 
occurred primarily through mu opioid receptors. 
Atypical opioids, including tramadol, buprenor-
phine and tapentadol, are opioid medications 
that are only partial mu-receptor agonists and 
rely on multiple mechanisms of action.5

‘Buprenorphine in the setting of acute pain 
is not necessarily an atypical opioid,’ Professor 
Stevens said. ‘It is a partial potent agonist at 
the mu opioid receptors, plus active at opioid- 
receptor-like 1 (ORL-1) receptor… It acts like 
morphine in acute pain management, but the 
delivery method (sublingual) is useful compared 
with intravenous medication. However, there is 
no benefit respiratory-wise.’

Professor Stevens said tramadol was often 
not strong enough when compared with tapen-
tadol, a medication that she said had become 
more popular as drug interactions were much 
less common. Tapentadol worked at multiple 
receptors, maintained or improved analgesia, 
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Table. Words to avoid and more 
helpful alternatives when 
communicating with a patient 
perioperatively

Avoid	 Instead

‘Try’ ‘Do’

‘Hope’ ‘Will’

‘Nausea’ ‘Back to normal’

‘Pain’ ‘Comfort’

‘Needle’ ‘Drip’, ‘cannula’

‘Sharp’, ‘sting’ ‘Butterfly kiss’
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and seemed to do so with lower rates of adverse 
events, she said. Respiratory depression could 
occur but much less so than with oxycodone, 
and its effect on constipation had been found 
to be similar to that of placebo.6

The choice of immediate- versus slow-release 
opioid medications was also discussed, with 
Professor Stevens advocating for immediate- 
release opioid medications in the setting of 
acute pain management.

‘I don’t think that there is a huge body of 
evidence yet about the adverse events of slow-
release tapentadol in the acute setting,’ Profes-
sor Stevens said. ‘However, the real problem 
with it is that when you’re giving slow-release in 
the morning and slow-release at night, there is 
less to give. By eliminating slow-release [opioid 
medication], it means I can match the adminis-
tration of immediate-release [opioid] to what’s 
happening with the patient and what’s happening 
with their pain. One of the things that improves 
patients’ pain relief is a feeling of control.’

Another principle of opioid medication 
prescribing that Professor Stevens discussed 
was adequate dosage, noting that younger 
people required larger doses of opioid medication 
than older people. The Faculty of Pain Manage-
ment and Australian and New Zealand College 
of Anaesthetists Opioid Calculator (available 
online at http://www.opioidcalculator.com.au) 
could be used to help with opioid dosing and 
conversions, she said.

Professor Stevens explained that data from 
The National Drug and Alcohol Research Council 
(NDARC), which evaluated supply-​adjusted rates 
of extra-medical pharmaceutical opioid attend-
ances between 2013 and 2018, found tapentadol 
to be associated with the least attendances of 
all of the opioids.7 Despite tapentadol sales being 
the highest of any opioid in Australia in mid-2019, 
NDARC found very low abuse rates during a survey 
of intravenous drug users in 2019.8

‘The caveat is… that once it is a “normal” 
drug, once it’s out there and its supply is even 
higher, maybe because of its potency and 
because of its availability we’ll eventually see 
some abuse,’ Professor Stevens said. ‘But I think 
we’re getting to a point where we can say maybe 
that’s actually not going to be the case here, that 
it hasn’t got particularly likeability for abuse.’

SESSION 5: Hospital to GP 
communication

Although there have been significant 
gains over the last couple of years with 
opioid prescribing, more can be done, 

according to Dr Tim Tran, pharmacist and 
Senior Pharmacy Educator at Austin Health, 
Melbourne, whose talk focused on transitions 
of care when patients were started on opioid 
medications in hospital and discharged back 
to the community.

A 2019 study showed that opioid therapy 
was initiated in up to 2 million Australian adults 
each year, Dr Tran said.9 ‘We know that these 
patients are commonly started on opioids 
following surgical admissions, and interestingly 
… the study found that 8% of prescribers were 
medical interns.’

