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I ha ve  no  fina nc ia l 
d is c los ure s



Obje c t ive s
• By the  e nd of this  s e s s ion, pa rtic ipants  will be  able  to 

de s c ribe  a t le as t thre e  c linica l indica tors  tha t 
s ugge s t the  ne e d to initia te  opioid de pre s c ribing in 
chronic  pa in manage me nt.

• Partic ipants  will be  able  to outline  a  s te p-by-s te p 
tape ring protocol for opioids , inc luding pa tie nt 
monitoring s tra te gie s .

• Partic ipants  will ide ntify and dis cus s  a t le as t thre e  
e vide nce -bas e d non-opioid a lte rna tive s  for 
managing chronic  pa in.



De pre s c rib ing

In the  s imple s t te rms , 
de pre s c ribing me ans  
s a fe ly re duc ing or 
s topping a  me dica tion 
whe n it ris ks  a re  
gre a te r than its  
be ne fits .



Clinic a l Ind ic a to rs  fo r de p re s c rib ing  

Lack of func tiona l 
improve me nt

Opioid re la te d ove rdos e , 
hos pita liza tion or injury

Exhibiting opioid-re la te d 
conce rning be haviors  

(e a rly re fills , PDMP 
findings  or UDT re s ults )

Adve rs e  e ffe c ts  
(cognitive  impa irme nt)

Concurre nt me dica tions  
or s ubs tance s  which 

incre as e  ove rdos e  ris k 
(be nzodiaze pine s , 

gabe ntinoids , mus c le  
re laxants )

Me dica l conditions  tha t 
incre as e  ove rdos e  ris k 

(OSA, TBI, kidne y or live r 
dis e as e )

Me nta l he a lth conditions  
(PTSD, OUD, anxie ty, 

de pre s s ion)

VA Opioid De pre s c ribing Dis cus s ion Tool , 20 22



S a fe  Ta pe ring  
P ro toc o ls

• Re e va lua te  and e ns ure  be ne fits  
outwe igh ris ks

• Share  de c is ion-making protocols  
(wha t do the y want and wha t is  
re a lis tic )

• Us e  pa tie nt-ce nte r approach to 
dis cordance  (no cons e ns us  – 
e xpre s s  e mpa thy)

• De te rmine  whe the r tre a tme nt goa ls  
a re  me t (func tiona l goa ls

• Cons ide r tape ring and dis cus s  
approache s
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CDC Re c om m e nda t ion 5

Clinic ians  s hould ca re fully 
we igh the  be ne fits  and ris ks  

and e xe rc is e  ca re  whe n 
changing opioid dos age

If be ne fits  do not outwe igh 
ris k of continue d opioid 
the rapy, c linica l s hould 

optimize  othe r the rapie s  to 
lowe r dos age s …appropria te ly 
tape r and dis continue  opioids .

Opioids  s hould not be  
dis continue d abruptly and 
s hould not rapidly re duce  

opioid dos age s  from highe r 
dos age s
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Whe n to  
c ons ide r 
t a p e ring  

Patie nt re que s t 
dos age  re duc tion or 

dis continua tion

Pa in improve s  and 
the re  is  re s olution

Opioid the rapy is  not 
re duc ing pa in or 

improving func tion

Prolonge d us e d and 
be ne fit-ris k ba lance  

is  unc le a r

Re ce iving highe r 
dos age  without 

e vide nce  of be ne fit

S ide  e ffe c ts  diminis h 
qua lity of life  or 
impa irs  func tion

Pa tie nt e xpe rie nce d 
an ove rdos e  or 
s e rious  e ve nt

Re ce iving 
me dica tions  or has  
me dica l conditions  

tha t inc re as e  
adve rs e  outcome s



Ind ividua lize  
Ta pe ring  
Ra te

Rate  bas e d on c linica l s itua tion

Slow tape r to minimize  opioid withdrawa l (anxie ty, 
ins omnia , abdomina l pa in, dia rrhe a , tre mor, tachyca rdia , 
diaphore s is )

For pa tie nts  taking opioid for longe r than a  ye a r 10 % pe r 
month or s lowe r

For pa tie nts  taking le s s  than a  ye a r can de c re as e  by 
10 % pe r we e k or until approxima te ly 30 % of the  origina l 
dos e .

Tape rs  can be  paus e d or re s ta rte d whe n the  pa tie nt is  
re ady



Morphine  
Equiva le nts
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S a m ple  ta pe r p la ns  fo r op io id s  
S lowe r Ta pe r Fa s t  Ta pe r

Re duce  by 10 -20 % e ve ry 4  we e ks  with paus e s Re duce  by 10 -20 % e ve ry we e k

Morphine  SR 15mg q8 h _ oxycodone  5mg TID + 67.5mg 
MEDD

Oxycodone  10 mg IR e ve ry 4  hours  prn (6  table ts  da ily)= 
90 mg MEDD

Month 1: Morphine  SR 15mg QAM and QPM and 
Oxycodone  5mg TID [20 % re duc tion]

We e k 1: Oxycodone  10 mg IR QAM, 10 mg IR noon, O 
10 mg IR QPM, O 10 mg IR QHS [17% re duc tion]

