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OBJECTIVES 

1. More effectively broach the topic of weaning 
down or off opioids with your patients 

2. Communicate value of non-opioid 
pharmacological and non-pharmacologic 
treatments for pain management 

3. Improve negotiation strategies during 
difficult conversations 
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• “…tapering opioids can be especially challenging after years on high 
dosages because of physical and psychological dependence.”  

• Offer in a “nonjudgmental manner”… “the opportunity to re-
evaluate their continued use of opioids at high dosages in light of recent 
evidence regarding the association of opioid dosage and overdose risk.”  

• “empathically review benefits and risks of continued high-dosage opioid 
therapy” and “offer to work with the patient to taper opioids to safer 
dosages” 

• “very slow opioid tapers as well as pauses in the taper to allow 
gradual accommodation to lower opioid dosages.” 

• Be aware that anxiety, depression, and opioid use disorder “might 
be unmasked by an opioid taper”  

 “Established patients already taking high dosages of 
opioids, as well as patients transferring from other 

clinicians…” 

6 

Centers for Disease Control and Prevention MMWR March 15, 2016; 65:23 
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Ballantyne JC. Anesth Analg 2017; Rogers KD, et al. 2013; Merrill et al. 2011; Sullivan et al 2012; 
Gustavsson A, et al. 2012; Campbell et al. 2015 
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Co-occurring Psychiatric  
& Addiction Disorders  

 
 

• Depression:  50% mod/severe 
• Anxiety:  25% mod/severe 
• Childhood abuse/neglect: ≥ 

50% 
• Lifetime suicide attempt: 20% 
• Alcohol use disorder: 30% 
• Benzo + opioid Rx: 65% 
 

Highest Risk Patients* Receive Highest Opioid Dose 
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So: 
• Not appropriate to attempt complete opioid taper in 

patients with moderate to severe Opioid Use 
Disorder 
 

• Make the diagnosis of OUD, and when present, to 
arrange for its treatment  

– Be  Buprenorphine/Nlx “waivered” 
– or if NOT (why?), Refer to waivered PCPs or 

addiction specialty services 
 

Be Aware that Anxiety, Depression, and  
Opioid Use Disorder  

“Might Be Unmasked by an Opioid Taper”  
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Is it Opioid Use Disorder, or  

Complex Persistent Opioid Dependence? 

GRAY ZONE 

OUD NOT OUD 
Meets DSM-5 Criteria • No lost prescriptions 

• No ER visits 
• No early prescriptions 
• No requests for dose escalation 
• No UDT aberrancies 
• No doctor shopping (PMP) 

Credit to Jane Ballantyne, MD 



UW PACC 
©2019 University of Washington 

Consensus:  Five Most Concerning Behaviors 
 

1. Missing appointments 
2. Taking opioids for symptoms other than pain 
3. Using more opioid medication than prescribed 
4. Asking for an increase in opioid dose 
5. Aggressive behavior towards provider or staff 
6. Alcohol and other substance use 

J Gen Intern Med. 2018 Feb;33:166-176 
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“Forced tapers may destabilize patients and clinical evidence 
to support forced tapers is lacking.”   

We favor an ethic of informed consent when proposing changes to care involve 
meaningful risk, and suggest alternative approaches to optimizing safety.” 

“The Drive To Taper Opioids: Mind the Evidence, and the Ethics” 

“The imbalance between strong 
prescription control and weak pain and 

addiction treatment expansion exemplifies 
the... notion of ‘bounded rationality.” 

Kertesz SG, Gordon AJ. A crisis of opioids and the limits of prescription control: United States. Addiction 2018 

Kertesz SG, Manhapra A. Spinal Cord Ser Cases/Nature Pub Grp 2018 
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• Many patients experience opioid related difficulties, say they 
are interested in opioid dose reduction or even discontinuation,  

…IF their pain does not increase 
 
 
 

 
 

 Patients often feel overall better: social & functional domains 
 Pain is typically not worse, often better : less “bothersome” 
 Symptoms of withdrawal can be effectively managed 

Broaching the “Taper”:  Preliminary Considerations 

Fears of worsened pain & opioid withdrawal most 
often exceed actual pain & withdrawal experience 

Mark D. Sullivan, Judith A. Turner, Cory DiLodovico, Angela D’Appolonio, Kari Stephens, Ya-Fen Chan Prescription 
Opioid Taper Support for Outpatients with Chronic Pain: A Randomized Controlled Trial. J Pain. 2017  
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Very Common Primary Care Painful Conditions, e.g., … 
 

☒ Headache 
☒ Non-specific chronic low back pain 
☒ Fibromyalgia 
☒ Irritable bowel syndrome 
☒ Chronic (male and female) pelvic pain without 

specific identifiable cause 
 

WHEN Are Long-term Opioid Analgesics  
NOT Recommended 
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Modified from: Stanos et al. Postgraduate Medicine 2016 

Mixed pain conditions 
frequently associated with 

multiple pain 
patho-physiologies  

once pain becomes chronic 

 PREDOMINANTLY  
NOCIPLASTIC 

NOCIPLASTIC  
PAIN 
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What opioid dose? 
 

– < 90 mg MED? 
– < 50 mg MED? 
– No opioids? 
– PRN opioids? 
– Rotate onto 

buprenorphine? 

Taper To  & Onto  What? 

What non-drug therapies? 
 