Dr Tran discussed various interventions 
that have been studied to try to reduce opioid 
prescribing, including the implementation of 
organisational-wide guidelines; statements 
through peak organisation bodies such as the 
Australian and New Zealand College of Anaes-
thetists; education for prescribers, patients, 
nursing staff and pharmacists; and regulatory 
changes – e.g. in 2020, the PBS restricted the 
prescribing of long-acting opioids and reduced 
pack sizes of these medications.

‘While all of these interventions have been 
really positive in trying to reduce the flow of 
opioids, I think from a patient perspective it is 
really important for us to think about the impact 
that these changes may have on those patients 
who do require ongoing supply of opioids and 
do seek the supply from their GPs,’ Dr Tran said.

Dr Tran outlined a prospective observational 
study he and fellow researchers undertook at 
Austin Health, which followed up patients with 
phone calls three weeks and three months after 
knee and hip replacement surgery.10 Most 
patients were supplied with a median of 32 oxy-
codone pills (1 pill = 5 mg of oxycodone) on 
discharge. Three weeks' postdischarge, the 
median remaining number of oxycodone tablets 
was zero, and most patients (56% of patients 
overall and 73% of patients who had had total 
knee replacements) were still taking opioid 
medications. Nearly half of patients felt that they 
had received an inadequate supply of opioids 

from the hospital and around half needed a 
refill opioid prescription from their GPs. Five 
percent of opioid-naïve patients developed 
chronic opioid use.

Dr Tran said the findings highlighted just 
how much analgesia patients undergoing joint 
replacement surgery needed on discharge.

‘The take-home messages are that not all 
patients are oversupplied with opioids following 
hospital discharge, that it is very difficult to 
determine the analgesic requirements for some 
of these patients, and … the need to commu-
nicate information to our GPs who are then 
tasked with the ongoing management of these 
patients,’ Dr Tran said.

Another study led by Dr Tran evaluated the 
accuracy of communication from the hospital 
for 527 patients who were discharged on opioid 

Effective transition of care: 
actions required and possible 
barriers

Suggested actions needed to improve the 
transition of care from hospitals to GPs
•	Opioid management plan (accurate and 

timely), including opioids that have 
been prescribed (what, how much), 
weaning, cease date, review date

•	Hospital contact and referral pathway 
for patients who have more difficulty 
weaning off opioids, and especially for 
patients who were on opioid medications 
before surgery

Potential barriers to effective transition  
of care
•	Opioid medications prescribed on 

discharge by time-poor junior medical 
staff, who may not be aware of the 
original plan for the medication

•	Discharge summaries completed by 
different doctors from those who 
developed the original plan for the 
opioid medication

•	Discharge summaries not completed  
at all, completed after the patient had 
left the hospital or not received by the 
GP for other reasons

•	 Lack of easy referral back into the 
hospital system for assistance with 
patients having difficulty weaning off 
opioids
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medications.11 It found 73% of patients were 
supplied at least one opioid medication on 
discharge, 73% of whom were opioid naïve. 
Ten percent of patients did not have a discharge 
summary. Of those who did, 24% had at least 
one discrepancy regarding the prescribed 
opioid medication, such as wrong medication 
or quantity supplied. Most patients (87%) did 
not have any opioid management plan docu-
mented. Other issues highlighted in feedback 
from surveyed local GPs included: differing 
patient expectations regarding how long they 
would likely require opioid medications, and the 
difficulty managing patients commenced on 
opioids, especially for patients who had difficulty 
weaning off opioid medications and who required 
additional assistance.

The actions suggested by Dr Tran to improve 
the transition of care from hospitals to GPs, 
and possible barriers to effective transition of 
care are listed in the Box on page 78.

A potential solution, he said, could be a 
Hospital Outreach Medication Review program, 
where patients were contacted by a pharmacist 
soon after discharge to review pain manage-
ment, and pharmacists would then communi-
cate the pain management plan with the GP, 
with a transitional care pain clinic also available 
to review any high-risk postsurgical patients  
(Figure). Dr Tran shared results from a pilot 
program trialled at the Austin Hospital of 
patients following total knee arthroplasty; he 
acknowledged that while this exact program 

might not be practical in all settings, the 
principles could still be helpful to apply. Only 
around 30% of patients were taking opioid 
medications three weeks’ postdischarge and 
needing further supply. Most patients (80%) 
were satisfied with their supply, despite only 
20 pills supplied to patients on discharge. No 
opioid naïve patients developed chronic opioid 
use.

