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Disclosures 
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Overview 

²  How to taper opioid dependent, chronic pain 
patients down and/or off of long-term opioids. 

²  How to transition patients from full opioid 
agonists to buprenorphine using transdermal 
buprenorphine. 

²  How to manage buprenorphine in the 
perioperative period. 
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B=BROACHING THE SUBJECT 



Sherry’s story (composite case) 

²  At age 18, developed a mysterious pain in her 
abdomen that spread to her whole body. 

²  All medical work-up negative. 
²  Saw many doctors over time, and was 

diagnosed with fibromyalgia and rx’d opioids. 
²  By age 30 was taking ~800 MED’s, prescribed 

by “the most compassionate doctor I ever saw.” 
²  Sherry always took her opioids exactly as 

prescribed. 



Sherry’s story 

²  Despite meds, pain no better, function worse. 
²  On high dose opioids, Sherry spent more time 

in bed. 
²  Her husband remarked she was “detached from 

family life.” Sherry was not aware of being more 
detached. 

²  Her pain increased over time. 



B=Broaching the subject 
Summary points 

²  Suggesting an opioid taper can trigger anxiety. 
²  Identify this feeling for patients, normalize it and 

express empathy. 
²  Make clear that the opioid taper was carefully 

considered, not impulsive and not punitive. 
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B=Broaching the subject 
How to talk to patients 

²  Carefully Considered: “Sherry, I scheduled some 
extra time for us today because I want to discuss a 
very important topic with you. I’ve been thinking a 
lot about your chronic pain and how to help you 
with that.” 

²  Gentle Introduction: “I would like to suggest that we 
taper you down and maybe even off your opioid 
medication.”  

²  Anticipate Fear: “Now, I know the very thought of an 
opioid taper is terrifying for you, and you’re not alone 
in that … it’s totally normal to feel afraid about going 
down on your dose, especially after you’ve been 
taking opioids for so long. But, please hear me out, 
and let me tell you the reasons why I think it’s a good 
plan for you.”  



B=Broaching the subject 
Medicolegal considerations 

²  Medicolegal considerations for the inherited 
high-dose opioid patient. It’s okay to continue 
the high dose at first, as long as you:  

–  Demonstrate and document you are weighing the 
risks and benefits of a taper, discussing the topic 
with the patient, and building a therapeutic alliance 
to optimize the chances of a successful taper. 

–  Monitoring the patient, including checking the 
PDMP, urine toxicology, and other screening for 
opioid use disorder. 

–  Offering naloxone and overdose prevention 
education. 
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Take more time, and get support 



Donald Winnicott’s  
“holding environment” 

 
 
“I’ve been thinking a lot 
about your chronic pain 
…” 



 
R=RISK BENEFIT CALCULATOR 



R=Risk benefit calculator 
Summary points 

²  Consider the risks of long term opioid therapy 
and weigh against the benefits in this patient 
(PDMP, toxicology, collateral information) 

²  Is MED > 90 mg? Are there medical 
comorbidities? Are there side effects? Is there a 
lack of functional improvement? Is there a lack 
of significant pain relief despite dose increases? 

²  Is there dangerous co-prescribing such as 
benzodiazepines?  



R=Risk benefit calculator 
How to talk to patients 

²  First Do No Harm: “I think we need to get you off opioids 
because they’re doing more harm than good. Your pain is no 
better than before you started on opioids, and may even be 
worse.” 

²  Medicating Withdrawal: “I know you feel like opioids are 
helping your pain, but they’re most likely medicating 
withdrawal from your last dose.” 

²  Functionality: “More importantly, you’re less functional than 
you used to be, spending most of the day in bed. Your 
husband reports you are detached from family life. Opioids 
can do that, even when we’re not aware of them doing that.”  

²  Medical Decision-Making: “For all of those reasons, we’re 
going to work together to slowly taper you off these 
medications.”  
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R=Risk benefit calculator 



R=Risk benefit calculator 

Weighing	the	Risks	and	Benefits		of	Chronic	Opioid	Therapy	
American	Family	Physician,	Lembke,	A.,	2016	◆	Volume	93	



Involve family in risk assessment 

²  2016 Washington Post 
Kaiser Family 
Foundation Survey of 
patients on chronic 
opioid therapy 

²  33% of patients worried 
about addiction 

²  >50% of family 
members worried about 
addiction 



Rx Naloxone and educate about 
overdose risks  

(now law in California) 



Benefits?  
SPACE Randomized Clinical Trial 



Why the SPACE trial is the gold 
standard 

²  Key finding: No benefit of opioids above non-
opioids; fewer side effects with non-opioids 

²  12 months in duration 
²  Studied opioid-naïve patients in a primary care 

setting, including patients with severe 
depression and post-traumatic stress disorder 

²  Not sponsored by an opioid manufacturer 



Tapering may improve pain 



 
A=ADDICTION HAPPENS 



A=Addiction happens 
Summary points 

²  Opioid misuse and addiction in long term opioid 
therapy is common.  

