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within their institution and share their findings in a future 
article. This is but one example of the tools and other resources
that are now available for establishing or enhancing an opioid
stewardship program.

For maximum impact from stewardship initiatives, institu-
tion-wide or health system–wide coordination of key clinicians,
administrators, and quality assessment personnel is required.
Two recently published articles provide thorough discussions,
with examples, of the administrative structure, involved disci-
plines, and recommended tasks for achieving the desired change
in the culture of opioid use in a health care setting.4,5 Pharmacists
should not, and cannot, face the challenge of opioid stewardship
alone; rather, we should utilize our expertise in pain manage-
ment, drug therapy optimization, and education of clinicians
and patients to assist the whole care community in the use 
of opioids. The authors of these 2 articles suggest that any 
stewardship program should, where possible, explore and adopt
methods for using non-opioids as first-line analgesics, and 
establish processes (for drug selection, dosages, durations, routes,
and discontinuation) for optimum use of any opioid therapy
that is deemed essential.4,5

Strategies for using non-opioids for initial treatment of pain
require agreement from all disciplines involved in the care of 
patients experiencing various painful conditions. Pharmacists
can participate in, and potentially lead, the review of indications
for and efficacy of non-opioids for the treatment of specific 
conditions. Through their evaluation of the published literature
and their skillful provision of education, pharmacists are key
contributors in achieving consensus among clinicians regarding
the utility and efficacy of non-opioid treatment.

Pharmacists can also be key contributors in identifying
methods to minimize the exposure of individual patients to 
opioids during their interactions with health care institutions.
Such processes could involve utilizing the pharmacy distribution
system to identify patients who are receiving more than one 
opioid by the same route at the same time. For inpatients, 
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The devastation imposed on Canadians’ lives by the conse-
quences of inappropriate, excessive, or unquantified opioids

has been well described and well publicized in recent years. These
detrimental consequences of opioids across multiple facets of 
society have forced all stakeholders to examine their practices in
the provision of opioids to Canadians, including those individuals
with an obvious need for adequate analgesia. The Canadian 
Society of Hospital Pharmacists (CSHP) has responded to the
challenge of the opioid crisis by engaging its members in 
reflection and action on methods by which Canadian hospital
pharmacists can contribute to minimizing the potential for 
inadvertent or inappropriate opioid access. A previous editorial
in the Canadian Journal of Hospital Pharmacy (CJHP) highlighted
the need for Canadian hospitals, and their associated pharmacy
departments, to scrutinize their opioid-handling processes and
resolve weaknesses that could facilitate drug diversion, and 
described potential mechanisms for doing so.1 CSHP has 
produced a 47-page guideline to assist pharmacy departments in
securing the drug distribution network.2 Now, the challenge 
lies in optimizing opioid therapy for the treatment of pain in 
individual patients, both within and beyond our institutions.
How can we identify the individual patients, the populations 
of patients, and the settings where opioid use is inappropriate,
excessive, or ripe for opioid diversion? 

Such a review of opioid stewardship practices within 
individual institutions may seem like a daunting task, but 
resources are becoming available to assist in identifying patients
at risk. Elsewhere in this issue of CJHP, Woods and others3

describe development of a tool to identify patients within various
care areas of the hospital who would be at risk of adverse 
outcomes from opioids. They report that practising 
pharmacists found the tool—which described risk factors for 
adverse outcomes from opioids and corresponding potential 
interventions to minimize risk—useful but potentially challeng-
ing to incorporate into their daily practice.3 Hopefully, these 
investigators will assess the impact of this tool on opioid use
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limiting the magnitude of dosage ranges, limiting initiation of
parenteral administration to specific scenarios, and enhancing
vigilance in administration of long-acting opioid formulations
(patches or sustained-release oral dosage formulations) are 
examples of processes that pharmacists could undertake to reduce
the risk associated with any obligatory opioid use.6 Alternatively,
a pharmacist’s review of the quantity of opioid provided upon
discharge may identify opportunities to reduce opioid exposure,
although this approach has not been successful in all settings.7 A
group of pharmacists in Minneapolis, Minnesota, have published
a thorough description of the expectations for review of all opioid
treatments by pharmacists within their institutions,6 which can
serve as a good starting point for Canadian pharmacists wishing
to establish realistic expectations of engagement.

Pharmacists can also influence opioid use through educa-
tional activities for providers and patients. Researchers from Lon-
don, Ontario, demonstrated that education of clinicians and
patients, in conjunction with established analgesic strategies, 
can reduce opioid requirements after various types of surgery.8,9

Pharmacists’ educational offerings could cover the topics of pain
assessment, treatment regimens, and safe storage and disposal 
of narcotics.4 Education of patients about the appropriate out-
patient use of naloxone and instruction in methods to identify
and resolve symptoms of opioid withdrawal are additional areas
that could benefit from pharmacists’ expertise.5

The need for intervention is great, and the diversity of 
interventions is wide. Now is the time for pharmacy departments
and individual pharmacists to encourage their care communities
(hospitals or heath care networks) to establish and implement 
effective strategies for opioid stewardship. Once launched, such
initiatives are doomed to fail unless processes are established for
the ongoing measurement and evaluation of the impact of these
efforts on opioid use.7 Clinicians from Houston, Texas, recently
published their recommendations, along with some commentary
by other clinicians, for 19 quality indicators that would be useful
in measuring the ongoing, sustained effects of opioid stewardship
activities.10 All Canadian institutional pharmacists are encouraged
to move from discussion of potential benefits to implementation
of actions to optimize the use of opioids for their patients. In lay
terms, it’s time for “the rubber to hit the road”. As you gain 
experience in this area, please measure your successes and failures,
and tell others about your techniques so that we can all learn the
“how” of opioid stewardship. 
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