Dr Tran said these findings highlighted the 
importance of improving the transition of care 
for postsurgical patients. ‘This can be done 
through the accurate and timely provision of 
information on opioids, as well as potentially 
having an avenue that can support GPs for the 
more difficult to manage patients,’ he said.

SESSION 6: Discharge template

‘Opioid stewardship can’t be a one 
size fits all approach, but there are 
some tools I believe could be imple-

mented and used across all hospital settings 
to apply some simple opioid stewardship 
principles,’ said Ms Ella Raguz, a pharmacist 
and National Clinical Educator with Ramsay 
Health Care, Melbourne, in her talk.

‘The transfer of patients from hospital back 
into the community provides a large opportunity 
for medication errors if communication of a 
patient’s medications is incomplete or inaccu-
rate,’ Ms Raguz said. ‘Pharmacists play a key 
role in facilitating discharge and transfer of care 
to ensure that there is a continuity of optimal 

medication management for that patient. How-
ever,…this is rarely a simple task… and GPs 
are not receiving the appropriate information 
to best manage opioid therapy for patients 
recovering from surgery.’

An opioid tapering plan was only rarely being 
provided, Ms Raguz explained, and even when 
it was, patients were only able to digest a 
limited amount of information at the time of 
discharge because they were often just focused 
on going home, she said.

Ms Raguz discussed the concept of an 
‘opioid stewardship service’, which had been 
successfully implemented in some but not all 
Australian hospitals. In 2018, only 4.5% of 
Australian hospitals had an opioid stewardship 
service and these were generally in public hos-
pitals in metropolitan areas. Ms Raguz noted 
several barriers to opioid stewardship services, 
as listed in the Box.

The OSWP, of which Ms Raguz is a member, 
has developed a Postoperative Pain Manage-
ment Plan, which is a template for discharge 
medications designed to communicate the pain 
management plan to postsurgery care providers, 
such as the ward pharmacist, nurse and GP 

Figure. Hospital Outreach Medication Review program.

Current barriers to opioid 
stewardship services 

•	Workforce shortages
•	Differences between private and public 

hospitals (e.g. implementing policies 
that place restriction on prescribing in 
private hospitals)

•	Differing role of pharmacists in different 
hospitals (e.g. in small hospitals in 
regional centres, a pharmacist’s main 
role is solely to dispense medications, 
compared with ward-based services in 
larger hospitals, where pharmacists are 
integrated in the multidisciplinary team 
and are able to follow the patient from 
admission to discharge)

•	Different funding models for staffing 
and creating services, which can  
vary from state to state, between 
metropolitan and regional hospitals and 
between public and private hospitals

•	Differences in viability of outreach 
follow-up services between different sites

Pharmacists review patients 
at risk of medication 
misadventure following 
hospital discharge 

•	 Contact patients five to  
seven days' postdischarge

•	 Review pain management 
with patient

•	 Communicate findings  
to GP (verbally and 
written)

•	 Provide a pain 
management plan, 
including pharmacological 
and nonpharmacological 
management

Transitional care pain clinic

•	 Pharmacist could 
potentially arrange 
referral back to the 
hospital if required

•	 Staffed with 
anaesthetists and 
nurses, who can  
review high-risk 
postsurgical 
patients

•	 Collaborative approach  
with GPs, who would  
still need to review and 
prescribe for these  
patients after this  
review
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(Figure). It uses a traffic light system to indicate 
which pain medications should be stopped 
first, with simple analgesia (paracetamol, anti-
inflammatory medications) as ‘green’ options, 
atypical opioid analgesia (e.g. tramadol and 
tapentadol) as ‘orange’ medications and typical 
opioid medications (e.g. oxycodone) as ‘red’ 
medications. The editable template comes 
prefilled with information about medication 
names, strengths, dosage and purpose, with 
blank spaces for prescribers to write the intended 

duration of each medication. There is also space 
for patients to record how many tablets of each 
opioid medication they are taking daily, explana-
tions about the traffic light system and a list of 
suggested nonpharmacological pain manage-
ment strategies.