²  Physical dependence, withdrawal and tolerance 
by themselves do not define addiction. 

²  Addiction refers to behaviors associated with 
opioid use. Think of the 4 C’s:  Control, 
Compulsion, Craving, Continued Use (despite 
Consequences). 

²  Normalize the concept of addiction to 
medications prescribed for pain and reassure 
patients that there are effective treatments. 



A=Addiction happens 
How to talk to patients 

²  Mea Culpa: “When we [doctors] first started prescribing opioids 
more liberally for chronic pain in the 1980s, we believed the risk 
of becoming addicted, as long as we were prescribing them for 
a medical condition, was very low. Now we know better.” 

²  Pain Patients Get Addicted Too: “Since then, we have learned a 
lot and now know that even when patients are being prescribed 
opioids for a legitimate pain condition, and take them as 
prescribed, they can become addicted to those opioids.”  

²  Anticipation: “So, if in the process of a slow and medically 
supervised taper, you are unable to come off opioids, it is 
possible that you too have become addicted. If that’s true for 
you, you’re not alone. Millions of people have become addicted 
to prescription opioids through a doctors’ prescription.”  
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Risk	of	opioid	misuse	~	25%	
Risk	of	opioid	addiction	~	12% 

²  Systematic review and meta-analysis from 38 
studies. Across most calculations, rates of 
misuse averaged between 21% and 29% (range, 
95% confidence interval [CI]: 13%-38%). Rates 
of addiction averaged between 8% and 12% 
(range, 95% CI: 3%-17%).  

²  Used real world and population based studies. 
²  Vowles, K.D. Pain, 2015. 



Using the DSM-V criteria to 
diagnose “opioid use disorder” in 

the context of a medically managed 
opioid taper 

²  Tolerance and withdrawal: These criteria don’t 
count when patients taking opioids as prescribed.  

²  DSM-V Criteria (need at least 2 beyond tolerance 
and withdrawal) 

–  Control 
–  Compulsions 
–  Craving 
–  Consequences 



Sherry’s story 

²  At the start of the taper (800 MED’s), Sherry did 
not meet DSM-V criteria for opioid use disorder. 

²  But as we attempted to taper her over 18 
months, it became apparent she had developed 
an opioid use disorder, based on: 

–  Her inability to adhere to even minimal dose 
decrements (Control) 

–  Her inability to taper despite ongoing serious 
medical consequences as a result of opioids, 
including hypoxemia, somnolence, depression, 
cognitive dysfunction (Consequences) 



Sherry’s story 

²  We transitioned her to buprenorphine  
²  She experienced improvements in mood, 

cognition, activity level, alertness, breathing 
²  Her pain did not improve, but also did not get 

worse 
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Sublingual buprenorphine 

²  FDA approved treatment for opioid use disorder 
²  3 unique properties 

–  Long half life 
–  High binding affinity 
–  Ceiling effect on euphoria and respiratory 

depression 

NAM	MAT	report:	http://nationalacademies.org/hmd/Reports/2019/medications-for-
opioid-use-disorder-save-lives.aspx	



Typical buprenorphine induction in 
our outpatient clinic 

²  12-48 hours no opioids, then … 
²  See patient in clinic and assess for opioid 

withdrawal 
²  Send patient home with prescription for home 

induction, typically 2 mg TID prn daily for the 
first week (for patients on 150 MED or less) 

²  Follow up by phone during the week prn 
²  RTC day seven for seven day refill, urine tox 

screen, PDMP check 



Buprenorphine equivalents 
(courtesy of Dr. Paul Coelho) 



The Bernese Method:  
Transdermal buprenorphine 



Butrans patch 
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“Initiating Opioid Agonist Treatment for 
Opioid Use Disorder in the Inpatient Setting” 

A Teachable Moment, JAMA, 2019 
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Using transdermal buprenorphine 
to transition patients to sublingual 

formulations 

Raheemullah,	A.,	Lembke,	A.	Initiating	Opioid	Agonist	Treatment	for	Opioid	Use	
Disorder	in	the	Inpatient	Setting:	A	Teachable	Moment,	JAMA	Internal	Medicine,	2019	



38 

Raheemullah,	A.,	Lembke,	A.	Initiating	Opioid	Agonist	Treatment	for	Opioid	Use	
Disorder	in	the	Inpatient	Setting:	A	Teachable	Moment,	JAMA	Internal	Medicine,	2019	



Perioperative bup:  
Reduce bup to 12 mg 2-3 days before 

surgery, and maintain  through the 
perioperative period 

Lembke,	A.	Ottestad,	E.,	Schmiesing,	C.	Patients	Maintained	on	Buprenorphine	for	
Opioid	Use	Disorder	Should	Continue	Buprenorphine	Through	the	Perioperative	
Period,	Pain	Medicine,	2018	https://doi.org/10.1093/pm/pny019		



 
V=VELOCITY AND VALIDATE 



V=Velocity and Validate 
Summary points 

²  Tapering too fast is the most common mistake 
physicians make. 