−Co-occurring behavioral 
health diagnoses  

(Depression, Anxiety, PTSD) 
o Cognitive-Behavioral 

Therapy/ACT 
o Trauma-based therapies 

−Mind-Body (MBSR, Yoga, 
Tai-Chi)  

−Acupuncture 
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• Melatonin 
– Sleep initiation 

• Antidepressants* 
 

– Analgesia, Sleep, Mood 

• “Gabapentinoids” (gabapentin or pregabalin) 
– Nociplastic pain syndromes (aka “central sensitization”) 

• Prazosin 
– PTSD 

“Adjuvant” Rx   instead of Opioids 

*Analgesia better with TCAs and SNRIs; TCAs are sedating; all can help mood 
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• Opioids    ≤ 30%*        
(*No long-term benefits) 

• Tricyclics/SNRIs: 30% 
• Gabapentinoids: 30% 
• Cannabis:  ?10-30% 
• Muscle Relaxants: “modest” 
      (*No long-term benefits) 
• NSAIDs:   

   

Chronic Pain Treatments  
“Comparing Effectiveness” 

Reductions in range of effect size ± pain measures  
≥3- 6 months across range of conditions 

Analgesic Drugs 

CBT/Mindfulness ≤ 50%  
Exercise  15%   
TENS   5-12% 
Acupuncture    10-80% 
Sleep restoration  > 40% 
Hypnosis             “modest” 
Manual therapies  “Slight”  
Yoga     12%  
Tai Chi   15% 
 

Non-Drug Treatments 

AHRQ 2018; Turk, D. et al. Lancet 2011; Davies KA, et al. Rheum. 2008; Koes BW, et al. 2018; Kroenke K. et 
al. Gen Hosp Psych. 2009; Morley S Pain 2011; Shaheed CA, et al. 2016;  Moore R, et al. Cochrane 2012; 
Elkins G, et al. Int J Clin Exp Hypnosis 2007. 

<7 % for CLBP 
Risks often > Benefits 
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“I don’t think people in chronic pain think about 
long-term.   

We are basically: how do I get through today.   
I gotta get through today.” 

 
 
Patient’s quote from, Frank JW, et al. Pain Med 2010 

Broaching the “Taper”:  Patient Mindset 
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“But doc, I can’t even manage on my current dose;  
I need more, not less!” 

 
• Identify “Resistance Talk:” pushing hard will lead to… 

• “No way I can taper!” 
• “My pain is as bad as it can be” 
• “What do you want me to do, lay in bed all day?” 
• “What do you want me to do, have to go get stuff off 

the street instead?” 
• “What do you want me to do, kill myself?” 

 
 

Effectively Communicating With Patients About 
Opioid Therapy 

Dowell D, Tauben D, Merrill J. CDC Clinician Outreach and Communication Activity (COCA) 12/2016
 accessed 10/2018: https://emergency.cdc.gov/coca/calls/2016 
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“Well, you’re not just going to take away my pain pills, 
…are you?” 

 
‘Our shared goal is for you to be active and recover your 

quality of life.’ 
‘What are you concerned might happen if we reduced them 

very slowly?’ 
‘Would you mind if I told you what my concerns are?’ 

‘We are both looking at this together: the up sides and the 
down-sides together.’ 

 
Dowell D, Tauben D, Merrill J. CDC Clinician Outreach and Communication Activity (COCA) 12/2016 

accessed 10/2018: https://emergency.cdc.gov/coca/calls/2016 

Effectively Communicating With Patients  
About Opioid Therapy 
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Own it Together 
 

“It’s about what’s best for you.” 
 

“It’s about your benefits and 
risks.” 

 

“You’ll have a say in the rate and 
timing of your taper.” 

 

“It’s about how new scientific 
data applies to you.” 

 

“We’ll work together on 
this.” 

 

Some Communication Tips:  
Alternatives to Opioids 

Don’t Abandon & Deflect 
“It’s about those guidelines!” 
“It’s because my clinic says I 

can’t prescribe narcotics 
anymore.” 

“I’m afraid I’ll lose my license.” 
“Don’t worry, it’s not that 

hard!” 
 

“I don’t care*, I’m not going to 
prescribe you opioids anymore.” 

(*…about you) 
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1. Reflective listening  
... an opportunity for understanding your patient’s story/concerns. 

 

2. Non-judgmental language  
… supports collaborative treatment planning.  

 

3. Affirmative statements  
… enable change by persuasion, not by argument. 
 

4. An agreed upon opioid taper or non-opioid plan  
…for your patient can result from shared medical decision-making. 

Skillful Empathic Communication 

Dowell D, Tauben D, Merrill J. CDC Clinician Outreach and Communication Activity (COCA) 12/2016 
accessed 10/2018: https://emergency.cdc.gov/coca/calls/2016 
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• Need for a therapeutic alliance with “trusted 
provider” 

• Establish the importance of taper 
• Build patient confidence  
• Focus on patient skills 
• Identify value and availability of social support  

– Bring in family members or close friends 
 

 
 

Broaching the Topic:   
Role of a Skilled and Trusted Clinician 

Sullivan M, et al. J Pain. 2017    
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• Broaching the subject 
• Risk/Benefit 
• Addiction happens 
• Velocity (and Validate) 
• Other treatments 

The “BRAVO” Approach 

Anna Lembke linesforlife.org/wp-content/uploads/5.19.18-Keynote-Lembke.pdf 
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Take-Aways 
Achieving Transition to Non-Opioids, Non-Drug, & Tapers 

1. Voluntary & supported non-opioid treatments are most 
effective 
 

2. Possible without increasing pain & with improved social & 
emotional function 
 

3. Behavioral health issues need be identified and treated 
 

4. Empathic listening & motivational techniques are key! 
 

5. Skills for patient self-management are needed 
 

6. Option to pace and/or pause (“definitely”, not “indefinitely”) 
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