‘The patient would get a copy, one would be 
sent to the GP and a copy would be kept in the 
patient’s medical record,’ Ms Raguz suggested. 
‘Potentially this paperwork could be coded and 
the data could then be collected if we are looking 

at the “New Standards” to say that “x” amount 
of patients got a pain management plan.’

The template could also be easily incorpo-
rated in the electronic medical record, or, if the 
records were paper-based, kept with the 
patient’s drug chart.

Ms Raguz said the template would provide 
a central point of information for the patient, 
pharmacist, nurse, treating doctor and GP, in 
a way that was low cost, flexible and adaptable, 
and would facilitate streamlined medication 
management with minimal added workload.

Ms Raguz said the OSWP hoped this template 
would become widely used across Australia. A 
downloadable version of the discharge template 
is available  at painmanagement.medicinetoday.
com.au/sites/default/files/OSWP.pdf. 

Presenting on adoption of the template, 
Ms Geraldine Griffiths, a clinical nurse with the 
Acute Pain Management Service at Wide Bay 
Hospital and Health Service, Bundaberg, said: 
‘For me, a few light bulb moments went off when 
I saw the template – I could see that there were 
certainly a few gaps in our health service, [which 
the template would assist addressing].’

‘The template… [provided guidelines] to the 
prescriber as to what the patient should have 
on discharge,’ Ms Griffiths said. ‘The traffic light 
system is great… people are familiar with traffic 
lights, which is a good safety strategy.’

Ms Griffiths also noted the discharge 
template’s nonpharmacological strategies, 
which provided patients with guidance for what 
to do when they were at home after their 
procedure, rather than just relying on opioid 
medications.

‘It’s a good communication tool between 
the hospital, the patient and the GP as well,’ 
Ms Griffiths said. ‘I did really want to use this 
in to our hospital; however, there were a couple 
of modifications [required] for our hospital.’

Modifications included adapting the 
Numerical Rating Scale to include a traffic 
light colour coded Functional Assessment 
Score, and moving the patient education and 
patient expectations information to the first 
page, before any mention of medications, 
which Ms Griffiths said she hoped would 
empower patients to use these strategies 
earlier rather than later.

Figure. Opioid Stewardship Working Party Post-Operative Pain Management Plan.
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SESSION 7: New Clinical Standard

The Australian Commission on Safety 
and Quality in Health Care Opioid Anal-

gesic Stewardship in Acute Pain Clinical 

Care Standard was launched in April 2022.
Associate Professor Jennifer Stevens, a 

member of the Commission Working Party, out-
lined the concepts of the Clinical Care Standard 
in her presentation; however, because the 
standard had not yet been published at the time 
of the seminar, she did not have permission to 
present its exact wording.

Professor Stevens said the Working Party 
had ‘very multidisciplinary input’ into these 
clinical care standards, including surgeons, 
pharmacists and consumers, and had rep-
resentation from across Australia. She said 
the Commission’s role was to develop national 
safety and quality standards; develop clinical 
care standards to improve the implementation 
of evidence-based healthcare; co-ordinate work 
in specific areas to improve outcomes for 
patients; and provide information, publications 
and resources about safety and quality.

Professor Stevens said the Commission 
would ask practitioners to adopt and document 
certain standards of care regarding opioid 
prescribing to meet accreditation standards.

The priorities for the Commission were:
• transfer of care points
• education and training of junior doctors
• development of a Clinical Care Standard
• development of indicators (measures of

quality improvement)
• practical assistance for patients, clinicians

and health services to help with good
decision making.
‘Functional assessment’ was one important

concept of the Clinical Care Standard – using a 
focus on patients’ function and mobility rather 
than just their pain. Professor Stevens discussed 
St Vincent’s Hospital’s program, ‘Feeling Hip 
Again’, as an example of this, involving functional 
pain assessment, ranging from no limitation to 
mild or significant limitation due to pain.