²  It’s ok to take breaks in the taper schedule, but 
never go backwards during the taper!   

²  Validate the patient’s experience of opioid 
withdrawal, which may initially increase body 
pain. Pain from withdrawal will resolve and 
doesn’t mean any underlying condition is 
worsening. 

²  Use other medications to mitigate some of the 
symptoms of withdrawal. 



V=Velocity and Validate 
How to talk to patients 

²  Validation: “I know this is scary, but we’ll do this together, and I’ll support 
you as much as I can.” 

²  Autonomy: “Let’s start wherever you feel comfortable. You want to taper 
your fentanyl patch before your oxycodone? That’s fine.” 

²  Velocity: “You’ll get a say in how fast we taper. If you need to take breaks 
from going down, we can hang out at one dose for a couple of months, 
until you’re ready to continue. The important thing is not to go backwards, 
because you’ll lose all that hard work you put in.” 

²  Expectations: “Every time you decrease your dose, your pain will increase. 
This isn’t the pain you’ll have to live with. This also isn’t a sign of your 
underlying pain disorder getting worse. This is opioid-withdrawal-mediated 
pain. If you can just stick with it, you’ll feel better in 2-4 weeks. If you don’t, 
we’ll slow down the taper.” 

²  Outcomes: “There’s a chance your pain may actually improve off of 
opioids. Opioids taken every day for a long period of time can make pain 
worse, by changing pain perception thresholds.” 



Adjunctive meds to treat withdrawal 

²  Antidepressants to manage irritability, sleep disturbance 
(e.g., trazodone) 

²  Hydroxyzine for insomnia and anxiety 
²  Anti-epileptics for neuropathic pain 
²  Clonidine for autonomic withdrawal symptoms such as 

rhinorrhea, diarrhea, sweating, tachycardia, 
hypertension 

²  NSAIDS for myalgia (e.g., ibuprofen) 
²  Anti-diarrheal agents for diarrhea 
²  Opioid Withdrawal Attenuation Cocktail (Appendix F) 
²  BE WARY OF BENZOS 
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O=OTHER TREATMENTS FOR PAIN  
(AND WAYS TO TALK ABOUT PAIN) 



O=Other ways to talk about pain 
Summary points 

²  Non-opioid medications 
²  Non medication treatments 
²  Mindfulness 
²  Opposite action 
²  Radical acceptance  



O=Other ways to talk about pain 
Mindfulness 

²  Attention without judgement. 
²  “Acknowledge pain and notice if something in 

the environment is making it worse at the 
moment.” 

²  “Make adjustments.” 



O=Other ways to talk about pain 
Opposite action 

²  Act opposite to the emotional urge in the service 
of pursing values or goals. 

²  “Do the opposite of dialing into pain, and instead, 
engage in activities, within reason, in spite of pain 
being present.”  

²  “Hurt does not equal harm.” 



O=Other ways to talk about pain 
Radical Acceptance 

²  Radical acceptance is accepting reality as it is, 
not as we wish it would be.  

²  “Your pain may likely never go away, but life can 
still be worth living even if it includes pain.” 



Sherry’s story 

²  Sherry continues on buprenorphine SL 8 mg 
daily two years later. 

²  Overall pain is slightly improved. Function is 
significantly improved. 
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New insight, or old news? 
²  “Morphine is not the answer to chronic pain. Because of the 

development of tolerance to the analgesic effects of morphine, 
alleviation of pain becomes inadequate. Under such 
circumstances the physician, by gradually withdrawing 
narcotics, does not deprive the patient of any actual benefit but 
protects him and his family from the possible legal, social, or 
economic difficulties attendant on opiate addiction. The 
administration of morphine to a patient with chronic pain is a 
short-lived type of kindness. Longterm kindness would begin 
when opiates are withheld or withdrawn in favor of other 
therapeutic measures.” 

²  Rayport M. “Experience in the Management of Patients 
Medically Addicted to Narcotics,”JAMA, 1954 
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BRAVO summarized 

http://stan.md/taper-off-opioids	