Month 2: Morphine  SR 15mg QPM and Oxycodone  5 mg 
TID

We e k 2: Oxycodone  10 mg IR QAM, 10 mg IR noon, 5  m g 
IR QP M, 10 mg IR QHS 

Month 3 : Oxycodone  5mg TID We e k 3 : Oxycodone  10 mg IR QAM, 5  m g IR noon, 5  m g 
IR QPM, 10 mg IR QHS 

Month 4 : Oxycodone  5mg BID We e k 4 : Oxycodone  5mg IR QAM, 5  m g IR noon, 5  m g IR 
QP M, 10 mg IR QHS 

Month 5: Oxycodone  5mg QD We e k 5: Oxycodone  5 mg IR QAM, 5 mg IR noon, 5 mg IR 
QPM, 5mg IR QHS 



As s e s s  fo r 
s igns  o f 
withd ra wa ls

Swe a ting

Dia rrhe a

Inte s tina l c ramps

Naus e a / vomiting

Pupilla ry dila tion

Mya lgia

Irritability/ anxie ty

Re s tle s s  le g s yndrome



Follow up  is  im porta nt

Follow up  S lowe s t  Ta p e r S lowe r Ta p e r Fa s t  Ta p e r Ra p id  Ta p e r
Whe n 1-4  we e k a fte r 

s ta rting tape r, 
the n monthly 
be fore  e ach 
re duc tion

1-4  we e k a fte r 
s ta rting tape r, 
the n monthly 
be fore  e ach 
re duc tion

We e kly be fore  
e ach re duc tion

Daily be fore  e ach 
re duc tion

Who He a lthca re  te am who initia te d the  tape r
How Clinic , te le he a lth, and/ or te le phone
What As s e s s  pa tie nt’s  func tion, pa in inte ns ity, phys ica l ac tivity, s tre s s , pe rs ona l 

goa ls  be ing me t
Re d Flags Incre as e d anxie ty, s tre s s , s uic ida l thought, s trong de s ire  to take  more  opioids , 

difficulty taking minds  off opioids , or difficulty in taking opioids  as  pre s c ribe d
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Wha t  e ls e  works ?  Evide nc e -Ba s e d  Alte rna t ive s
Bup re norp hine  fo rm ula t ion  fo r t re a tm e nt  o f OUD

Typica l dos ing During initia tion, titra te  dos e  to tre a t withdrawal and c ravings
Day 1: Initia te
• Suboxone  2/ 0 .5mg or 4 / 1mg; titra te  by 2/ 0 .5mg or 4 / 1mg e ve ry 1-2 hours  to a  

ta rge t dos e  of 8 / 2mg/ day
• Subute x 2 or 4mg; titra te  by 2 or 4mg e ve ry 1-2 hours  to a  ta rge t dos e  of 

8 mg/ day
Day 2: S ta rt with Day 1 dos e , continue  titra ting
• Suboxone  2/ 0 .5mg or 4 / 1mg inc re me nts  to a  ta rge t dos e  of 16 / 4mg/ day
• Subute x 2 or 4mg inc re me nts  to a  ta rge t dos e  of 16 mg/ day

Targe t ma inte nance  dos e : Suboxone  12/ 3mg to 16 / 4mg/ day or Subute x 12-
16 mg/ day
Max dos e  is  24mg/ day; highe r dos e  may be  us e d in s ome  cas e s

Clinica l pe a rls Initia l whe n in s uffic ie nt withdrawal (c linica l opia te  withdrawal s ca le  >8
SL table t: place  unde r tong until dis s olve d
SL film: place  1 film unde r the  tongue  c los e  to the  bas e  on the  le ft or right s ide  to 
comple te ly dis s olve d.
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Wha t  e ls e  works ?  Evide nc e -Ba s e d  Alte rna t ive s

Be ha vio ra l The ra p ie s

• Ps ychos oc ia l inte rve ntions
o Cognitive  be haviora l the rapy

o Acce ptance  and commitme nt the rapy 
(ACT)

• Whole  He a lth Coaching

• Nutrition

• Inte gra te d pa in te am

• Me nta l he a lth, s ubs tance  us e  tre a tme nt

P hys ic a l a nd  m ove m e nt  the ra p ie s

• Phys ica l the rapy

• Occupa tion the rapy

• Re cre a tiona l the rapy and we llne s s  
program

• Aqua tic  the rapy

• Yoga

• Tai Chi
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Wha t  e ls e  works ?  Evide nc e -Ba s e d  Alte rna t ive s

Me dic a t ions

• Ace taminophe n, NSAIDS

• Topica l the rapie s
o NSAIDs , lidoca ine , me thyl s a licyla te , 

caps a ic in

• Se rotonin-nore pine phrine  re uptake  
inhibitor – duloxe tine

• Gabape ntin, pre gaba lin

• Tricyc lic  antide pre s s ants

P roc e dura l a nd  m a nua l the ra p ie s

• TENSs  unit e va lua tion

• Sle e p apne a  e va lua tion

• Acupunc ture

• Chiroprac tic  the rapy

• Orthotic s , pros the tic s

• Surge ry
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Tha nk you fo r lis te ning
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