Another key concept was avoiding slow-
release opioid prescribing, with a push towards 
strongly encouraging doctors not to prescribe 
slow-release opioids to opioid-naïve patients, 
the importance of which she said was clear.

Professor Stevens said that the area in 
which a patient lives was a factor that contrib-
uted to the likelihood of developing chronic opioid 
use. She gave an example of an audit of the 
Hunter New England Hospitals that found 22% 
of patients were still using opioid medications 
three months after surgery, compared with 
3.5% of St Vincent Private Hospital patients 
(p=0.006).12 This cohort included both opioid- 
naïve patients and patients who were already 
taking opioid medications before surgery. Inter-
estingly, there were no differences in pain 
scores.

Professor Stevens showed data from her 
hospital showing that slow-release opioid use 
had reduced both in the hospital and by GPs 
in the area following education with colleagues, 
including rehabilitation and geriatric clinicians.

She made reference to the increased diffi-
culties of addressing opioid prescribing prob-
lems in private hospitals and quoted data from 
2015 to 2016 that found 10% of opioid-naïve 
patients were still taking opioid medications 
90 days or longer postsurgery.13

‘That was one of the things that got me 
going in this area I guess – the sort of shock 
that this was happening,’ Professor Stevens 
said. ‘…We just repeated this [study] and we 
are now down to zero percent.’

‘It’s possible,’ Professor Stevens said, of 
reducing chronic opioid use. ‘I think that’s 
what’s happening around Australia as our 
prescribing is changing.’

Other data comparing preoperative and  
postoperative opioid use in regional and inner 
metropolitan private hospitals highlighted that 
preoperative opioid use was a major factor in 
postoperative opioid use, she said.

‘The biggest risk for being on opioids post-
operatively is being on opioids preoperatively,’ 
Professor Stevens said. ‘…[In] most hospitals, 
two-thirds of those patients will come off 
[opioids] within three months, but you’re starting 
way behind, it’s much, much more difficult, and 
the idea is that we’re not adding to that burden 
of patients who are on long-term opioids as well.’

Professor Stevens stressed the importance 
of surgeons also being aware of these strate-
gies. ‘Patients see [surgeons] as being author-
itative. They are the ones [who] are operating 

on the patients, and, as anaesthetists, I think 
we really need to work on getting our surgeons 
on board and it’s a real group project, because 
the surgeons are also communicating with the 
GPs and I think it just makes that whole nexus 
much easier for everybody.’

Professor Stevens outlined strategies that 
could assist with transfer of care, such as 
anaesthetists writing a pain management plan 
intraoperatively, giving this to patients after 
surgery, along with contact information for any 
questions, and instructing them to take this 
plan to their GP for ongoing care. 

Access the new Clinical Care Standard  
at: https://www.safetyandquality.gov.au/ 
publications-and-resources/resource-library/
opioid-analgesic-stewardship-acute-pain-
clinical-care-standard.

Q&A HIGHLIGHTS
Q: ‘If prehabilitation is so good, why are we having 

such a tough time selling it to hospitals?’

A: ‘The theory behind it is solid, there is a lot of

common sense behind it, but we just have to 

show the results in terms of its financial out-

comes and then it will run in hospitals… There 

are centres in the UK, Canada, and even in 

Australia… where prehabilitation has been 

incorporated as part of the preoperative prepa-

ration and running well,’ said Dr Gurunathan.

A: ‘We are conducting a randomised controlled

trial in NSW, particularly in regional areas,  

looking at pharmacy-led deprescribing pre-joint 

replacement. I think pharmacists are so well 

placed to do this because they can deal with 

the complexity of the medications and the  

communication with the GPs… but also [can] 

provide broader support to patients during this 

process and recommend, “Have you thought 

about doing these exercise programs? Maybe 

talk to your GPs about doing that.” A multi

disciplinary [service is] fantastic if you can get 

it, but I think pharmacists have a pivotal role 

in this and are grossly underutilised,’ said 

Professor Stevens.

