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Objectives

Understand why provider and staff education and accountability 
are foundational to the success of an opioid stewardship 
program. (WHY)

Recognize implementation strategies related to education and 
accountability for your facility to advance opioid stewardship. 
(HOW)

Discuss the role of the board of directors, chief executives, and 
department and team leaders in a culture of opioid stewardship. 
(WHO)
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Resources

bcore.brighamandwomens.org
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Minnesota

Minnesota Department of Public Health: https://www.health.state.mn.us/opioiddashboard
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Don’t forget Rx opioids



Why provider and staff education and 
accountability are foundational to the success of an 
opioid stewardship program. 

Can’t Just Preach to the Choir

Gaps in Knowledge

◦ About safe prescribing guidelines

◦ About opioid-related best practices

◦ About opioid use disorder and how to treat it (buprenorphine waiver)

◦ About how to safely taper opioids

◦ About how to treat pain when someone is treated with MOUD

Protection of the Hospital

Stigma



Why provider and staff education and 
accountability are foundational to the success of an 
opioid stewardship program. 



Implementation strategies related to education and 
accountability for your facility to advance opioid 
stewardship.

Education

◦ Guidelines

◦ Best practice advisories

◦ Didactics

◦ Recovery Month

Accountability

◦ Metrics

◦ Mandatory education

◦ Buprenorphine waivers



Guidelines



Guidelines

Non-opioids first 

Pain Treatment Agreement

Embedded Education



Guidelines

BPA to avoid ER/LA

BPA for >50 or >90 MME

Metrics + Standardized Guidance

Clinic Visit Every 3 Months



Guidelines

Screening/Naloxone

PDMP Integration

Random Toxicology Testing

Metrics

Alert for Opioids/Benzos



Determining whether or not to initiate 
opioids for pain

1. Nonopioid therapies are effective for many common types of acute pain. Clinicians 
should only consider opioid therapy for acute pain if benefits are anticipated to 
outweigh risks to the patient.

2. Nonopioid therapies are preferred for subacute and chronic pain. Clinicians should 
only consider initiating opioid therapy if expected benefits for pain and function are 
anticipated to outweigh risks to the patient. Before starting opioid therapy for 
subacute or chronic pain, clinicians should discuss with patients the known risks and 
realistic benefits of opioid therapy, should work with patients to establish treatment 
goals for pain and function, and should consider how opioid therapy will be 
discontinued if benefits do not outweigh risks

(DRAFT VERSION!)



Opioid selection and dosage

3. When starting opioid therapy for acute, subacute, or chronic pain, clinicians should 
prescribe immediate-release opioids instead of extended-release/long-acting (ER/LA) 
opioids

4. When opioids are started for opioid-naïve patients with acute, subacute, or chronic pain, 
clinicians should prescribe the lowest dosage to achieve expected effects. If opioids are 
continued for subacute or chronic pain, clinicians should use caution when prescribing 
opioids at any dosage, should carefully evaluate individual benefits and risks when 
considering increasing dosage, and should avoid increasing dosage above levels likely to 
yield diminishing returns in benefits relative to risks to patients

5. For patients already receiving higher opioid dosages, clinicians should carefully weigh 
benefits and risks and exercise care when reducing or continuing opioid dosage.

(DRAFT VERSION!)



Opioid duration and follow-up

6. When opioids are needed for acute pain, clinicians should 
prescribe no greater quantity than needed for the expected duration 
of pain severe enough to require opioids.

7. Clinicians should evaluate benefits and risks with patients within 
1 to 4 weeks of starting opioid therapy for subacute or chronic pain 
or of dose escalation. Clinicians should evaluate benefits and risks of 
continued therapy with patients every 3 months or more frequently.

(DRAFT VERSION!)



Assessing risk and addressing harms of 
opioid use

8. Before starting and periodically during continuation of opioid therapy, clinicians 
should evaluate risk for opioid-related harms and discuss with patients. Clinicians 
should work with patients to incorporate into the management plan strategies to 
mitigate risk, including offering naloxone when factors that increase risk for opioid 
overdose are present.

9. When prescribing initial opioid therapy for acute, subacute, or chronic pain, and 
periodically during opioid therapy for chronic pain, clinicians should review the patient’s 
history of controlled substance prescriptions using state prescription drug monitoring 
program (PDMP) data to determine whether the patient is receiving opioid dosages or 
combinations that put the patient at high risk for overdose.

(DRAFT VERSION!)



Assessing risk and addressing harms of 
opioid use

10. When prescribing opioids for subacute or chronic pain, clinicians should 
consider toxicology testing to assess for prescribed medications as well as 
other prescribed and non-prescribed controlled substances.

11. Clinicians should use extreme caution when prescribing opioid pain 
medication and benzodiazepines concurrently and consider whether benefits 
outweigh risks of concurrent prescribing of opioids and other central nervous 
system depressants.

12. Clinicians should offer or arrange treatment with medication for patients 
with opioid use disorder.

(DRAFT VERSION!)



Disclaimers!

This clinical practice guideline is not:

• A replacement for clinical judgment or individualized, person-centered care

• Intended to be applied as inflexible standards of care across patients, and/or patient 
populations by healthcare professionals, health systems, pharmacies, third-party payers, 
or governmental jurisdictions or to lead to the rapid tapering or discontinuation of 
opioids for patients

• A law, regulation, and/or policy that dictates clinical practice or a substitute for FDA-
approved labeling

• Applicable to the following types of pain treatment: o sickle cell disease-related pain; 
o cancer pain; o palliative care; or o end-of-life care

(DRAFT VERSION!)
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Best Practice Advisories
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Didactics



Recovery Month



Metrics



Metrics

1) Ambulatory care

Opioid rx/1,000 patients

Mean MME/prescription

2) Emergency department

Percent of discharged patients with opioid rx

Number of pills/prescription

3) Surgical

Number of pills/prescription

Number of long-acting/extended release rx



Metrics
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Mandatory Training

1. Commit to mandatory training for all hospital-based physicians 
and residents in key departments. With this commitment, addiction 
care will be further mainstreamed into all primary care encounters 
and residents will be further prepared to treat addiction, including 
with medication, as a foundational part of their practice.

2. Commit to at least three support initiatives for employees and 
their families.





https://www.bmc.org/addiction/hospital-
consortium-opioids-one-hour-training

PowerPoint

Videos

Discussion points

Pre- and post-test

Tracking Guidance



Attestation for another program

X-waiver



Buprenorphine



Buprenorphine

D'Onofrio G, O'Connor PG, Pantalon MV, et al, JAMA. 2015 Apr 28;313(16):1636-44 



Buprenorphine
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Discuss the role of the board of directors, chief 
executives, and department and team leaders in a 
culture of opioid stewardship





Role of Leadership

Funding – opioid stewardship director, bridge clinic, incentives for 

training, at the elbow support for addiction treatment/tapering

IT Prioritization – BPAs, metrics, PDMP integration

Define the practice and support the clinicians (and sometimes be 

the hard line)

Model behavior





Questions/
Discussion

SWEINER@BWH.HARVARD.EDU

BCORE.BRIGHAMANDWOMENS.
ORG

POPI.BWH.HARVARD.EDU
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