A: ‘This is mainly for GPs and for assisting

transitions of care: as a reminder, you can 

embed a pharmacist in your GP practice 

[who] can be the detective when patients 

come postoperatively as well, because there 
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is going to be a lot of detective work there 

and GPs are time-poor… [This] may be a 

solution to some of the problems,’ said an 

audience member.

Q: ‘What do you see and how do you challenge 

patients’ expectations in the community and 

in the hospital?’

A: ‘I think the definition between “pain-free”

and “comfort” is very important and surgeons 

can do a lot better in the way that they phrase 

[explanations about postoperative outcomes]

rather than saying that “this will fix everything”. 

Often these patients are complex and they 

often have back pain and if they have osteo

arthritis in one knee, they probably have 

osteoarthritis in another knee. So, [it’s better to 

look] at the outcome for that surgery as 

“hopefully we can make you more comfortable 

with this knee”,’ said Dr Steel.

A: ‘Absolutely, it’s all expectation. A lot of chronic 

pain is a learned behaviour… The second thing 

is, [if a patient] says “I’m really worried about 

pain postoperatively”, the thing to say is, “You 

will be quite surprised at how comfortable  

you are postoperatively, and you will be able to 

get back to normal function as soon as possible, 

that is the aim of what we’re doing. Yes, you will 

have some discomfort, you’re supposed to, but 

this is your body telling you that something has 

happened and that you should be calming down, 

taking this seriously, allowing your body time to 

relax and heal, and we will assist you in keeping 

you as comfortable as possible, so you are  

able to move forward with your rehabilitation 

and getting back to the best function that we 

can get.” It’s this idea of also allowing the 

patient [to have] some kind of control and to 

realise that they do have a lot that they can 

contribute themselves towards their own reha-

bilitation. Often patients… will appreciate that 

the fewer drugs the better, the clearer their 

head, the more likely they are to get on with 

their rehabilitation. Multimodal [strategies] and 

reinforcing the use of simple analgesics, simple 

physical methods,… relaxation techniques are 

all very helpful and allow the patient to have 

that sense of control and be part of the whole 

recovery, rather than being just a victim,’ said 

Dr Blunt.

Q: ‘What are the panellists’ thoughts on real-time

prescription monitoring systems?’

A: ‘I think it makes the conversation easier,

so I can… say, “I can’t actually prescribe that 

for you because I can see you’ve had it 

prescribed within the last couple of weeks 

and you’ve gone through above and beyond 

the recommended dosage, so maybe we 

need to discuss an alternative.”…It’s open to 

discussion then, it’s not just “I don’t want 

to prescribe that for you”,’ said Dr Steel.
A: ‘I’m not an advocate for mandatory use in

every situation… [but] it’s good before you ring 

up patients or visit them in hospital to know 

what exactly they’ve had, and sometimes I’m 

quite surprised by just how many narcotics the 

patient has been prescribed in the weeks 

before surgery. If nothing else, it gives you a 

heads up, and you can initiate a conversation 

by saying “You’ve had about four boxes of this 

in the last three months, this is going to impact 

on how we manage you postoperatively”,’  

said Dr Waterhouse.

Q: ‘What algorithms would you suggest for

GPs to assess the psychosocial risk factors  

associated with chronic opioid use?’

A: ‘…Anxiety or depression [can] manifest as

increased pain… You still need to deal with 

the anxiety, but it’s not an opioid problem… 

But yes, absolutely, you can [identify patients] 

at increased risk, and discuss that with them, 

and be honest that those sorts of things put 

them at increased risk; make them aware, 

educate them, but you can also create an 

environment [where continuation of opioids is 

not a ‘quick go-to’],’ said Professor Stevens.

Q: ‘The Commission doesn’t really seem to

differentiate between atypical opioids and others, 

was this discussed at the meetings?’

A: ‘There wasn’t much discussion about

typical opioids vs atypical opioids…whichever 

it is, for acute pain, treatment with opioids 

should be an acute event, so the intention 

with both is not to have people on them 

long-term,’ said Professor Stevens.

The full recording of the seminar is available for 
viewing at: https://vimeo.com/685349189/
c03383e027.
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